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Introduction

I am honored to write the Introduction to this beautifully edited second edition of 
Psychopathology and Gender. Prof. Margarita Sáenz-Herrero and her team have 
successfully collated a comprehensive array of articles that elucidate the difficult 
and not well-known gender-related and gender-dependent differences in the epide-
miology, course, and prognosis of mental disorders.

Gender, which is “the socially constructed roles, behaviors, activities, and attri-
butes that a given society considers appropriate for boys and men or girls and 
women,” [1] has been recognized as a powerful social determinant of health. The 
power relations between the genders are at the root of gender inequality. As Sen 
et  al. put it, “gender inequality determines whether people’s health needs are 
acknowledged, whether they have voice or a modicum of control over their lives and 
health, whether they can realize their rights” [2].

A gender perspective looks at the impact of gender and gender relation on peo-
ple’s opportunities, social roles, and interactions. A perspective that acknowledges 
and analyzes the impact of the uneven distribution of resources and unequal access 
to services (such as education and healthcare) is indispensable for clear conceptual-
ization of the current status of women’s (and girls’) health [3]. Gender relations 
determine access to resources and to power, with pervasive implications for every-
day life, including the way technology and science are advanced and who has access 
to the development, the control, and the enjoyment of such advances.

A central self-evident concern is women’s lack of control over resources, and 
even over her own body: in most medical, health (including mental health), and 
prevention issues related to women the core problem is male-female power rela-
tions—including physical, psychological, and sexual violence—and not the lack or 
inadequacy of services, technology, or information [4].

Depression is the second cause of years lived with disability in the Western 
Hemisphere [5]. Because it is recognized as a disease that afflicts women twice as 
often as men, services to recognize and treat it do not receive the highest priority in 
terms of budgetary allocation.

The distribution of mental disorders in the European Union shows that in most coun-
tries women suffer more from lifetime mental health disorders than men, and that this 
difference is higher in the Southern European countries. Income however is not related to 
a higher prevalence of mental health disorders, but age is and so is family composition. 
Married men show fewer mental health problems, but widowed and divorced women 
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have the higher risk among females. Distress is more common in women than in men, but 
the differences are small in Northern European countries, as well as in Latvia and Slovakia 
[6]. What do they have in common? They all belong to Group 1 of the Gender Inequities 
Index (except Latvia). Group 1 comprises countries with high equality in HDI achieve-
ments between women and men (absolute deviation of less than 2.5 percent) [7].

Clearly, women’s health, and in our discussion mental health, needs to be 
appraised and understood in terms of the patriarchist nature of our societies, as 
Doyal posited in 1994 [8].

Literature on health sciences has a role mostly in health science education and 
research. This volume will certainly make a great contribution to diminish the sexist 
orientation of medical training. Gaps and biases have been described in undergradu-
ate, graduate, and continuing education as well as in research.

The biological determinism that reigns in undergraduate medical education, even 
in a context where most students are women, has precluded awareness and discussion 
of the social determinants of health (one of which is gender) [9], and the curriculum 
in general does not address women’s health concerns from a comprehensive perspec-
tive: maternal mortality—preventable death—is still a major cause of premature death 
and important issues as human rights, legislation to protect women from violence, or 
ethical issues arising from new reproductive technologies are not included.

There are many problems with the choice of topics for research and the barriers 
for women to advance in academic careers where published research is an integral 
important expected outcome. In psychopharmacology, even as perinatal depressive 
disorders are recognized and frequent and powerful determinants of the future wel-
fare of both mother and child, the management is done with scant evidence as no 
clinical trials are conducted in pregnant women. This is a very serious issue.

Gender-sensitive care is well informed and considers the asymmetrical power 
relations the woman comes from and does not shy away from looking at the prob-
able violence she endures and considering its on her well-being [10]. It also 
acknowledges that the practitioner also plays a role in widening the power gap or 
narrowing it to allow the woman to become a partner in her care. This requires that 
the user receive all the information that she needs to feel safe and confident.

This book contributes valuable state-of-the-art information about sex and gender 
as multidimensional concepts; corporality: how important the body, body image, 
and its distortions are for women; the interface between mind and hormones and the 
disorders related to the periods of hormonal change; how gender introduces nuances 
in the most common mental disorders; a very exciting chapter on psychopathology, 
art, and gender; and a discussion of gender bias in research.

The quality of the contributions is assured by the first-rate choice of authors, who 
are well-known researchers, academics, and practitioners from various parts of the 
world. I am sure this editorial effort will bring a lot of intellectual pleasure to the reader.

Marta B. Rondon
Departamento de Clínica Médica,  

Facultad de Medicina Alberto Hurtado
Unidad de Psiquiatría y Salud Mental,  

Universidad Cayetano Heredia,
Lima, Perú
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Abstract
Along the next chapter, we will discuss the specific challenges that women face 
in the health system, including the lack of access that suffer much of the world’s 
female population. We will defend a change of approach to the women’s health 
issues whenever they need to use the health system.

To thereby, we will describe some gender inequalities that appear from the 
family microsystems to social and political macrostructures of power and world 
organization that are some causes behind the female pathology. We refer here to 
some of them that particularly affect women: gender violence in all its forms, 
including poverty, human trafficking, and violence used against women during 
armed conflicts. In conclusion, we talk about lack of justice.

Since we are talking about women mental health around the world, we review 
the feminization of migration, analyzing the positive and negative aspects of it, 
and with special emphasis on transnational motherhood and its impact of women.

After analyzing these aspects, we suggest some recommendations to mental 
health professionals for possible lines of work from the health system, with the 
objective of making a change possible, a change based in the empowerment of 
women, considering health professionals as active agents and enablers of that 
empowerment.
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mailto:magdalena.marino-campos@nychhc.org
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All symptom is, in essence, a precipitate of meanings related to different dimensions of 
human life: childhood history, psychic suffering, intersubjective conflicts (couple or 
family), social failure, situations of helplessness, conceptual breaks with reality, and 
are presented as manifestations of a malaise that cannot be reduced to an absolute 
determinism, whether biological, psychic or cultural. Epidemiological studies reveal a 
female, general and mental, excess morbidity in adulthood, which highlights the need 
to reflect on this situation. 

(Tubert, 2001)

There is no society or community in the world where women are treated equally 
as men, having inevitable consequences in their health. Thus, “women’s mental 
health can only be understood if their life’s context is taken into consideration; bio-
logical, sociocultural and the person” [1].

The World Federation of Mental Health announced in 1996 that often psycho-
logical stress in women has social origins; discrimination against women in employ-
ment, education, food distribution, health access, and the resources to economic 
development turn them vulnerable to physical and sexual violence, psychiatric dis-
orders, and psychological stress.

According to the World Health Organization (WHO) report “Women and Health” 
2009, women and men face many similar health problems; nevertheless, the differ-
ences are so great that women’s health requires special attention [2]. Taking into 
account the same report, it is fair to say that some disorders affect to the same extent 
men and women, only women face more difficulties obtaining the health assistance 
that they need. Gender inequalities in education, freedom, or income, for example, 
are the ones that limit girls and women to protect their own health.

Health problems faced by women share common features worldwide, but also 
many great differences are observed, determined by different living conditions. 
Girls and women’s health is influenced by social and economic factors such as 
access to education, family, wealth, and place of residency. These differences are 
established not only in developing countries but also in the developed ones.

The differential prevalence of psychological disorders has led to investigate more 
accurate differential diagnosis that take into consideration the importance of culture 
in the construction of subjectivity. Defending the need to work with differential diag-
nosis does not imply establishing differences and defending unequal illnesses but 
presupposes taking into consideration living conditions and different risk factors 
affecting men and women. We need to develop approaches that consider the range of 
discrimination suffered by women, and these approaches must include the effect 
caused by poverty, lack of cultural resources, violence, and social devaluation [3].

To achieve that approach work is needed to shed the gender bias underlying theo-
retical models and health practice. The gender biases, as pointed out by Carmen 
Valls, are [4]:

• Extrapolate to general population (meaning women) research results obtain with 
male population. Assuming that risks factors and health protectors are the same 
to everyone makes us suppress the gender differential morbidity and mortality.

M. Marino and K. Jausoro
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• The belief that men and women get ill in different ways. The weight of this belief 
is so great that many of “the women’s problems” are sent from primary care or 
women’s health centers, narrowing women’s health in reproductive health. Other 
symptoms are usually ignored, and after repeated demands of medical attention, 
analgesics or anxiolytics are prescribed, as a result the demand is psychologized 
and medicalized.

• The clinical approach, especially biomedical and pharmacological, derives in 
framing the claim as pathology.

In this context, “the increased use of psychotropic drugs for women can be 
a source of self-regulation of the exogenous elements in order to reduce dis-
comfort” [5].

It is true that in the last decades, the health sciences have evolved allowing visu-
alizing some of the problems of women but much work remains. To contribute in 
breaking gender bias, professor Valls (2000) brings forward five proposals:

 1. Democratize knowledge production. Health research should consider experi-
mental subjects both men and women.

 2. The research designs in addition to the biological differences between sexes 
must also consider gender and the positions and social roles they each play.

 3. To achieve better diagnosis, family life and work conditions should be taken 
under consideration.

 4. Sex is a demographic control variable, and gender should be considered a rela-
tional analytic variable.

 5. Innovative designs should be implemented to detect the attitudes of health work-
ers during their clinical practice in order to detect any inequalities.

From the conviction of the universal right of all people to a public health system 
that ensures their welfare, this system should work in all scopes incorporating the 
gender perspective transversely. This involves two main axes of action:

• Enhance the participation and role of women as active agents in the production 
of her own health.

• The incorporation of interdisciplinary teams (physicians, psychologists, social 
workers, social educators) trained in addressing health issues from the perspec-
tive of gender. It would have to boost the collective empowerment of health sys-
tem workers, with the objective to introduce the gender perspective in their daily 
practice, training them and stripping them of the gender bias aforementioned.

Interdisciplinary work is not only essential in the field of health but also the 
answer to many of the problems that arise in the health of women. Women’s health 
should be addressed from the social health space where different institutions (health, 
justice, social services, education, employment, etc.) are involved.

1 Women Mental Health All over the World: Sociopolitical Aspects of Gender…
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1.1  The Social Health Approach

The traditional structure of health and social services is not well suited to the mixed 
nature of women’s needs. Between the health and social services scopes, confluence 
zones are especially confusing and present difficulties of coordination because they 
are dependent on various government agencies. These difficulties might have a neg-
ative impact in people’s quality of life.

There are elements that are considered fundamental and defining in terms of 
social health approach:

• It is a response to complex needs that require mixed interventions, social and 
health, simultaneously or sequentially, but always complementary.

• It has the objective to guarantee the continuity of care avoiding mismatches, 
gaps, or waiting time between the different services.

• It rules by the interdisciplinary principle.
• It is based on an integral intervention approach focused in the person and ori-

ented to guarantee the maximum level of quality of life and autonomy.

The principal objective of social health approach is a response to complex needs. 
There are certain populations for whom, because of their nature and their health and 
social characteristics, it is required a maximum coordination between both areas. 
Among these population groups are the elderly dependent and people with chronic 
disease (major disabilities, mental disorders, etc.). To these groups we can add those 
whose diagnoses are conditioned to their gender role, highlighting the urgent need 
of coordination regarding gender violence.

Much are the advantages of social health approach; we emphasize the main ones:

• Introduces greater facilities in the articulation of services of different nature in 
the context of community action, therefore responding better to new social 
demands

• Favors the permanence in the community, articulating the means to prevent hos-
pitalization or long-term residencies

• Offers greater possibilities of developing an interdisciplinary approach which 
enriches professional practice

• Facilitates access to the most vulnerable population groups that other ways pres-
ent significant barriers in access to care due to social isolation

• Favors a more rational use of resources and higher levels of efficiency and effec-
tiveness in its use

• Promotes continuity of care
• Favors detention of dysfunctions at different levels and scopes of care

If we consider that women’s health is conditioned from childhood by gender role 
imposed, treatment and approach must come from the social health scope and with 
the incorporation of the several disciplines in the both work teams primary and spe-
cialized care.
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1.2  Gender Violence: A Public Health Problem  
Around the World

The United Nations defines violence against women as “any act of gender-based 
violence that results in, or is likely to result in, physical, sexual, or mental harm or 
suffering to women, including threats of such acts, coercion or arbitrary deprivation 
of liberty, whether occurring in public or in private life.” [6]

The Declaration of Violence against Women as a social problem has been accom-
panied by the recognition by the health sector of violence against women as a public 
health problem.

In 1996, WHO declared gender-based violence as an international priority for 
health services, due to its grave consequences on health and to its magnitude and the 
significant economic impact involved.

In most of the literature on the subject, there is agreement that violence against 
women takes three main forms: physical, psychological, and sexual violence [7].

However, and although this is the most common differentiation, based on the 
proposal of the “Expert Report on Combating Violence Against Women” of the 
Council of Europe [8], there frequently are other forms of violence, giving rise to 
the description of the following types:

• Physical violence: all action carried out voluntarily which causes or may cause 
damage and personal injury to women. It includes the use of physical force or 
objects to attempt against their physical integrity.

• Sexual violence: any attempt against the sexual freedom of women by which 
they are obliged to bear or carry out acts of sexual nature. It includes any act or 
sexual expression carried out against their will that violates their physical or 
emotional integrity such as jokes, rude expressions, unpleasant comments, 
obscene phone calls, undesirable sexual proposals, forcing them to watch por-
nography, any act or sexual intercourse not consented to by women (harassment, 
rape, incest), any relationship or sexual act deemed by women to be humiliating 
or painful, or the obligation to prostitute themselves.

• Psychological violence: any action, generally of verbal or economic nature, that 
causes or may cause psychological damage in women. It includes the use of 
mechanisms of control and communication that threaten women’s psychological 
integrity, well-being, self-esteem or consideration of, in both public and private, 
in front of other people, such as to denigrate them, to despise what they do, to 
make them feel guilty, to treat them as if they were slaves, to make unpleasant 
comments about their physique, to humiliate them in public or in private, to cre-
ate a bad reputation about them, to force them to be accountable for their rela-
tionships and contacts with other people, to force them to break off with friends, 
to prohibit them from talking to people of the opposite sex, to show jealousy of 
friendships, to limit them in their living space or not to respect it, to make jokes 
(sexist jokes of denigrating nature), and to undervalue their contributions or exe-
cutions, insults made in public or in private, threats and intimidation, emotional 
blackmail, threats of suicide if the couple expressed their desire to separate, etc.
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• Economic violence: inequality in access to common resources. It includes deny-
ing or controlling women the access to shared sources of money, to generate their 
economic dependence; to impede their access to employment, education, or 
health, denying their rights of property; etc.

• Structural violence: intangible and invisible barriers that impede women’s access 
to basic rights. It includes the denial of information to their fundamental rights, 
the relations of power in schools or at work, or discriminatory legislation in all 
social spheres.

• Spiritual violence: the destruction of women’s cultural or religious beliefs 
through punishment, ridicule, or the imposition of a system of beliefs that are 
alien to their own. It includes the submission and invisibility of women’s cultural 
or religious beliefs or analyzing them from an ethnocentric perspective.

When talking about gender violence, there is a tendency to equate it to the most 
common and proxime to our context: intimate partner violence and sexual violence 
in the social environment. WHO estimates that almost one third of all women have 
experienced intimate partner violence or sexual violence [9]. Globally, 38% of mur-
ders of women are committed by their intimate partner, this number does not include 
the amount of women that commit suicide as a result of abusive relationships. From 
our experiences as workers, family members, friends, and members of society, and 
with emerging powerful movements like #MeToo, these two forms of gender vio-
lence are well known and described.

However, intimate partner violence is only one of multiple forms of violence 
against women. Socio-economic inequalities and traditional and patriarchal systems 
create and perpetuate other perverse social and structural forms of violence against 
women. Unfortunately, there are multiple forms and examples of social and struc-
tural violence against women around the world that we could discuss, but we will 
focus on three that we find extremely perverse and distressful: poverty, slavery and 
human trafficking, and use of women as weapon in wars.

1.2.1  Defining Poverty and Its Gender Distribution

Poverty is the worst form of violence—Mahatma Gandhi

Overcoming poverty is not a task of charity, it is an act of justice—Nelson Mandela

The association between poverty and mental disorders appears to be strong and 
universal, occurring in all societies irrespective of their levels of development of the 
country [10]. Traditionally, poverty has been defined in pure economic terms of 
amount of income per day. Thus, poverty means much more than income.

Poverty was defined in the UN’s Human Development Report (1997) as the denial 
of the opportunities and choices most basic to human life—the opportunity to lead a 
long, healthy, and creative life and to enjoy a decent standard of living, freedom, 
dignity, self-esteem, and respect from others [11]. The lack of opportunities and 
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choices for women and girls due to gender are innumerable. In terms of education, 
women continue having less access to basic education and even less access to higher 
education [11]. In the labor market, women in all levels face daily salary inequality, 
exploitation, discrimination, and lack of equal and fair opportunities. Only 22% of 
the world’s parliament is women, and in general, the presence of women in positions 
of power and decision-making shows that sadly the “glass ceiling” remains a reality 
[12]. These factors, among other structural and legitimated gender discrimination 
forms, have contributed to feminization of poverty [13].

Poverty and its structural causes limit women’s ability to be active and produc-
tive members of society, to realize their potential and ultimately to be mentally as 
well as physically healthy [10]. The negative social and economic factors associated 
with poverty furthermore act as a barrier to health and mental health-care services. 
Similarly, restrictions in women’s ability to participate fully and actively in the 
community, be part of the decision-making process on issues affecting one’s life, or 
have the opportunity to improve one’s social and economic situation and status also 
adversely affect the mental health of women. Mental health professionals have the 
responsibility to acknowledge the challenges and external barriers that poverty—in 
its broad definition—brings to women. As well, an approach focused on strengths 
and resilience, instead of just psychopathological personality traits that further stig-
matize women.

The eradication of global poverty requires a strong change on the deep-seated 
structural causes of poverty that requires extensive discussion, outside of the scope 
of this chapter. However, it is important to demand special attention to structural 
violence and discrimination against women, a solid compromise with the promotion 
of women’s human rights, from the basic one of education, and the incorporation of 
gender equality and mainstreaming into all legislation to decrease gender-related 
poverty.

1.2.2  Human Trafficking

Trafficking demonstrates the weaknesses of global capitalism and the disparity caused by 
the economic rules of the countries most powerful; but mostly reveals normalization of 
human cruelty and cultural processes that have strengthened

—Esclavas del poder, Lidia Cacho, [14]

Human trafficking is defined as the recruitment and movement of persons by 
threat, force, coercion, or deception for the purpose of exploitation (sexual exploita-
tion, forced labor, or slavery) [15]. Due to its underground nature, statistics on the 
scale of the problem are unreliable; however, the International Labour Organization 
(ILO) estimates that globally 2.5 million persons are currently in situations of 
exploitation as a result of trafficking and that another 1.2 million are trafficked 
annually [16]. Human trafficking is a particularly abusive form of migration and one 
of the most severe human rights violations in the world. Reports from around the 
world include descriptions of the extreme forms of physical, psychological, and 
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sexual abuse experienced by persons who are trafficked in the sex industry and 
exploited in multitude of labor settings, including construction, agriculture, and 
domestic servitude [17].

While trafficking affects both men and women, it is not a gender-neutral phe-
nomenon. Up to 80% of trafficked persons are disproportionately women and girls 
[18]. Women are particularly vulnerable to trafficking due to their social and eco-
nomic position, as well their position in the migratory process. Poverty, unemploy-
ment, a high demand (and low regulation) for cheap labor and services in 
female-designated sectors of work, discriminatory immigration laws, and a cultural 
context in which violence against women is tolerated are the most important and 
recognized causes of women trafficking [13]. These causes have a common root, 
gender inequality, and the lack of rights afforded to women. By failing to protect 
and promote women’s civil, political, economic, and social rights, governments cre-
ate situations in which trafficking arise. A real political response and compromise 
with the respect, protection, and promotion of women’s human rights in all the 
arenas (social, economic, political, educational, and health) is the first step to ensure 
an end to trafficking in women.

Until a solution is found, the United Nations requires governments to implement 
measures to promote the physical, physiological, and social recovery of human traf-
ficking victims, including medical and psychological responses to trafficked peo-
ple’s health needs [15]. For meeting these international agreements, countries will 
have to provide psychological support services for trafficked persons. Yet, the health 
and mental health consequences and potential public health implications of human 
trafficking have generally received little attention; the mental health community is 
just beginning to respond to these persons’ needs [17].

Human trafficking victims enter in a circle of terror, violence, and cruelty that 
denies them their right to safety, dignity, freedom, equality, health care, work, and 
education, among others. Often, victims come from a previous history of gender- 
based violence and are revictimized. As a result of such exposure—and re- 
exposure—to trauma, the limited research on the mental health consequences of 
trafficking consistently report high levels of symptoms indicative of anxiety (48–
97.7%), depression (54.9–100%), and post-traumatic stress disorder (PTSD) (19.5–
77%) [17]. It is also common the comorbidity among these disorders [19]. The 
literature describes a broad range of reactions related to trauma: fear, guilt, rage, 
sense of betrayal, distrust, helplessness, shock, suspicion, feeling lost, sense of apa-
thy and resignation, extreme forms of submissiveness to authority, maladaptation in 
social situation, and loss of personal autonomy [20]. The length of time spent being 
exploited and the level of violence and injuries sustained while trafficked increase 
the risk of suffering anxiety, depression, and PTSD symptoms [17, 19, 21]. Women 
who were trafficked for sexual exploitation had a higher prevalence of PTSD in 
comparison to women that were trafficked for labor exploitation [22].

When authorities encounter trafficked women, they often suffer physical pain 
and exhaustion, confusion, disorientation, amnesia, strong emotional reactions, and 
inability to recall events or to communicate that may affect their ability to obtain 
assistance [23]. Even after being liberated from a trafficking experience, women 
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and girls face huge stressors, including entering in a complicated legal system in 
order to obtain assistance, possible participation in criminal proceedings, immigra-
tion and asylum procedures, stigma associated with sex work, and being reunited 
with families who may be unaware of their experience—and when they are aware 
often reject them. Similarly, women may experience the same concerns about pov-
erty and unemployment that caused them to leave their home in the first place [19]. 
Subsequently, the lack of social support and additional life stress upon their return 
may affect the symptoms severity.

The severity of symptoms and the risks and challenges victims face after their 
trafficking experience indicate that treatment services should be available immedi-
ately [21]. However, some victims are quickly deported to their country of origin, 
finding the same context of poverty and discrimination that they had left and where 
assistance is inexistent, or they are forced to participate in criminal investigations as 
a condition to assistance. As consequence of the abuse of power suffered and inten-
sity of trauma, the engagement and creation of a therapeutic relationship may be 
challenging. In the first period after trafficking, a sensitive approach is required to 
address problems of memory, the lack of trust, and the fear to talk about their expe-
rience. It is essential to assure trafficking survivors a period of recovery and reflec-
tion before making decisions about their future and well-being (like coming back 
with their family or participating in criminal investigations).

If multidisciplinary teams are usually important, they are crucial in this field. 
These interdisciplinary teams should involve law enforcement personnel and social 
agencies that provide legal, educational, vocational, economic, and other vital life 
resources. However, this collaboration should not liberate clinicians for a general 
awareness of immigration policies.

Mental health professionals working with trafficking survivors must have spe-
cific training in trauma, especially sexual and interpersonal trauma [20]. Most 
present- day treatments currently follow the direction of trauma-approach treatments 
for victims of domestic violence, sexual assault, torture, and immigrants and refu-
gees. In addition, clinicians need a culturally sensitive approach and multicultural 
competence required to work with immigrants for providing appropriate care to 
these women.

We cannot forget that human trafficking is not only a personal experience but also 
a community and global matter that goes against social justice and human rights, and 
we as professional and as human beings have a responsibility to combat it.

1.2.3  Women in Armed Conflicts

Since 1945, there have been an estimated 150 wars in the world [24]. Despite the 
new techniques of warfare, the sophistication and precision of weapons, and inter-
national conventions that forbid civilians as targets, civilians die in greater numbers 
than soldiers do. Children and women are the most vulnerable and the first victims 
of these wars. Even when conflicts officially end, violence against women continues 
and often worsens [25].
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Violence against women during wartime is recognized by international humani-
tarian organizations as a fundamental violation of human rights, a primary public 
concern, and a major impediment to peacemaking, reconstruction, and development 
of war-torn countries [25]. The United Nations passed in 2000 the Resolution 1325 
on women and peace and security. This historic resolution calls for the equal partici-
pation and full involvement in all steps of conflict resolution and peace building, as 
well on promotion and maintenance of peace and security. It also demands to all 
parties in conflict to take special measures to protect women and girls from gender- 
based violence, particularly rape and other forms of sexual abuse, in situations of 
armed conflict [26]. This resolution seeks to give a voice to the silenced women 
survivors and to include the perspective of women in the construction of peace, but 
sadly it had (and still has) a very limited impact.

Historically, sexual violence against women during war can be tracked from the 
eleventh century until these days. For centuries, sexual violence against women has 
been rarely prosecuted and often even considered “an unfortunate product of war” 
[27]. In the Resolution 1325, it is still considered gender-based violence. In June 
2008 the United Nations in its Resolution 1820 denounces that “women and girls 
are particularly targeted by the use of sexual violence, including as a tactic of war to 
humiliate, dominate, instill fear in, disperse and/or forcibly relocate civilian mem-
bers of a community or ethnic group” [28]. This means, in the context of a war, 
sexual violence is a deliberate (and effective) military weapon to tear apart individu-
als, families, and communities.

In 2009 the UN Security Council openly recognized, in the voices of Hillary 
Clinton and Ban Ki-moon, that violence against women had not diminished but 
even increased in some places, being used as a brutal weapon in armed conflicts 
with total impunity. Two new resolutions (S/RES/1888 and S/RES/1889) were 
approved asked for the immediate cessation of all acts of sexual violence and reiter-
ating the importance of women’s participation in peace processes and promoting 
women’s leadership, respectively [29, 30]. These resolutions, along with the S/
RES/1960 on 2010, repeat and strength same petitions.

In 2013 two new resolutions in women and peace and security were adopted. In 
June 24, 2013, the Council adopted the Resolution 2106 defining sexual violence as 
a crime against humanity and encouraging member states to adopt a national penal 
legislation to prosecute them [31]. In October 18, S/RES/2122 supports the petition 
of women’s leadership and request from the UN a more active involvement in pro-
tecting human rights and pursuing gender equality and empower of women in con-
flict areas [32]. The Secretary has reported some advance in this fight but still far 
away from an, at least, gender-equilibrium respect of women and girls’ human rights.

If we do not have the capacity to prevent war, we have a collective responsibility to better 
understand and treat its psychiatry, medical, and social consequences 

Michael Hollifield (Hollifield, 2005, p. 1284) [33]

Hagen (2010) describes five characteristics that distinguish war sexual violence 
against women from other kinds of sexual violence during “peacetime” [34]:
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 1. Used at a massive scale.
 2. Approximately 90% occur in the presence of other women to infuse fear, in front 

of other soldiers to promote solidarity, and other community members to show 
power and total suppression.

 3. Has an extreme level of brutality.
 4. Often includes slavery.
 5. Serves as ethnic cleansing.

The consequences of these brutal attacks against women are felt in multiple lev-
els. In the individual level, women that survive war rape suffer multiple and severe 
forms of physical and psychological trauma. From severe and permanent physical 
damage and disabilities, AIDS, to post-traumatic stress disorder, depression, anxi-
ety, sense of helplessness, and a total destruction of self-identity and sense of 
belonging, the wounds of war rape in an individual are atrocious [27]. Adding to 
these wounds and to the personal shame and humiliation that public, brutal, and 
massive rapes bring, many women suffer the rejection of their own family and the 
community due to sociocultural values regarding sexuality [25]. In a macro level, 
these women face a destroyed society that does not have the economic, political, 
socio-cultural, and health-care infrastructure to assist them, and they are forced to 
migrate into refugees’ camps where education, work, and recovery opportunities 
are limited. Displaced and removed from their community, they are condemned to a 
life of extreme poverty and complete dependence that places them at risk of further 
victimization [34].

As the consequences are felt in all dimensions of a person’s life, interventions 
should also address the full impact in all areas. Refugees and war survivors in 
destroyed societies have multiple physical and psychiatric symptoms, cultural indi-
vidualities, language barriers, and poli-trauma that complicate illness experience 
and diagnosis from a traditional western perspective [33]. Biomedical models of 
trauma are too limited to attend the reality of these survivors [24]. These complex 
realities need a holistic model that understands the peculiar experience of women in 
a society in war, and the women’s voices should be the guide for it.

In the absence of that holistic model until these days, some recommendations are 
appearing clearly in the literature:

• Disempowerment, gender inequality, stigmatization of sexual violence, self- 
identity, and body objectification are some of the central themes to work on the 
therapeutic space [34].

• There is change from labeling these women as victims to survivors, resilient 
women that are capable and should participate in their healing process. Women’s 
resilience needs to be recognized and supported by mental health providers as a 
way to promote their adequate access to their rights of health care and justice [24].

• There is also a change in the focus on psychopathologic manifestation to the 
focus on resilience, protective factors, and methods of coping for the purpose of 
developing interventions and services [24].
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• Health and mental health services for war survivors need to be culturally and 
gender sensitive.

• The complex needs require multiagency coordinated services.
• It is necessary to understand the social reality where the services are being dis-

played, like the political instability, the uncertainty about settlement, migration 
stressors involved, and the effect of collective trauma [34].

• It is important to include the protection and promotion of human rights, the 
search of social justice, and the empowerment (in the personal and the social 
level) in the work with female war survivors [24].

• Given the complex nature of this their experience and trauma, coordinated mul-
tiagency services are suggested [24].

In summary, mental health interventions with war survivors have to take into 
account the environment and ecological reality of the person and the community. 
They need to be complemented with individual and collective legal, social, and 
political actions destined to build or restore the empowerment of women and address 
all kind of social inequalities and discrimination that exist.

1.3  International Recommendations for the Prevention 
of Gender-Based Violence

Violence against women is perhaps the most shameful human rights violation. It knows no 
geographical or cultural limits, or economic position. As long as it continues, we can not 
say that we have actually made progress towards equality, development and peace. 

Kofi Annan, Secretary-General of the United Nations

The Declaration on the Elimination of Violence Against Women, adopted by the 
General Assembly of the United Nations in 1993, shows the international under-
standing and recognition that violence against women is a violation of human rights 
and a form of discrimination against women.

The human rights norms that emerge from the Convention on the Elimination of 
all Forms of Discrimination against Women, subsequently ratified by the World 
Conference on Human Rights of the United Nations (UN) of 1993 and other inter-
national instruments, not only extend the validity of areas that were previously not 
considered as subjects of rights but also establish differences between formal equal-
ity and substantive equality. It is recognized as well that the so-called universal 
human rights—even when they guarantee in formal terms the legal equality of men 
and women—were defined from the life and experiences of men and do not take 
into account the needs and everyday experiences of women.

Therefore, and based on these experiences, the following is recommended:

• Expand democracy based on the effective participation of citizens and the full 
observance of human rights.

• Develop a national plan with state guarantees for the compliance of the principle 
of gender equity.
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• Create government initiatives to improve the social status of women.
• Promote the production of up-to-date statistical information permitting to visual-

ize the gaps and iniquities of gender at all levels.
• Penalize the media and professionals involved in cases that through promotional 

campaigns use women as objects or marginalize women’s social, intellectual, 
racial, or economic status.

The Platform for Action document adopted at the Fourth World Conference on 
women, held in Beijing in 1995, defines violence against women as 1 of the 12 criti-
cal areas of concern that should be given particular emphasis by governments, the 
international community, and civil society.

At its 42nd session, in 1998, the Commission on the Social and Legal Status of 
Women of the United Nations proposed new measures and initiatives that should 
be applied by the member states and by the international community in order to put 
an end to violence against women, including the incorporation of a gender perspec-
tive in all policies and relevant programs. Among the conclusions agreed upon 
during the session, there are measures to provide support to the work of nongov-
ernmental organizations; to combat all forms of trafficking in women and girls; to 
promote and protect the rights of migrant workers, in particular women and chil-
dren and girls; and to promote the coordinated activities of research on violence 
against women.

In relation to violence against women in the domestic sphere, WHO multicoun-
try study results on health of women and domestic violence against women under-
score the need to take urgent measures on a wide variety of instances, ranging from 
local health authorities and community leaders to national governments and interna-
tional agencies [35].

As the study graphically shows, violence against women is a widespread and 
deeply rooted practice that has serious consequences for the health and well-being 
of women. Its persistence is morally unacceptable; their costs are immeasurable 
both for individuals and for health systems and for the society in general. However, 
until relatively recently, no other relevant public health problems had been so widely 
neglected and misunderstood.

The wide differences in the prevalence and patterns of violence found from one 
country to another, and mostly from one context to another within the various coun-
tries examined, suggest that there is nothing “natural” or inevitable about this prob-
lem. Attitudes can and must change, the conditions of women can and must be 
improved, and men and women can and must convince themselves that violence 
cannot be accepted in human relations.

Reinforcing the idea of violence against women as a critical and preventable 
public health problem, and insisting on its serious impact on women and their chil-
dren’s health and mental health, the WHO reminds the health system of its crucial 
role on this process.

The proposal is a woman-centered health response that actively enhances wom-
en’s safety, takes into account women’s perspectives in the designation and delivery 
of services, responds to women’s need in an humane and holistic way, provides 
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information and support to allow informed choices and decision, and especially 
empowers women to participate in their own care [36].

The following recommendations have been extracted, primarily from the con-
clusions of the study, although they are also based on studies and lessons learned 
from experiences in numerous countries. Specifically, the recommendations cor-
roborate the conclusions and recommendations presented in the WHO’s World 
Report on Violence and Health [37]. Recommendations are grouped in the follow-
ing categories:

• Strengthen the commitment and action at the national level.
• Promote primary prevention responses.
• Involve the education sector.
• Strengthen the health sector response.
• Support women living with violence.
• Sensitize those who are part of the criminal justice systems.
• Support research and collaboration.

In order to address and prevent violence against women, it is necessary that many 
sectors (educative, legal, health, economic, etc.) take action in many areas. However, 
it is important that states take the final responsibility for the security and well-being 
of its citizens. In this sense, the national governments, in collaboration with nongov-
ernmental organizations and international organizations, must give priority to this 
issue.

Following international recommendations, each country is called upon to imple-
ment prevention programs of gender-based violence, to investigate such acts and 
prosecute and punish perpetrators, as well as ensure the woman victim her rights of 
care and assistance.

Various strategies and different models of legislation have been established in 
different countries, some include educational measures and preventive actions, 
while others establish specific courts or police offices for the matter. In the best 
cases, prevention, education, and integrated services for victims (from health to 
legal assistance in the same agency) conform a comprehensive approach to elimina-
tion of gender-based violence. Thus, not all approaches define violence against 
women in the same way nor act against all of its manifestations.

1.4  Prevention and Response

Further assessment is required to determine the effectiveness of violence prevention 
measures [38]. Some of the interventions with more promising results are the pro-
motion of education and work opportunities for women and girls, the improvement 
of their self-esteem and their negotiating skills, and the reduction of the inequalities 
of gender in communities.

Other efforts which proved to be effective are intervening with adolescents to 
reduce violence in their relationships, supporting programs for children who have 
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witnessed acts of violence between partners, massive public education campaigns, 
and adopting measures of collaboration with men and boys to challenge attitudes 
about gender inequities and the acceptability of violence.

The defense of victims, greater awareness among health workers about violence, 
and broader knowledge of the resources available for battered women (such as legal 
assistance and/or accommodation and care of children or other dependents) can 
mitigate the consequences of violence.

1.5  The Feminization of Immigration

Addressing women’s mental health around the world inevitably means to talk about 
immigrant women. Due to globalization of economy and its effect on labor market, 
migration has risen until the point that has almost doubled during the last 50 years. 
Traditionally, women migrated with men as dependents or as part of the family 
reunification processes, but recently women are migrating as autonomous bread-
winners. Women constitute now the 48% of all international immigrants, approxi-
mately about 124 millions of those who migrate, some as highly skilled workers, 
but mostly running away from poverty and other human rights violations, [39].

Despite the fact that migration is a complex and multi-caused phenomena, there 
is an agreement on pointing as a principal cause for this change in the gender of 
migration in the country of origin (“push” factors) gender-based violence, gender 
inequality, feminization of poverty, unemployment, human rights violations, war, 
and discrimination [40]. Even when economic causes are the main reason to move, 
women often migrate to escape abusive and patriarchal traditions that limit oppor-
tunity and freedom [18]. On the other side of the frontiers, the most common “pull” 
factors (anticipated benefits on the country of destine) are the increasing demand for 
women in domestic positions and service and care-related jobs, the opportunity to 
receive higher wages, and family reunifications.

For many women, migration means a safer place, a new world of more equality, 
a relief from oppression and the discrimination that limits freedom, and an opportu-
nity to develop their potential. For origin and receiving countries, the contribution 
of women migrants can transform quality of life. In origin countries, the economic 
contribution can palliate poverty, provide education and health care, and generally 
improve the quality of life of their families an even the whole communities. Beyond 
the economic factors, the social change thought new and renovated ideas, values, 
knowledge, or skills of women can contribute to promote human rights and gender 
equality. In receiving countries, they contribute their work and expertise, pay taxes, 
and support a style of life in developing countries that most take for granted allow-
ing, for example, other women to delegate the traditionally assumed care of children 
and elderly for incorporating to labor market.

However, while migration is often an empowering experience, some migrants 
endure severe human right violations, abuse, and discrimination that affect their 
well-being. During the traveling, they are exposed to severe abuses including kid-
napping, extortion, physical violence, and trafficking. In the country of destination, 
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immigrant face with language barriers, culture shock, isolation and loss of support 
systems, loss of socioeconomic status, unemployment or working in unsafe or 
unhealthy work conditions, poverty, social exclusion, prejudice and discrimination, 
lack of knowledge of existing services and barriers in accessing the health system, 
and feelings of vulnerability due to legal status [41]. In addition to all these stressors 
that can affect (in different proportion) all migrants, women have the unique experi-
ence of sexual and gender-based violence [42]. Due to the status as women and as 
foreigners (in addition to race, ethnicity, class, or religion), female migrants face 
disproportionate risk of abuse and violence at home, in the streets, or in the place of 
work [18].

The international organization worldwide recognized a feminization of migra-
tion in 2000 and compromised to promote equal access to project and services for 
the immigrant women, even to create specific programs to addressing their specific 
needs [43]. However, despite this acknowledge of challenges and risks of immigrant 
women, both international and national regulations fail to adequately address their 
problems. Trafficking and exploitation of domestic worker, two kinds of modern 
enslavement that affect mostly females, testify the lack of adequate opportunities 
for women to migrate safely and legally.

As we explain, even when migration can be a positive experience for millions, 
there are serious risks for female migrants that can compromise their physical and 
mental health and even their survival. For these women that are mothers, there is 
also another layer of complexity in their experience: they left their home and chil-
dren behind to become a domestic worker caring for someone else’s home and chil-
dren instead of their own. Following, we will describe the transnational motherhood 
phenomenon, a paradox of the immigration that require from mental health profes-
sionals’ especial attention and, even more than ever, a culturally and gender sensi-
tive perspective.

1.5.1  Transnational Motherhood

The feminization of migration changes the structure, organization, and hierarchy of 
the family and impacts the life cycle of its members. As women are increasingly 
migrating alone to find work, this has reconfigured the shape of the immigrant fam-
ily and trans-nationalizing the meaning of motherhood [44]. Hondagneu-Sotelo and 
Avila were the first to employ the term “transnational mother” to describe these 
women that have migrated to another country in order to become the family bread-
winner, leaving their country, culture, family, and children behind. In describing the 
paradox of having to leave their children, they relate the experience as being simul-
taneously “here and there”: here as breadwinners and there as caregiver and nurtur-
ing mothers. Transnational mothers are “in the process of actively, if not voluntarily 
building alternatives constructions of motherhood” [45].

The interpretation of the departure of women and its impact on family structure 
is connected with the norms and values of their society. In societies with patriarchal 
values and marked roles of emotional caregivers, women may be questioned, 
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criticized, and denied of support as their migration is perceived as an abandonment 
instead of a sacrifice. In societies where nurturing and care is shared among extended 
family and community members, the sacrifice is better recognized and even cele-
brated. The ideas about the reunification are even more complex, grading from 
assuming it as the only valid option and not accepting alternative family arrange-
ments, to blaming the mothers for bringing their children to a new country under the 
premise that they are breaking their roots and disrupting their lives.

Initial literature on transnational families found that the migration of mothers is a 
traumatic event with devastating consequences for these women and incurs substantial 
social and psychological negative changes among the family who remains behind [46].

Several studies find devastating psychological effects, such as anxiety, anger, 
somatic symptoms, depression, guilt, symptoms of posttraumatic stress disorder 
related to separation from children, and guilt, experienced by women with family 
fragmentation [44, 47, 48]. Miranda et  al. found that the odds of depression for 
Latinas transnational mothers were 1.52 times greater than those of Latinas whose 
children were currently living with them [49]. Further, the reunification phase is not 
as easy and dreamlike as it could seem. It affects the entire functioning of each per-
son of the family in their environment. When reunification occurs in Latino immi-
grants, families are faced with strong processes of adjustment that can include 
acculturation challenges, the addition of new family members, missing caretakers in 
homeland, authority conflicts, depression, anxiety, and behavioral problems. In 
Suarez-Orozco et al., mothers after reunification verbalized struggle with asserting 
authority and frustration because their financial and emotional sacrifices are not 
fully appreciated by their children [50].

On these studies, and especially in their diffusion, the focus tends to be on the 
devastations and rupture. Women are stigmatized for breaking the family in the first 
instance and then questioned later when they try to reunite with their children in a 
new country, because that may be traumatic for the children as well [51]. Also, this 
perception often assumes the migration as a personal and free election of the women, 
ignoring the socioeconomic pressures that may have caused it.

After these initial findings, several studies focused on deconstructing the nega-
tive conception, presenting alternative definitions of family structure and emphasiz-
ing that it is possible to maintain a positive relationship between mothers and 
children in the distance without severe emotional consequences, especially using 
new technologies.

These studies focused on the economic benefits, the resilience of the children left 
behind [52], plasticity of the families and readjustment of roles [53], or the oppor-
tunity to create relationship through technology [54].

It is very loable that these models defy the traditional model of nuclear family as 
the only valid. However, as Lagomarsino [51] notes, these perspectives may subesti-
mate the complexity of motherhood. From these perspectives, the need of proximity 
and the physical connection that mothers and children claim could be seen only as 
a product of an excessively traditional or paternalistic culture, without recognizing 
the immigrant women the right to be (and the right to want to be) with their families 
and the emotional suffering due to the separation.
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It is important to note that there are not the only frontiers but the social inequali-
ties that create the ambiguous loss of separation and provoke emotional conse-
quences for mothers and children. The current migration policies are creating 
“illegal persons,” and there is an emotional consequence of that “illegality” [44]. 
Policies as the “zero tolerance” in the USA, where parents were separated from 
their children as they crossed the border, generated a disruption and trauma with 
irreparable emotional consequences for the families. An undocumented status cre-
ates a huge vulnerability to oppression, discrimination, violence, and inequality in 
the transnational mothers. Experiences of racism, discrimination, or exploitation 
affect them physically and mentally and often negatively form and transform their 
identities [55]. As many immigrants, these women have an internalized sense of 
powerlessness and not deservedness that makes them again an easy target for abuse 
and exploitation, perpetuating the circle.

Even when they approach to receive assistance, the limitation of services for 
undocumented persons aggravates the barriers that transnational mother already 
have, and these limitation are extended to children when they arrive here [48]. These 
challenges make more necessary than ever to incorporate in the clinical practice 
with these women a social justice frames that resist oppression by combating the 
effects of power differences and differential access to resources based on gender, 
race, class, and legal status [55].

Despite these challenges, transnational households continue to exist across 
space, and mothers and children only may connect across borders. These families 
need to develop their own norms to functioning, own strategies to communicate, 
and particular emotional connections based on their cultural context [56]. When 
these experiences are meaningful for the family and all members in both coun-
tries participate, it creates a sense of coherence and continuity that promotes the 
healthy development of its members [57]. For creating these coherent narratives, 
it is therapeutically necessary to process the multiple traumas related to immi-
gration, separation, violence, discrimination, or poverty that transnational moth-
ers have.

However, the clinical work will not be completed after any intrapsychic interven-
tion. In the clinical work with transnational mothers, the whole family and the psy-
chological and virtual relationships among members need to be addressed and 
empowered [55]. It is imperative to work with alternative social constructions of 
normal families. There are two stories in transnational mother-children relation-
ships. Mothers will describe a story of trauma and sacrifice for their family and in 
consequence will expect gratitude, while children will tell a story of abandonment, 
even neglect, and will present anger. Validating both experiences and promoting the 
listening and empathy between family members will set the bases for a new rela-
tionship among members where narratives link. Assisting transnational mothers and 
their children to create a meaningful and coherent narrative in the distance that 
promotes the adaptation and grown as family will decrease the damage that migra-
tion in these conditions provokes.
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1.6  The Empowerment of Women

There are many definitions of the concept “empowerment” that we can find, depend-
ing on the discipline that uses it: psychology, political science, education, law, etc. 
Though this concept is not widely used in medicine, it is related to the field of social 
sciences.

The concept of empowerment has become widely recognized in the last 20 years; 
women’s studies and the development of gender have placed the term at the center 
of their discussion. However, even within these fields, there is no consensus on its 
meaning. It is often used much like a substitute for integration, participation, iden-
tity or development, causing the term to lose its proper meaning.

Empowerment as a term was first introduced in the IV World Conference on 
Women in Beijing to refer to the increase of women’s participation in the processes 
of decision-making and access to power [58]. Currently, however, this expression 
also considers another dimension: the awareness of the power that individually and 
collectively women possess and the recovery of women’s own dignity as people.

Empowerment is “the process of gaining control over an ideology and the 
resources which determine power” [59]. These resources may be human, intellec-
tual, financial, physical, and each person’s own. Any process of empowerment has 
as objective change and transformation, being it an individual or a collective goal. 
For Young 1997, empowerment is “to assume control over their own lives to set 
their own agendas, to organize themselves to help each other and raise demands to 
the State requesting support and societal change” [60].

Empowerment, a strategy especially promoted by and for the women’s move-
ment in developing countries, has become the central axis of the gender perspective. 
This represents a strengthening of the social, economic, and political position of 
women and the strengthening of their health.

Gender relations are basically subordinate power relationships where all related 
to the female has an inferior value to the masculine. In an experiment in 1970 by 
Inge Broverment and his colleagues, Broverment took 79 clinicians and asked them 
to describe traits that represent healthy male, healthy female, and healthy gender- 
neutral behavior. The clinicians described the healthy male and healthy female 
according to sex role stereotypes yet when describing healthy gender-neutral behav-
ior it did not differ from the healthy male behavior [61]. The clinician’s description 
of mental health as being characteristically male can be attributed to how society 
often views women and female characteristics as inferior.

Thus, in order to obtain true development for women, it is necessary to modify 
these relationships, being their acquisition of power the only way to redress the 
imbalance. Popularly, there is the belief that the empowerment of women represents 
the disempowerment of men. Yet, from a different point of view, Magdalena Leon 
argues that women’s empowerment can also mean a psychological and emotional 
empowerment of men, through which they would advance by removing the limiting 
breastplate in which gender stereotypes have placed them [62].
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Empowerment is a personal process, each woman has to empower herself, but 
society in all its dimensions should encourage a favorable arena and grant the pos-
sibilities for this process to unfold. As women empower themselves, they can 
actively participate in societal changes that will promote women’s human rights 
and other possibilities of empowerment for further generations. Numerous authors 
emphasize the two spheres of empowerment: the individual and the collective 
sphere. Individual empowerment should be stronger in the cognitive processes 
and in the context of personal control. This individual empowerment process must 
be integrated into the collective empowerment in order to change oppressive and 
discriminatory sociopolitical structures at the hands of a dominant inadequate 
power.

The public health system must become an enabling agent of empowerment. In 
the context of health services, it is necessary to implement health promotion activi-
ties that allow women to learn strategies for the control and care of their own health. 
To achieve this, it is necessary to create an environment that favors women’s confi-
dence in themselves, in their autonomy, and in their self-esteem and promotes the 
ability of collective action for them to achieve personal change with a projection in 
public life. These health promotion activities must serve as a space for sharing per-
sonal and collective experiences and acquire personal and social skills to find alter-
natives for change on the unfavorable circumstances as a result of the gender roles 
women hold.
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2What Is Human Resilience  
and Why Does It Matter?
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Abstract
The concept of human resilience is gaining popularity. It has also become a key 
priority in health, wellbeing and sustainable development policies. But, what is 
resilience? Given the heightened interest, we need to be explicit about what it is. 
Resilience has been the centre of psychology and psychiatry. The concept was 
primarily conceived at the individual level, as a capacity that enables some peo-
ple to thrive and grow in spite of adversity. However, a narrow focus on inner 
capacity ignores the outer social world and structures in which lives are embed-
ded. As research on resilience has expanded beyond the mental health field, a 
more nuanced understanding of the term has emerged. It emphasizes that the 
cultural context within which individuals live coupled with structural factors— 
such us unequal power dynamics and social inequalities—are key determinants 
in supporting or undermining individuals and communities’ resilience. Ignoring 
these broader dimensions has four implications: (i) it pathologizes natural 
responses to adversity and trauma; (ii) it creates a bias towards implementing 
Western-centric policies that do not take into account the complexity of resil-
ience processes across cultures; (iii) it highlights that individuals are held respon-
sible for how they deal with adversity, instead of transforming the system, which 
increases risks and social inequalities; and (iv) it fosters implementation of 
gender- blind policies and practices that further exacerbate existing gender 
inequalities. Resilience is not a neutral concept, but is influenced by conflicting 
views and values. Researchers, practitioners and policymakers require a holistic 
understanding moving from definitions to being aware of the political and practi-
cal implications of different perspectives.
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2.1  Introduction

The concept of resilience has recently become strikingly popular. It seems we have 
entered the ‘age of resilience’. A quick Google search on the term gives over 
109,000,000 entries ranging from quick tips for people on how to be resilient to 
studies, blogs and articles discussing the resilience of nations, organizations, indus-
tries, cities, economies and so forth.

Building individuals’ and communities’ resilience has also emerged as a key 
priority in the international agenda in relation to its potential impact on health, well-
being and quality of life. For example, resilience is a key priority of the WHO 
European policy framework for health and wellbeing (Health 2020) [1], the UNICEF 
has adopted resilience as a major framing theme in its health and humanitarian work 
with children [2] and the United Nations has identified resilience, mental health and 
wellbeing as key priorities in the international Sustainable Development Goals [3]. 
Within this context, building people’s, communities’ and wider systems’ resilience 
is increasingly being presented as a viable mechanism for reducing health chal-
lenges and social inequalities and improving quality of life.

The concept of resilience, primarily conceived as the capacity of human beings 
to thrive and grow in spite of adversity, is not new for researchers. In fact, scientists 
started to study and define the term back in the 1950s [4]. Within the field of mental 
health, resilience research marked a drastic shift moving the discipline from ‘deficit 
models’ (focus on the treatment of the negative effects of trauma and adversity) to 
‘asset models’ where the capabilities and resourcefulness to respond to problems or 
people’s ability to search for solutions became the centre of attention [5–7]. Yet, 
60 years on, despite its widespread and enthusiastic use, there is still no consensus 
about its operational definition.

The rise of resilience is partly explained by the 2008 post-economic downturn 
alongside international conflicts, terrorist attacks, raising levels of inequality and 
poverty, migratory crises and climate change impacts [8]. The 2014–2016 Ebola [9] 
outbreak also generated interest about the resilience of mental health systems to 
respond to future emergencies.

In an era of increasing political and economic challenges to state solutions to social 
problems, a discourse promoting the strength and capacities of individuals, families 
and wider civil society is clearly attractive [10]. But, what exactly is resilience? What 
makes an individual resilient? Are some people more resilient than others? If so, why? 
The reader is warned that there is no simple and straightforward answer. Yet, clear 
understanding matters because how resilience is defined reflects how it might be 
assessed and therefore is intricately tied up with the identification of health and socio-
economic development interventions that attempt to improve wellbeing.

This paper attempts to shed some light into these questions. Its purpose is not to 
identify definitive answers. As the paper will illustrate, this would be a grave mis-
take. Rather, it aims to help enhance critical thinking about the term and its policy 
and practice implications. To do so, the paper takes a life course approach to the 
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construct and evolution of the term, within the field of mental health. It first reviews 
its origins and then moves into contemporary research findings. The understanding 
of factors that promote resilience for individuals has been primarily shaped by 
scholarly work in the fields of traumatology and developmental psychology, where 
the primary focus is to understand what makes people cope with stress and adver-
sity. However, recent research highlights that individuals’ resilience is a process 
shaped by cultural context and the wider ecological systems within which indi-
viduals live. A subject focus opens the way to personalization of resilience and the 
attribution of success or failure to the individual and not to the context. More 
importantly, ignoring cultural context and structural factors can lead to pathologiz-
ing individuals’ reactions to adversity. To truly understand the factors that influ-
ence human resilience, a closer look at the ecological systems within which people 
live is necessary. This is of particular importance from a gender perspective as 
context, culture and values are critical to understanding how women often find 
their ability to face crises affected by power relations and the social roles allocated 
to them.

To provide a broader understanding of the factors that shape human resilience, 
the paper also draws insights from those who work in the humanitarian field sup-
porting communities’ resilience to disasters, conflict, poverty, migration and pov-
erty where understanding and addressing socioecological dynamics is of utmost 
importance. Given the volume of material produced and decades of (inter)disciplin-
ary research, this paper can only sketch some dimensions of the concept. 
Furthermore, this paper does not review the wealth of literature around the wide 
range of medical perspectives and clinical interventions; throughout the paper, the 
reader is referred to other review articles for more information. Thus, it narrows its 
focus to definitions, and it is structured around four key insights that have direct 
implications for policy and practice. These fall into four categories: (1) the com-
plexity of the human resilience process, (2) the inherent normative stance in defini-
tions and measurements, (3) the structural factors that enhance or diminish resilience 
trajectories and (4) the gender blindness in the current understanding. By address-
ing these four areas, the paper concludes that although the term resilience offers the 
potential for a paradigm shift that focuses on individuals’ strengths and assets, truly 
embracing the resilience paradigm calls for a normative stance about diversity, 
rights and equity.

The aspects raised in this paper should not be left out of the debate on, and the 
search for, credible policies and actions. Definitions are powerful as they identify 
problems and solutions. Researchers, practitioners and policymakers face choices, 
which require being aware of norms. Decontextualizing resilience from the real 
world can potentially further serve to repress or exclude difference and, in turn, have 
a negative effect on individual resilience possibilities. Further, taking an apolitical 
approach to human development and resilience runs the risk of exacerbating social 
and health inequalities and, ultimately, diminishing people’s resilience potential and 
wellbeing.

2 What Is Human Resilience and Why Does It Matter?
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2.2  The Many Definitions of Resilience  
and Related Terminology

The term ‘resilience’ is derived from the Latin verb resiliere meaning to spring 
back, bounce or ‘rebound’. Resilience was first used in physical sciences to refer to 
objects and materials that resume their original shape upon being bent or stretch. In 
human beings, it is usually associated with individuals who bounce back following 
significant stress and adversity [11].

What seems to be a relatively simple metaphor has led to a large number of 
research studies in diverse disciplines including ecology [12], economics [13], psy-
chology, psychiatry [14, 15] and, more recently, international development studies 
[16] to describe the capacity of a system (a community, a country, a rainforest, an 
economy, etc.) to respond to challenges and threats, survive and continue to prosper. 
As a result, the term is being operationalized in a wide range of policies and prac-
tices [10]. Yet, resilience is rarely defined the same way twice by researchers within 
and across disciplines. Given the scale of social and environmental change, cur-
rently there are multiple efforts across these communities of research to find conver-
gence in thinking and practice [17].

Until quite recently, scholarly work on resilience was the sole providence of 
traumatology and developmental psychology [4, 18]. Early resilience research with 
adults focused on identifying what led some individuals to avoid traumatic stress 
[19]. In developmental psychology, research primarily focused on studying the fac-
tors differentiating children who function ‘well’ from those who are ‘dysfunctional’ 
in the face of adversity [20]. The fields reveal an abundance of definitions, and in 
early conceptualizations, they ranged between the extremes of the absence of a 
psychopathology (i.e. the individual’s capacity for adapting successfully and to 
function competently despite experiencing chronic stress or adversity or following 
exposure to prolonged or severe trauma) on the one hand and ‘heroism’ on the other 
(i.e. under adversity, an individual can bend and lose some of his or her power and 
capability yet subsequently recover and return to the prior level of adaptation as 
stress is reduced and compromised) [19]. In contemporary research, definitions 
have become more sophisticated, and Hart et al. point to at least 17 subtly distinct 
definitions of resilience used by academic authors [21].

In 2010, the American Psychological Association defined resilience as ‘the pro-
cess of adapting well in the face of adversity, trauma, tragedy, threats or even sig-
nificant sources of threat’ [22]. More recently, influenced by socioecological studies, 
definitions have become even more dynamic such as ‘the capacity, processes or 
outcomes of successful adaptation in the context of significant threats to function 
and development’ [20] or ‘the process of harnessing biological, psychosocial, struc-
tural, and cultural resources to sustain wellbeing’ [23].

In spite of the fact that the term has been studied for decades and definitions 
have evolved as scientific knowledge has increased, there is no consensus on a 
definition and operationalization of the term. While differing in terminology, 
there are two pivotal concepts subsumed within the term which are also highly 
contested [20]: first is the experience of significant risk, stress and adversity, 
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which typically encompasses negative life circumstances that are known to be 
associated with adjustment difficulties, and second is the achievement of ‘posi-
tive’ outcomes or adaptation, which generally includes the processes of continu-
ing to function in spite of stress, usually referred to as ‘bouncing back’. Put 
simply, outcomes refer to how ‘well’ the individual is doing in his or her life. For 
example, some define outcomes as competence in meeting expectations for a per-
son of a given age [24].

The wide range of the definitions have raised critics about the term including the 
lack of precision and consistency of measurement frameworks [20]. Yet, as dis-
cussed in later sections, the need for clarity is of utmost importance. This is 
because, beyond the challenge of semantics and differences in usage of the word, 
how resilience is defined and understood has critical implications for policy and 
practice.

To shed some light on the ambiguities in the meanings as well as potential impli-
cations, the paper next provides a brief overview of the origins of resilience research. 
A more comprehensive review is provided by Graber and colleagues’ [25] synthesis 
of the state of knowledge in psychological resilience. In addition, Luthar [4] pro-
vides a thorough review of the empirical evidence that emerged after five decades of 
resilience research. However brief, it is important to illustrate the origins of the 
concept because it continues to influence contemporary research and practice.

Next, the paper provides important findings and insights from the most recent 
research, paying attention to two main areas of contention: First, is resilience an 
individual characteristic, a developmental process, an outcome or all of the above? 
Second, where does one draw the line between resilient and non-resilient responses?

2.2.1  Origins of Resilience Research

Why do some children or adults face adverse situations and traumatic events, man-
age to get ahead and develop positively, while everything predicts a negative out-
come? This question was the starting point for resilience research in the field of 
mental health.

Before investigations on resilience were initiated, studies conducted on individu-
als at high risk for developing psychopathology frequently portrayed the develop-
mental course as deterministic, inevitably resulting in maladaptive and pathological 
outcomes. Efforts were directed towards understanding pathology and deficits 
rather than on how problems were transcendent [24]. The scientific study of resil-
ience emerged in the 1960s as researchers discovered that not all high-risk children 
manifested consequences that extant theories of psychopathology predicted. 
Comprehending the reasons why individuals at risk did not develop psychopathol-
ogy became viewed as important for informing theories on the development of mal-
adaptation and pathology [26]. This approach reflected a notable departure from the 
symptom-based medical models of the time [4].

Oriented around the individual, specifically children, psychological studies pri-
marily focused on identifying personal qualities often associated with hardship of the 

2 What Is Human Resilience and Why Does It Matter?



32

so-called resilient children. Studies aimed to differentiate children who had adapted 
positively to socio-economic disadvantage, abuse or neglect and catastrophic life 
events from children showing comparatively poorer outcomes [20, 25].

The pioneering study by Gramzwey [27] explored the development of children 
with schizophrenic mothers, noting the positive adaptation demonstrated by many of 
these children despite their increased risk to poor outcomes. Similarly, Werner and 
Smith’s longitudinal study followed a group of at-risk children born in 1955  in 
Hawaii, from adverse backgrounds facing the challenges of extreme poverty, paren-
tal mental ill health, parental conflict and parental low educational attainment. The 
study evidenced that for the clear majority of individuals involved in the study, this 
early deprivation had no discernible impact on their lives, with the majority becom-
ing successful and ‘well-balanced individuals’ [28, 29].

Often, these children were thought to be ‘exceptional’, unique in capacity to 
persist or sustain health and psychological wellbeing in the face of continuing 
adversity. Following Werner’s and Gramzay groundbreaking studies, research on 
resilience expanded to include multiple adverse conditions such as socio-economic 
disadvantage, parental mental illness, maltreatment, urban poverty and community 
violence, chronic illness and catastrophic life events. The thrust of this research was 
a systematic search for promotive factors, that is, personal traits that modify the 
effects of risk in a positive direction and decrease the susceptibility of the organism 
to adverse effects of exposure to stress [30].

As work in the area evolved, resilience was portrayed as a constellation of promo-
tive factors, including things like easy-going temperament, perseverance, self- 
reliance, high intellectual ability, socio-economic advantage and optimism. 
Importantly, these studies were designed to discriminate between resilient and non- 
resilient children, and therefore the knowledge base is limited to a static list of vari-
ables that does not explore the processes and pathways through which individuals 
managed to grow in spite of adversity. Put simply, this suggests that some individuals 
simply do not ‘have what it takes’ to overcome adversity, while others seem to have 
some level of ‘immunity’ to the impact of adverse life events [31]. The application of 
this definition has important consequences on how the non-resilient individuals are 
conceived and therefore become the target of health interventions [32].

However, as increasing evidence emerged, researchers acknowledged that resil-
ience was often derived from factors external to the child. In the decades that fol-
lowed, several investigators attempted to uncover broader protective factors leading 
to positive adaptation among high-risk individuals. Three sets of protective and pro-
motive factors from the micro- to the meso-level came to be commonly cited as 
implicated in the development of resilience: the aforementioned attributes of the 
children themselves, aspects of their families (positive parenting, trusting relation-
ships, respect and caring attitudes, financial resources, academic influences, peer 
support and positive social support) and characteristics of their wider social envi-
ronments (i.e. bonds to adults outside the family, attendance at effective schools) 
[33]. This marked a reconceptualization of resilience from a solely individual phe-
nomenon to one that recognized the influence of the environment. Masten [33] has 
referred to these correlates as ‘the shortlist’ of protective and promotive factors and 
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argued that they may reflect the fundamental adaptive systems supporting human 
development. In contemporary research, in addition to the psychosocial factors, 
potential biological contributors (e.g. neural plasticity, neuroendocrine and immune 
functioning and genetics) were proposed by Cicchetti [26].

Up to this point in resilience research, three theoretical assumptions underpin the 
concept: (i) resilience by definition is a nonnormative concept type of functioning 
that is exhibited only in the face of adversity; therefore, (ii) because adversity is 
presumed to have a negative impact on most people, individuals have low odds of 
success in high-risk contexts, and escaping psychopathology and maladjustment is 
inevitable; and in turn (iii) ‘functioning’ in the context of extreme adversity is a 
capacity that lies within the individual and is uncommon and limited to ‘invulnerable’ 
individuals. In short, escaping psychopathology qualifies as resilience.

As more studies were conducted and evidence emerged, these assumptions did 
not receive support in the decades that followed. Yet, as the remainder of the paper 
highlights, these pervasive assumptions continue to be present. One area of endur-
ing debate in resilience theory over the years was whether resilience should be 
viewed as a trait or a process. Recognizing the ongoing theoretical debate among 
scientists and researchers in the following sections, the paper narrows its focus 
down to four key insights which have direct implication for policy and practice. 
This fall into four categories: (1) resilience as a complex and dynamic ‘natural’ 
human process, (2) the inherent normative stand in definitions and measurements, 
(3) the structural factors that enhance or diminish resilience trajectories and (4) 
gender blindness in the current conceptualizations of resilience.

2.3  Resilience as a Complex and Dynamic  
‘Natural’ Human Process

The studies that followed from the first wave of research marked a shift in emphasis: 
rather than searching for protective and promotive factors, researchers increasingly 
strive to discover the mechanisms underlying resilience in order to understand the 
why and how of resilience by studying the interplay between the individual-family- 
community interactions [25]. With time, the understanding of resilience has become 
more sophisticated but also more complex.

Resilience is not the exception but a common human process that develops 
throughout the lifespan [6, 33, 34]. After two decades of research into children grow-
ing up in disadvantage, the exception of invincible children became the rule with 
Masten’s (2001) study and framing of resilience as a processes of ‘ordinary magic’, 
suggesting that positive adaptation under stressful conditions is not necessarily 
exceptional but rather the norm even in the context of severe adversity [33, 35].

This assertion coincides with resilience research on traumatic stress and post- 
traumatic adaptation which emphasizes that most trauma-exposed individuals do 
not develop clinically long-term significant distress and functional impairment, sug-
gesting that chronic, severe maladjustments following a trauma are the exception 
rather than the rule [35]. Although trauma-focused studies have been limited, as 
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these mostly focused almost exclusively on the adverse sequel of trauma, scholars 
studying the development of post-traumatic stress disorder in adults highlight that 
the absence of social support and the presence of contextual life stress were two of 
the top three risk factors having larger effects than traditional risk variables such 
as child abuse history, low intelligence, low socio-economic status and lack of 
education [19].

This focus has led researchers to conclude that resilience is far more than a 
simple psychological characteristic or biological phenomenon and that it is not 
simply the absence of struggle or psychopathology, but instead resilience is con-
ceived as a dynamic developmental process encompassing the attainment of posi-
tive adaptation within the context of significant adversity [20]. In short, resilience 
is not something an individual ‘has’—it is a multiple determined developmental 
process that unfolds as the personal, the social and the environmental act in con-
stellation and in interaction with each other. As a result, resilience is not fixed or 
immutable; it changes throughout the lifespan. Several lines of investigation have 
recently illustrated that resilience levels are not only positively related to age but 
also to the challenges and adjustments individuals go through throughout their 
lifespan [36, 37]. Put differently, traumas always strike differently because they 
occur at different times and affect different psychic constructs [38]. Thus, resil-
ience is reflected not only in protective factors but also in the coping mechanisms 
that enable individuals to lead to successful adaptation or developmental outcomes 
under stressful circumstances. Strategies commonly cited to facilitate the resil-
ience processes include reappraising a situation more positively, regulating emo-
tions, utilizing social support, accessing tangible resources and planning [39]. 
More recently, scholars have argued that beyond recovery, resilience is ultimately 
about leading a positive life by making meaning and finding a sense of purpose. 
That is, ultimately, resilience processes should lead to learning and growth as a 
consequence of the adversity [18, 40].

The understanding of resilience as common basic processes of human adaptation 
under extremely stressful circumstances has challenged the adequacy of 
psychopathology- oriented approaches that utilize deficit-based models to explain 
how maladaptation develops and that emphasize traditional psychotherapy treat-
ment to remediate dysfunction (). In particular, Masten’s work marked a shift in 
emphasis to encompass prevention rather than simply treating maladjustment or 
pathologies after they have already crystallized. As a result, there has been a prolif-
eration of resilience programmes, for example, in schools (in the West) but also in 
humanitarian settings with the objective of enhancing children’s as well as adults’ 
resilience to withstand all manner of adversities [41]. In the field of mental health, 
resilience-enhancing interventions mostly focus on strengthening protective factors 
of children. On the other hand, in the field of humanitarian and development, inter-
ventions largely focus on providing assets and resources to those who suffer [41]. 
Although this distinction will be addressed in later section of the paper, it is impor-
tant to note here that, although well intentioned, these programmes also carry an 
implicit assumption that has a direct impact in policy and practice: only if people 
are helped, if resilience is ‘created’, people will develop their resilience.
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Resilience does not equal ‘invulnerability’ or the absence or struggle of psycho-
pathology [5, 42]. Instead, it is about understanding the positive assets, resources 
and outcomes that emerge despite adversity. For example, studies examining the 
resilience levels of children with histories of maltreatment found that almost two 
thirds were academically resilient, yet only 21% manifested resilience in the domain 
of social competence [11]. In a similar line, other studies have shown that among 
adolescents who experienced significant adversities, those who overtly reflect suc-
cessful adaptation often struggle with covert psychological difficulties, such as 
problems of depression and post-traumatic stress disorder [11, 43]. Yet, the point is 
that they still manage to function in many areas of their lives. It is in fact unrealistic 
to expect that anyone, no matter how resilient, will consistently perform at a uni-
formly high or low level across all areas of their life [44].

This understanding challenges the prevailing conceptualization of resilience as 
existing along a continuum with vulnerability, which implies a resistance to psycho-
pathology. Instead, research points out that these experiences are transient and do 
not interfere with their ability to continue to function in other areas of their lives, 
including the capacity for positive affect [35, 45]. A narrow focus on negative psy-
chological outcomes ignores other domains of life and not only underestimates indi-
viduals’ resilience but distorts and pathologizes human responses to adversity and 
trauma. In fact, it is because we are vulnerable that we use all the resources and 
strategies possible to overcome the adversities that affect us.

Such findings carry a critical message for researchers and practitioners: the need 
to specify resilience to what (emotional resilience, psychological resilience, eco-
nomic resilience, educational resilience, etc.) and when as an individual may 
respond in a resilient manner to one type of shock, stress or trauma but not to 
another; or the same event may have a different effect depending on when it occurs 
[38]. In conclusion, resilience is not an unchangeable characteristic of an individ-
ual—it varies through time and circumstances—nor it does imply finality. In fact, 
the process is inherently dynamic. It is always a matter of degree. Resilience should 
therefore not be understood and assessed by one behaviour or outcome nor at one 
point in time.

However, Bonanno and Cyrulnik argue that, despite emerging evidence on the 
‘natural’ process of resilience, the prevalent view among health researchers and pro-
fessionals is that of a one-dimensional response to traumatic events with few possi-
bilities of positive outcomes for children and adults exposed to traumatic events. 
Therefore, coping and recovery from adversity is a process that in most cases should 
be facilitated by clinical interventions. Both authors argue that such understanding is 
prevalent because much of the psychology’s knowledge (in the west) about how chil-
dren and adults cope with loss or trauma has come from individuals who sought 
treatment or exhibited great distress or loss and because ‘trauma theorists have often 
viewed this type of resilience as either rare or pathological’ [35].

Resilience unfolds as a result of a complex process of individual’s interaction with 
his or her environment. The individual who copes and recovers from adversity does 
so not in isolation but rather in the context of available resources, other human beings 
and families, within specific cultures and religions, organizations and communities 
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and societies [46]. Individuals are actively interacting with an (un)supportive envi-
ronment. Each of these contexts may be capable of supporting the individual. 
Ignoring the role that context plays continues to view resilience (even if a process) as 
an individual’s capacity. However, as the following section will illustrate, a large 
body of research has found that when the environment also provides ample opportu-
nities to master challenges and stresses, it can have an ‘inoculating’ or ‘steeling’ 
effect, which can help promote or erode resilience [14]. From this perspective resil-
ience is defined as the ‘process in which assets and resources within the individual, 
their life and environment facilitate this capacity for adaptation and “bouncing back” 
in the face of adversity’ [5]. In spite of such recognition, the tendency is to model 
change and measurement frameworks on the basis of individual development.

Research and practice in mental health discipline (and other disciplines) is still 
dominated by a paradigm narrowly focused on risk, where individual’s responses to 
trauma and resilience tend to be narrowly measured by a person-focused attributes. 
This tendency can be observed, for example, by examining several ‘resilience 
scales’ published over the past 15 years. Most frameworks predominantly focus on 
assessing assets and resources of the individual with a strong emphasis on the per-
sonal agency and capacity [47]. According to Panter-Brick and Eggerman, this is 
because the central mission is to validate mental health models and to identify a 
‘recipe’ for effective policies and interventions. Further, a number of scholars [21, 
30, 34] remind us that any scientific representation of resilience as a personal qual-
ity or process can inadvertently pave the way for perceptions that individuals who 
do not have this attribute are somehow a failure [5, 20] or even ‘blame the victim’ 
for not being able to handle the situation [7]. This might be taken to suggest that 
victims of, for example, violence bear the responsibility for survival and that failure 
to ‘bounce back’ is due to their poor personality traits or lack of agency [48].

Recent research on international politics cautions against the emergent neolib-
eral discourses around resilience, health and wellbeing, which argue that ultimately 
the responsibility to survive and thrive lies in the individual, denying the structural 
constraints on individual’s lives. For example, in sustainable development strate-
gies, disasters are increasingly portrayed not as threats to humanity, but as opportu-
nities for communities to rebuild better, implement social change and become 
responsible for their own survival. This requires acceptance that the world is inher-
ently uncertain and disastrous. The objective is to learn to bear suffering, rather than 
to change the world such that suffering does not occur [8]. It is from within the 
shifting of responsibility for health and wellbeing outcomes from society and insti-
tutions onto individuals that cultural theorists and social critics consistently warn 
against an emphasis on promoting resilience [21].

Measurement and assessment frameworks are the place where research informs 
policy and practice, and they also represent normative positions. Those designing 
policies and interventions should not forget the bias inherent in what it is assumed 
to be ‘resilient’ or ‘healthy’ development. Before undertaking any assessment, prac-
titioners should ask themselves: resilience for whom and for what purposes. The 
following section will illustrate that processes such as cultural, social and structural 
forces at play should not be overlooked.
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2.4  Context Matters: Challenging Normative  
Stands in Definitions

Either seen as a trait, a process and/or an outcome, resilience cannot be defined or 
assessed outside of its context and culture. Until quite recently, context was acknowl-
edged only insofar as it produced adversity; hence, the fundamental dynamic of the 
(non-)resilient individual up against social adversity ignores the possibility that 
resilience might also itself be a social phenomenon [49].

In addition to the controversies surrounding the concept and wide-ranging defi-
nitions of resilience, there is a debate about what constitutes (i) stress/risk/adver-
sity, (ii) what ‘counts’ as resilience and more specifically (iii) who gets to define 
successful resilience [50]. A major limitation and criticism of the concept of resil-
ience is the criteria for positive coping strategies and outcomes because they are 
tied to and reflect normative judgments grounded in the dominant Western culture 
[50]. For example, Werner and Smith reported that interpersonal and affective 
distancing and low expectations for parental involvement in childhood were 
related to later resilience in adulthood, not poor adjustment [24]. Such findings 
emphasize the importance of avoiding generalizations and conclusions about 
what constitutes protective factors and good coping (in this case a supportive fam-
ily environment).

The role of context and culture in resilience was neglected but is now burgeoning 
[42]. As anthropologists and social scientists embarked upon conducting qualitative 
studies on resilience across cultures and situations, the complexity of defining 
‘healthy recovery’ and ‘positive’ adaptation and the normative stands in definitions 
have become more evident. With closer attention to the processes that might account 
for resilience, qualitative studies have enabled researchers to enquire how people 
make meaning of their challenges without limiting them to meanings that research-
ers decide in advance as relevant [51]. Put differently, quantitative studies focused 
on validation, whereas qualitative studies on discovery. This area of inquiry has led 
investigators to challenge key assumptions underpinning understandings of risk, 
trauma, coping and positive adaptation [52].

Risk, adversity and trauma are defined and experienced differently by cultural 
groups [53]. Sociological studies of resilience put greater attention to the impor-
tance of human agency and to the capacity of individuals to make sense of one’s 
experiences, assign meaning to them and consequently make choices and take 
actions within a particular social and historical context. Experiences of suffering 
and resilience are embedded in subjective and social experience [54]. Events are 
considered stressful only when they are perceived as such, and it is the subjective 
experience of individuals (and cultures) that define the impact of an event or experi-
ence [38, 54–56]. For example, in a study of Afghan boys and girls affected by war, 
Panter-Brick showed how for children everyday suffering in the family and com-
munity impacted them just as much as exposure to war or violence [57]. A study 
focusing on North American indigenous communities highlighted that, in spite of 
acute economic circumstances, racism and discrimination were the two main risks 
that effect resilience outcomes [58]. Studies of youth affected by war and conflict in 
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different countries highlight how political ideology is critical in how they process 
conflict experiences, with some finding meaning and purpose in their conflict [59].

Historically, resilience was associated with exposure to extreme stressors or cri-
ses. As research has expanded across context and situations, there is now a substan-
tial body of research documenting that outcomes generally worsen and resilience 
becomes less likely, as risk and stressful factors pile up and persist [42]. That is, 
someone who experiences an acute adversity during poverty or maltreatment is 
more likely to struggle. For example, studies of war-affected youth found that the 
number rather than the type of childhood adversities predicted the odds of adult- 
onset mental health disorders [59]. As a result, psychologists began to view resil-
ience as effective day-to-day functioning in the context of everyday life stressors, 
such as work-related stress, deadlines, family arguments and so on. As Lenette et al. 
conclude in their study of refugee women, ‘the everyday is not simply the vessel in 
which lives are lived, rather it is the milieu in which the social processes of resil-
ience are enacted daily’ [49]. This is in line with other studies that suggest that 
resilience has to be understood within a micro context of ordinary life where the 
processes are more than overcoming past experiences and involve shifting, chang-
ing, building, learning and moving on [55]. As the final section of the paper will 
illustrate, this is of particular importance.

Cultural and contextual factors are key in understanding and explaining how 
people cope with adversity. In the Afghan example, the study also showed that the 
cultural Afghan values (religious faith, family unit and harmony, the obligation of 
service to family and community, perseverance, good morals and social respectabil-
ity) provided the bedrock of hope and resilience. Yet, in line with similar studies, the 
authors highlight that despite the protective effect of cultural values, young people 
often felt trapped as it caused people to suffer great psychological distress when 
they found themselves unable to conform to the standard cultural values. The 
authors conclude ‘culture can be an anchor of resilience but also an anvil of pain’ 
[57]. Therefore, resilience, health and wellbeing are the result from the “ongoing 
iterative and interactive navigations and negotiations between selves, communities 
and environments; and the factors that contribute or undermine resilience are not 
absolute” [53].

However, most resilience literature and measurement frameworks come from the 
Western-trained psychological and social service community, and studies tend to 
ignore the bias inherent in what are assumed to be health indicators [52]. Further, 
until quite recently most studies have been conducted using White American popu-
lation [60]. Similarly, international policy frameworks tend to be developed by 
Western-based organizations and to ignore the bias inherent in what is assumed to 
be wellbeing, resilience and ‘good development’. Such judgments tacitly support 
the assumption that ‘normal’ functioning is, by nature, healthy and adaptive [52]. 
But, for example, is someone who overcomes the obstacles of poverty, discrimina-
tion and lack of employment opportunity by becoming a wealthy drug dealer a 
‘resilient’ person? Drug dealing is regarded as a negative outcome and a crime by 
those who have been socialized, but some studies show how drug dealing can also 
be a life-saver for youngsters who have been socially humiliated, and it can actually 
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be a resilient response in Bogota, as it enables them to earn an income for their fam-
ily and discover their identify and dignity [52]. Is a person exercising disruptive 
behaviour and violence, in a context characterized by violence and marginalization, 
resilient? Munford and Sanders [61] demonstrate the ways in which socially mar-
ginalized young women in New Zealand use socially disruptive and challenging 
behaviour to create their own spaces to share and build supportive relationships and 
develop their own sense of identity.

Sociologists emphasize, for example, that both survival and resistance strategies, 
even in the form of isolation, disconnection and violence responses, might be 
required to survive the adversities in many contexts. In fact, some contexts may be 
too much for anybody to deal with, and survival is the only option. But, even if the 
strategies that follow may not necessarily lead to normative outcomes, they should 
be considered a critical pathway to resilience, and the actions of the individual 
should not be undermined, even less pathologized. Resistance to dominant social 
forces or to the established order, for example, in the case of highly oppressed mar-
ginalized groups can also be a critical form of resilience as it sustains agency and 
wellbeing [32, 61]. Such emphasis on subjective meaning and social context should 
take the field of mental health beyond a narrow focus on trauma exposure.

Victor Frankl, a Viennese psychiatrist who survived confinement in a Nazi con-
centration camp, and Boris Cyrulnik, a French psychiatrist and thought leader in the 
field, who lost his parents in a concentration camp but who managed to escape, 
advocate this human agency view of resilience. From their perspective, individuals 
who demonstrate resilience in the face of multiple forms of psychological and phys-
iological trauma can construct meaning and purpose of human existence, of their 
personal sufferings and of their own lives.

A reliance on normative constructions of resilience obscures the complexity of 
the processes through which individuals cope, manage and thrive and underesti-
mates the power of the individual. In practice, once again, this implies that those 
individuals nonconforming to mainstream definitions may be labelled as non- 
resilient. Contemporary research calls into question the Western tendency to exag-
gerate the prevalence of post-traumatic stress disorder (PTSD) and to pathologize 
normative stress [59]. (See Almendon and Glandon [62]; Bonanno [35] and Bonanno 
and Mancini [63] for a debate on PTSD and resilience.)

Without a sociological and contextual understanding, researchers and practitio-
ners may neither hear nor see other ways that individuals may be coping as ‘healthy’. 
Moreover, what at first glance appears to be a ‘dysfunctional symptom’ becomes, 
upon closer examination, a rational and reasonable coping strategy given the extrem-
ity of the stressors to which individuals are subjected [64]. Most qualitative studies 
capturing the lives of migrants [56], refugees [49, 55], victims of violence and war 
[54, 59] and sexual abuse and rape [65], disaster survivors [66], chronically ill 
patients [67] and many more around the world highlight high levels of resilience, as 
they manage to recover and move on with their lives. It could be argued that the 
person who makes the most out of whatever is available to him or her should be 
considered resilient even if his or her behaviour does not look like resilience or ticks 
the box against a predetermined set of characteristics identified by a researcher. 
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There are many pathways to resilience if we are prepared to listen and learn from 
people’s realities and experiences of suffering.

Adversity and suffering are common elements of human experience. There seem 
to be some universals in individuals’ resilience [53]. In fact, most of the resilience 
studies identify similar central factors to resilience which most of the time are not 
related to preconceived factors such as educational level, IQ or income. Rather, they 
relate to a strong sense of community and cultural values, making sense of their 
experiences, a strong sense of spirituality and hope despite overall feelings of loss. 
It is therefore not surprising that a review of resilience studies over 50 years con-
cludes that the key to resilience is about relationships and human connection [34].

Based on this premise, the Cultural Resilience Scale has been developed to 
examine how cultural factors relate to the development of coping and resilience. 
Studies to date highlight heterogeneity in resilience trajectories, and therefore 
attempting to fit all experiences under ‘one-model-fits-all’ perspectives is not only 
of limited value but could hide inherent normative bias [53].

The powerful role societal norms play and the authority of experts to control and 
regulate what constitutes normal, healthy or good outcomes [52] means normative 
understandings of resilience can potentially further serve to repress or exclude dif-
ference and, in turn, have a negative effect on individual resilience possibilities. As 
our societies become increasingly multicultural, it is essential to discover the pro-
cesses contributing to resilience from diverse cultural, ethnic and racial back-
grounds. Further, we need to be aware of our own biases, cultural beliefs and 
sensitivities. Unveiling the normativity of resilience policy and practice means con-
tinually asking resilience for whom and for what purpose [68]. Researchers and 
practitioners working in the field of resilience enhancement need to refrain from 
categorical judgments about what is and is not resilience under adversity and stress.

What the evidence across context and cultures tells us is clear: resilience is a 
natural process – in spite of hurt and damage, at any given moment, individuals use 
their relational, spiritual, emotional, ecological and physical resources to keep mov-
ing forwards [35, 38]. While the author agrees and supports this view, careful con-
sideration needs to be given to the implicit assumption that resilience already resides 
in humans, that all of us have an equal capacity to overcome crises and one is free 
to choose to be resilient or not. As the following sections will illustrate, that is in 
fact not often the case.

2.5  Going Beyond the Individual: The Structural  
Factors that Support, Enhance or Diminish  
Resilience Trajectories

As the study of resilience has started to pay more attention to the cultural and social 
context, a more systems-oriented perspective has started to emerge. Influenced by 
social ecology approaches, contemporary research in the field of mental health has 
come to take a more interactional and ecological approach that places both the indi-
vidual and the adversity within a dynamic multilevel context [21]. Responses to 
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trauma and stressors are therefore determined by multiple dynamic, interacting 
individual-level system (i.e. genetic, epigenetic, developmental, neurobiological) 
which are embedded in larger social systems (i.e. family, cultural, economic and 
political systems) [43]. From this perspective individuals’ resilience is not just the 
ability to ‘bounce back’ from adversity but also ‘the capacity of the his or her envi-
ronment to nurture it and provide access to health and resources in culturally rele-
vant ways’ [52]. Further, resilience is the result of a mutually constructive 
relationship between individuals and systems which are also ever-changing in 
response to unexpected external disturbances and internal dynamics [31].

Locating resilience and vulnerability within these broader contexts removes the 
focus from individual characteristics and the associated blame of those who ‘do not 
have it’. From this perspective, resilience is a systems-based construct that is appli-
cable to several fields of study and across levels of inquiry. In practice, this implies 
that (a) research, policy and practice require a broad-based multidisciplinary 
approach and (b) when designing policies and interventions, rather than just tinker-
ing with individual-level capacities, it is critical to understand and engage with 
society-level barriers that block communities’ and individuals’ agency and opportu-
nities to achieve a better future.

This notion has generated an increased interest in health and wellbeing research, 
practice and policy. The Health 2020 agenda and the sustainable development goals 
acknowledge that action for strengthening resilience needs to be based on a holistic 
view of the context in which individuals, communities and systems cope with prob-
lems and attempt to protect and promote health [69]. Here, for example, supportive 
environments are seen to be critical in affording people protection from factors that 
can threaten their health and enable them to expand their capabilities and self- 
reliance [6].

This approach has led to a more comprehensive conception of wellbeing that 
recognizes the importance of collective as well as individual strengths [70]. As a 
result, within the field of psychology, there is now a tendency to pay greater atten-
tion to multi-scalar dynamics, including the influence of genes, culture, social 
networks and interactions with the media, among other factors [43, 44, 71]. 
However, much of the focus remains on the individual or family level, which 
could be partially explained by the fact that much work in developmental psychol-
ogy has been done in Western countries, where individualism is strongly 
emphasized [57]. The main problem with this person-focused approach is that the 
political dimensions, cultural context and power relations that underlie systems 
and structures are ignored [21].

Given the global scale and complexity of social and environmental change, resil-
ience has become a construct of wide relevance in a range of research areas, specifi-
cally in the humanitarian and international development field, such as conflict, 
disaster preparedness, climate change and livelihoods and economic strengthening 
[10]. Community- and system-level inquiries are particularly being embraced by 
those who work in conflict in humanitarian settings where children and families are 
affected by poverty, war, weather extreme events and social inequalities. The 
resilience- enhancing interventions aim to support people not only to survive and 
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recover from stressors and crises but also to boost wellbeing and realize rights. The 
primary focus is on the resilience of the community, and not on the individual, and 
it is thus the community that is or is not resilient within a context.

A community can be affected by disasters, war or pandemics but also by socio- 
economic inequalities that limit the access to the resources and opportunities to 
grow. International programmes working with these communities focus not only on 
building skills and capacities but also (if not mostly) on providing the assets and 
resources to enable communities to improve their resilience and pursue their well-
being and influence a rights-based approach to policy and practice [72]. Yet, quite 
often resilience often tends to be narrowly measured around qualities that are easy 
to quantify such as income or nutritional status [73]. Furthermore, supporting the 
mental health of the most vulnerable has long been neglected in these programmes. 
Certainty in these settings, interdisciplinary and intersectoral approaches that 
address both socio-economic and mental health dimensions of resilience are of 
utmost importance. Mental health is, for the first time, recognized as a critical factor 
for resilience and wellbeing, and it is now explicitly included in the international 
sustainable goals [3].

Beyond the individual, a socioecological perspective introduces into the under-
standing of resilience the role of structural factors, unequal power dynamics and 
social inequalities that support or undermine communities’ resilience. This does 
not mean that communities’ and individuals’ agency should not be considered. A 
socioecological perspective of resilience still requires an exploration of the ways in 
which individuals negotiate their lives in the context of adversity and the ways they 
access resources or assets through their (interdependent) social relations with sig-
nificant others in families and communities. However, the focus is not solely on 
these individuals [48]. From this perspective, researchers and practitioners work-
ing in this field are challenging the definition and appropriateness of resilience in 
terms of survival, coping and bouncing back. From an individual perspective, psy-
chological studies assume the presence of an equilibrium points towards which 
individuals are expected to ‘rebound’ upon facing shocks or perturbations [74]. 
But when living in a context of social inequalities and discrimination, this implies 
maintaining the status quo and adapting to established systems or forms of power. 
Individuals are encouraged to look within rather than to challenge unequal and 
oppressive structures. This is what some authors have called ‘the dark side of resil-
ience’ [75]—there is a risk of trying to ‘fix’ individuals rather than changing the 
system that constrains them. Increasingly, humanitarian and development pro-
grammes are calling for a transformative agenda that tackles the root causes of 
vulnerability and poverty [76, 77].

A resilience approach to human development provides an opportunity to focus 
on possibilities and growth rather than on problems and deficits, but, detached from 
its political and socio-economic context, there is a risk that socially created differ-
ential risks, and vulnerability is naturalized and ignored. Conversely, a focus on 
vulnerability without attention to resilience capacities may address the weaknesses 
of a particular individual or community without promoting their capacity to respond 
and move forwards. Framing resilience within the operations of power relations in 
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institutional dynamics opens up the discussion to issues about equity and justice 
[21, 68]. With health, resilience and wellbeing now recognized as key agendas, 
questions about how to improve individuals’ resilience (most of the times targeting 
personal skills) should be replaced by questions about how to transform the social 
structures and systems that produce inequality, increase vulnerability and ultimately 
weaken people’s resilience [10, 21, 55, 68].

2.6  Gender Blindness: When Resilience Is About Rights 
and Equity

If resilience is to be understood within the context, culture and socio-economic 
and political environment within which individuals live, then variables such as 
class, gender, and ethnicity cannot be ignored or considered independent vari-
ables. This may seem an obvious statement, but the reason why gender issues have 
not been raised so far in this paper is because gender is hardly discussed in resil-
ience-specific studies (with few exceptions discussed below) [78]. This is despite 
the consistent finding that gender plays a critical role in determining resilience 
levels [64, 65, 79, 80].

Men and women differ in almost all aspects of health and wellbeing. They are 
socialized differently, engage in different roles in life and have differential access to 
social and material resources. These differences are not only based on sex or bio-
logical factors, but are shaped by social norms [81]. Further, there is a complex 
interplay of gender with a range of social differences (class, race, education, age, 
position in the family hierarchy and marital status) that can act to nurture or under-
mine resilience. Gender differences in employment, housework, child care and eco-
nomic hardship affect men and women but tend to impact women more negatively 
[78]. This has a direct influence on the potential for resilience, and, therefore, a 
gender perspective is central. This final section limits the discussion to gender dif-
ferences between men and women but acknowledges the debates around gender as 
a fluid construct that also includes lesbian, gay, transgendered and bisexual 
persons.

On the international agenda, there have been global efforts to increase aware-
ness of the importance of gender in health and wellbeing outcomes as well as for 
the achievement of sustainable development goals [3, 81]. In this context, there is 
wide agreement that integrating a gender perspective in resilience-building inter-
ventions means recognizing that women, men, girls and boys have differentiated 
vulnerabilities, i.e. that they are exposed differently to risks and are affected differ-
ently by them. It also means recognizing that the distinct capacities of individuals 
to face and cope with risks are shaped—and often limited—by a system of power 
and privileges [3]. It is essential to understand resilience in the context of inequal-
ity and human rights.

Despite such recognition most literature related to mental health and resilience 
is limited to the study of sex differences. Studies tend to describe gender as both 
a risk and protective factor, depending on the adversity and on a person’s age 
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[39, 82]. The ways in which gender proves to be a protective or a risk factor are 
highly contextual to (1) culture and (2) the specific risk under consideration. Being 
female can be a risk factor in the face of abuse, health risks, low socio-economic 
status and psychological health. Boys and men are more susceptible to the negative 
impacts of risks such as violence, substance abuse and low socio-economic status 
[25].

Not surprisingly, sex differences have also been found in responses to stressful 
events. For example, studies have provided evidence that women experience more 
stress than do men day to day, as women tend to be more emotionally involved than 
men in social networks [83, 84] and women are more vulnerable to developing 
stress disorders after serious stressors or trauma [85]. Several lines of evidence also 
show differences in coping strategies between men and women [86]. When faced 
with adversity, men tend to rely on their independence, whereas women utilize their 
support systems. Further, studies suggest that while men demonstrate more action- 
oriented and problem-solving strategies, women more often employ emotion-based 
coping strategies. Such strategies have been historically considered passive and a 
maladaptive means of managing a stressful situation, as those employing them are 
more likely to internalize what is happening to them instead of taking action in 
confronting the problem [83]. It is important to note here that these studies were not 
resilience specific and therefore (i) beyond sex differences, most studies did not 
explain the how and why of the difference and (ii) the processes that women fol-
lowed to overcome adversity were not addressed. But, for a long time, critics have 
recognized the influence of social forces such as sexism and access to power as 
variables in the coping process, rather than solely focusing on the individual [87].

Specific studies have been undertaken in relation to women’s resilience against 
domestic violence and sexual abuse [48, 65, 88]. Research on women and girls who 
succeed in negotiating their lives and overcoming the negative impacts of violence 
has often used ‘resilience’ as a concept to explain such coping [48]. These studies 
highlight how feelings of powerlessness and a society’s denial and secrecy sur-
rounding domestic and sexual abuse coupled with a societal tendency of blaming 
the victim further exacerbate a choice to use emotion-focused coping [80]. Thus, it 
is because of the environment and societal norms that women are pressured to cope 
in a ‘maladaptive’ manner. A comparative study of two Pakistani women following 
experiences of rape in police custody revealed that one woman relied on denial and 
finding solace in religious symbolism, while the other woman spoke out and advo-
cated for gender equity. Resilience can thus take many forms among women from 
similar backgrounds, but both speak to the depths of gender politics [49].

Further, contrary to the common belief, emotion-coping strategies have been 
critical to the resilience of women to violence and sexual abuse [81]. Studies point 
to the fact that at the time of the abuse, strategies such as focusing on work, using 
substances and self-silence clearly help the victim to function during that period in 
their lives. While at times the tendency might be to pathologize the ways in which 
women coped and to question their behaviour, when abstracted from context and 
gender, experiences are reduced to individuals and their sex deficiencies, rather than 
obstacles posed by social norms. Once again, ‘unhealthy’, ‘dysfunctional’ and as a 
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result ‘non-resilient’ labels place the blame on women. Furthermore, Duma [89] 
refers to women’s journey to recovery from sexual violence as ‘the turning point’ to 
describe their pathway from being a ‘victim’ to a ‘survivor’ and, often, back to 
being a ‘victim’. Their route to recovery depends on the extent to which they can 
access adequate and appropriate support and resources or the extent to which the 
environment is able to nurture their resilience processes.

Few lines of evidence highlight differences in resilience levels between women 
and men. Although evidence is contradictory, research mostly tends to conclude that 
women are or are less likely to be resilient than men [82, 84, 90]. Studies do not 
offer however insights into the reason why gender is associated with reduced likeli-
hood of resilience. A recent review of three well-recognized resilience measurement 
tools1 concludes that women typically score lower on measures of resilience com-
pared to men because existing frameworks do not reflect the ways that gender roles 
and inequalities shape women’s responses to adversity [18]. The authors argue that 
this is because social support and social connectedness, both associated as critical 
supportive factors for women’s resilience, health and wellbeing, are not included in 
measurement frameworks. The tendency to measure resilience as an individual trait 
fails to capture, understand and measure not only women’s resilience resources but 
also the complex protective mechanisms that individuals use and their temporal 
dimension—all of them critical factors of resilience [47]. On the other hand, studies 
focusing on resilience levels at an old age, which, beyond personal attributes, also 
include women’s supportive factors, actually detect greater resilience of women 
[39, 91]. Data matters and measurement frameworks are powerful as they can not 
only further perpetuate societal beliefs about men’s superior ability to manage 
adversity but also misinform policy design and interventions [78].

Although in the literature on resilience differences in relation to gender have 
only started to emerge in the mental health literature [92], specific studies on the 
intersection of gender and resilience have been undertaken for over a decade the 
field of humanitarian aid and conflict and disaster management. These studies pro-
vide key insights into how the broader political and economic environments directly 
impact (most of the time diminishing) women’s resilience trajectories.

It is widely known that women and girls are disproportionally affected by disas-
ters, climate change and conflict. Women have been estimated to be seven times 
more likely than men to die in disasters and to receive less external support [93]. 
Social customs and women’s role as carers limit their mobility and access to public 
spaces and resources, meaning they do not directly receive relief items and are 
restricted from taking part in the decision-making that affects their lives. All of 
these aspects may explain why women are more likely to die in a disaster [48].

Women who manage to survive are often seen as ‘victim-survivors’ caring for 
and provisioning children and dependent on relatives traumatized by disasters [94]. 
But, vulnerability and resilience to disasters are not a natural attribute of women 
nor men, but rooted in gender inequality [81]. In the aftermath, women may be left 

1 This includes (i) the Connor-Davidson resilience scale, (ii) the briefing resilience scale and (iii) 
the resilience scale for adults.
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responsible for rebuilding lives when husbands and sons migrate to earn remittance 
income, and there is strong evidence that women and girls will be more food- insecure 
when food is scarce and that violence against women escalates in the aftermath of 
disasters, a factor noted in a number of disasters across the world [95]. Following a 
disaster, young girls are particularly vulnerable to being withdrawn from education 
to assist with the workload, to forced child marriages and to trafficking [48].

These findings also challenge the often-romantic notion of the nature of family 
and community in supporting people to respond to stress. A focus on family and 
community resilience ignores the reality of difference and inequality within the 
household, in particular in relation to money, access to resources and power to 
decide and lead [81]. It is now widely recognized that understanding gender roles 
and relations in households is critical for supporting individuals’ resilience since the 
focus is on the ways the household can protect, generate and diversify the necessary 
recourses required in time of crises or extreme hardship [81].

Women face restrictions in their lives both before and after a disaster (or any 
other type of shock) strikes—which are matters of rights, justice and empowerment 
[94]. Placing rights and gender at the centre pays specific attention to the inequita-
ble distribution of resources and power and repressive cultural norms and rules that 
hinder people’s resilience potential [96]. Findings from this field emphasize the 
need towards a more radical, transformational, gendered (and its intersecting power 
axes of social difference) and power-sensitive dimension of resilience [66]. A fail-
ure to do so risks further reinforcing gender inequalities due to the reality of social 
difference and inequities within power structures.

A gendered view of resilience entails not only recognizing the reality of differ-
ence and inequality but also women’s strength and capacities. International frame-
works present women—as a unitary group—as passive victims of war, pandemics, 
disasters, chronic poverty, etc. instead of active agents in humanitarian action. 
Similarly, as discussed above, in the field of mental health, women are portrayed as 
more vulnerable and with less effective coping strategies. Thus, although resilience 
is recognized as a paradigm shift from deficits to strengths, there continues to be an 
overfocus on risk and vulnerabilities. Resilience tends to be presented and treated as 
an adjunct rather than being utilized to its full potential as a concept.

Women in many parts of the world continue to survive decades of war, domestic 
violence, sexual abuse, discrimination, inequality and tremendous obstacles because 
they are, in fact, resilient. Even in the poorest countries, women can expect to out-
live men. A recent report highlights that even across the globe, women exhibit 
greater survival resilience to adverse socio-economic conditions [97]. This phenom-
enon, often called the ‘gender paradox’, has many partial explanations, such as dif-
ferences in biological risks, risks connected to social roles and illness behaviour as 
well as in lifestyle [39]. However, this paradox remains largely unexplored. It is 
possible that women’s greater resilience could explain their capacity to survive 
adversity. It could be hypothesized that if resilience is a process of bouncing back, 
adapting and bouncing forwards, then maybe women around the world have mas-
tered their resilience capacity. Unfortunately, though, they are not only resil-
ient to the most adverse circumstances; they are also resilient to an unjust system. 
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But resilience should not equal just coping. Women are more than victims, and they 
have the right to be more than survivors. Gender-blind policies not only fail to rec-
ognize women’s resilience and resourcefulness but also entrap them in a vicious 
circle of survival. Policymakers and practitioners need to challenge taken-for- 
granted values and halt practices that systematically and perennially diminish girls’ 
and women’s resilience. This can only happen if research and interventions consider 
men, women, girls and boys as gendered individuals that are part of governing insti-
tutions and systems. Further, addressing gender dynamics is not just necessary to 
understand and support the resilience of women and girls but also to safeguard their 
immediate and future wellbeing.

More recently, the construct of resilience has broadened to include health and 
wellbeing across the lifespan, and research has established positive associations 
between resilience and health [18, 67]. The Health 2020 agenda also points out that 
building resilience is a key factor in protecting and promoting health and wellbeing 
at individual and community levels. From this perspective, health policies and inter-
ventions should not only ensure equitable and universal access to a good range of 
curative and preventive services; it should also search for better social and environ-
mental conditions that would allow people more control over their lives and, thus, 
would improve their health and resilience [69]. But, abstracted from context, resil-
ience takes on the appearance of an apolitical, independent variable from higher- 
level structural, political and economic factors. This detachment from the real world 
fundamentally ignores the root causes of vulnerability and the power relations and 
gender dynamics that enable or constrain women’s and men’s resilience pathways.

Finally, integrating gender perspectives into resilience assessment and mea-
surement is of utmost importance not only for a more accurate appraisal of wom-
en’s and men’s resilience but also to generate vital information for the creation of 
more inclusive and representative theories and designs of resilience-promoting 
interventions.

2.7  Conclusion

Resilience, a word originally used to describe a human phenomenon, has now 
become a normative concept in most policies and frameworks related to health, 
wellbeing and socio-economic development. In an area characterized by large-scale 
social and environmental change, human and systems resilience is seen now as a 
vital asset. So, what is human resilience then? Despite its widespread use, the litera-
ture surrounding human resilience is large, messy and at some points too abstract 
and includes many ongoing theoretical debates. Five important lessons arise from 
this review in relation to policy and practice.

First, we have learnt that resilience is more than a personality trait; it is a com-
mon human developmental process in the face of adversity. The evidence base 
challenges long-standing deficit and dysfunction models that assume that individu-
als in high-risk context, without clinical intervention, have low chances of escap-
ing psychopathology and maladjustment. After six decades of resilience research, 
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the message is clear: focusing solely on the negative aspects and impact of adver-
sity overlooks and undermines the power of the individual. This human phenome-
non is a complex process where a host of biological, psychological, cultural, 
socio- economic and political factors interact with one another to determine how 
individuals respond to stressful experiences.

Despite a wide range of definitions and conceptualizations, this paper concludes 
that human resilience could be defined in an astonishingly simple way: it is about 
starting on a new development after a shock or stressful circumstances. Despite hurt 
and damage, at any given moment, individuals use their emotional, ecological and 
physical resources to keep moving forwards and to find meaning and purpose of 
their human existence. This is a complex process of change where the individual’s 
agency interacts and is influenced by wider structural and social processes. 
Unfortunately, individuals, and especially women around the world, also need to 
call upon their resilience potential to thrive in context of marginalization and gender 
inequality.

The second lesson we have learnt is that there are many pathways to resilience 
and wellbeing. People’s experience of traumatic events is different. How people are 
affected, cope and recover varies greatly according to their cultural and social con-
text. Narrowing the study, policy and practice to a shortlist of competence and skills 
and a seat of healthy ‘functioning outcomes’ helps to design interventions and to 
simplify extreme complexity. However, there is a risk that simplicity is mistaken for 
the messy reality of life and all its forms. Decontextualizing resilience from the real 
world can potentially further serve to repress or exclude difference and, in turn, have 
a negative effect on individuals’ resilience possibilities. The resilience agenda runs 
the risk of imposing prescribed Western-centric norms and frameworks and pathol-
ogizing those nonconforming individuals as non-resilient. Both issues point directly 
to matters of power.

Moving beyond the individual, a third lesson emerges from the field of humani-
tarian action and international cooperation. A focus on the individual detracts atten-
tion from the conditions that call for resilience in the first place and naturalizes and 
ignores socially created risks, vulnerabilities and inequalities. Engaging with nor-
mative dimensions of the term requires a critical discussion of power and justice. 
Just as practitioners should not look for pathologies or victimhood after every 
trauma or adversity, we should not romanticize the notion of resilience nor ignore 
the impact of poverty, social inequality, violence and all forms of adversities. A 
socioecological understanding of the human experience is of utmost importance to 
uncover and work against the root causes of vulnerability, and efforts to support 
resilience must be accompanied by efforts aimed at structural change. Further, 
bouncing back from adversity is not the same thing as bouncing forwards. When 
people live in a context of social inequality and discrimination, bouncing back 
implies maintaining the status quo and adapting to established systems and forms of 
power. We need to stop romanticizing resilience and people’s strengths and start 
asking questions about the political and socio-economic structures and systems that 
produce risk and vulnerability in the first place.
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The final and cross-cutting lesson emerging from this review is that a gender- 
blind conceptualization of resilience leads to misinformed policies and practices. 
Risk, vulnerabilities and capacities have a gender dimension due to the distinct and 
unequal gendered roles and responsibilities that fall to women and men. Ignoring 
this in research policy and practice entraps women in a vicious circle of blame, 
victimhood and survival and further reinforces gender inequalities.

To conclude, as with all normative concepts, resilience has become a political 
term and space; it is defined, invoked and applied in settings shaped by multiple, 
cross-cutting power relations and social and material circumstances. The resilience 
agenda is at a crossroads. A resilience approach to human development provides an 
opportunity to focus on possibilities and growth rather than on problems and deficits 
and to focus on empowerment rather than on victimization. But, truly embracing the 
resilience paradigm requires shifting the focus from the individual to the system and 
the people that empower it. Given the policy imperative and importance of human 
resilience, researchers, practitioners and policymakers across the field of work face 
a choice between focus and definitions, which require being aware of normative 
stands. National and international objectives of ensuring health and wellbeing for 
all cannot be achieved without a rights-based approach to resilience.
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Abstract
The aim of this chapter is to review and update the available knowledge and 
nurture the existing debate about the effects that intimate partner violence has 
upon women’s mental health. First, we revisit the first classic explanatory theo-
ries that, for many decades, have tried to explain the cause of this violence uni-
laterally, only from the personality or the biographical history of women who 
were victims of it, risking a re-victimization of the subject during intervention. 
As time passed by, these explanatory theories acquired a growing complexity, 
until now, when this consideration holds a great importance in clinical practice 
as it states that our intervention must reach different levels. In this line of work, 
we consider of capital importance the ecological theory, which we will describe 
in depth further along.

To analyse the effect that violence against women from a current or previous 
intimate partner (from now on intimate partner violence against women or IPV 
against women) has on the victim’s psyche, we must start by reviewing some of 
the psychological phenomena related with long-lasting interpersonal traumatic 
experiences. To do so, we study the paradoxical adaptation to violence syndrome, 
coercive persuasion, the cycle of violence and the current knowledge about 
trauma, attachment and bonding. Next, we include a section in which we update 
the existing literature and knowledge about the connection between IPV against 
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women and different disorders described in psychiatric classifications. 
Performing this analysis, we consider of capital importance the need to under-
stand the complex relation between IPV against women, dissociative symptoms, 
complex post-traumatic stress disorder and borderline personality disorder. We 
shall end this chapter with some general thoughts that we believe to be funda-
mental for therapeutic intervention.

3.1  Introduction

In this chapter we will review a terribly complex issue that arises a growing inter-
est in both clinical investigation and intervention. Indeed, we are referring to IPV 
against women and its repercussions on mental health. This type of violence is 
set within what the UN defined, already in 1993, as Gender Violence: “any act of 
gender- based violence that results in, or is likely to result in, physical, sexual, or 
psychological harm or suffering to women, including threats of such acts, coer-
cion or arbitrary deprivation of liberty, whether occurring in public or private 
life” [1].

The World Health Organization (WHO) stated, in its 2013 dossier, that it is a 
public health issue of an epidemic scale. This publication reported that nearly 30% 
of women who had been involved in a couple’s relationship said to have suffered 
some sort of violence, be it physical and/or sexual, from an intimate partner at some 
point of their lives [2]. Moreover, in the same dossier, and confirmed by different 
and independent investigations, the consequences of IPV against women in their 
global—physical and mental—health are amply recognized [3–5].

The existing links between IPV against women and psychopathology are many, 
complex and two-way. What this comes to say is that women who suffer this type of 
violence are in a greater risk to suffer mental ill-health and that suffering a mental 
health disorder increases the risk to become a victim to IPV.

When discussing the kind of mental health disorders associated to IPV against 
women, there is a strongly researched and documented relation to different well- 
described disorders including, but not limited to, depression, dysthymia, suicidal 
behaviour, generalized anxiety, phobias, post-traumatic stress disorder and sub-
stance abuse [7, 8]. Some published papers show that when psychological violence 
is involved, the correlation between these strengthens [9]. Additionally, women who 
suffer IPV consume greater quantities of antidepressants, anxiolytics and analgesics 
than nonexposed women. IPV-exposed women also suffer greater odds of abusing 
psychoactive drugs in general [10].

When faced with the need to give a proper diagnosis and treatment to female vic-
tims of IPV, we must acknowledge that they will manifest, in some cases, certain 
symptoms that have a different meaning if considered secondary to a context of vio-
lence. This difference affects the healthcare provider as much as the victim. Take, as 
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an example, anxiety; it can be considered as a natural response to a state of constant 
danger or also sadness, feelings of worthlessness and helplessness and lack of self-
worth, which may be considered as perfectly reasonable consequences of a situation 
in which the victim has felt downgraded, humiliated, threatened and attacked. In 
many cases, there is an increased feeling of sadness when women realize their situa-
tion and become aware of the self-delusional situation in which they had dwelled 
[11, 12].

This reveals that taking social context into consideration is of the utmost impor-
tance when analysing the existing psychopathology manifested by women who 
have suffered IPV, as well as the need to transcend diagnostic categories when deal-
ing with these situations [13].

3.2  Explanatory Models

The inherent complexity of gender violence has led to the development of different 
models that strive to explain how this particular phenomenon appears and persists. 
From our point of view, one of the most solid models, from a broad perspective, to 
study such issue is the ecological systems theory. Initially developed to explain the 
results obtained in various studies on child abuse, it was later repurposed to under-
stand and explain gender violence. The ecological model still stands valid in cur-
rent reviews on the subject [14] and is the recommended model by different 
international organizations such as WHO, the United Nations Development Fund 
for Women (from the French term, UNIFEM) or the American Psychology 
Association (APA). The perspective given by this model rises from the belief in a 
multicausal origin for situations of gender violence and establishes how these 
causes operate simultaneously on different levels. By this we understand that no 
single factor can, on its own, explain how some people are at a greater risk than 
others to suffer gender violence [15].

The ecological systems theory was initially proposed by Bronfenbrenner [16] 
and states that, when faced with the task of understanding human development, it 
is necessary to go beyond the subject’s current behaviour, becoming thus crucial 
to take into consideration the social context in which it appears, as well as the 
existing interactions between the different systems to which the subject belongs. 
This achieves an inclusive perspective on gender violence and distinguishes it 
from other theoretical theories that only include and consider part of the 
problem.

Heise [17], employing this ecological perspective, describes different causes that 
originate this type of violence, taking into account the interaction of psychological, 
social and cultural factors. To achieve this goal, factors are classified on different 
levels. We can refer to different factors involved in four interrelated layers that are 
described as pertaining to the individual, a microsystem, an exosystem and a mac-
rosystem. We shall next describe them in detail.
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INDIVIDUAL

Microsystem

Exosystem

Macrosystem

 

3.2.1  Individual

The individual level corresponds to the personal and biographical history of a person, 
developed just until the participation in a couple’s relationship. The different cogni-
tive, emotional, behavioural and biological factors involved exert a specific influence 
on how people establish their relationships. On this particular layer, we include as the 
major influencing factors the beliefs we learn within our families of origin and the 
specific abilities each one of us develops to cope with stressful situations.

In this sense, some authors have studied the impact of certain elements that par-
ticipate in the developmental history of male abusers. These investigators stress the 
importance of stiffness of gender roles in the family of origin, the influence of the 
different genders in the individual’s personal history, the use of violence as a means 
to solve problems, the existence of violence within the family, child abuse and the 
development of attachment as especially relevant factors [18, 19].

3.2.2  Microsystem

This layer is represented by the person’s closest context, mainly referred to family 
relations as well as to the established roles in them. Especially worth mentioning are 
those families in which substance abuse exists, be it alcohol or other drugs, due to 
the fact that they may act as disinhibiting elements of behaviour, facilitating the 
apparition of aggressive events. In many occasions, substance use is more common 
in families with low tolerance to stress, which involves a greater difficulty to solve 
inherent conflicts. The specific role alcohol plays to facilitate aggressive behaviours 
in gender violence is yet unclear, due to the fact that different researchers have 
reached different conclusions [20, 21].
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3.2.3  Exosystem

It represents intermediate institutions that connect the individual with his or her 
culture, which are responsible for transmitting authoritarian and sexist values [22]. 
These formal or informal structures are represented by neighbourhood, workplace 
relationships, school, healthcare system, church and judicial and administrative 
bodies.

Moreover, some related elements, as a greater economic independence may be, 
which have traditionally been considered as protective factors for women when 
faced with gender violence, can become risk factors when we take into account the 
cultural context (macrosystem). Elsberg and Heise advise and warn us in this aspect, 
acknowledging that in gender violence situations, the different elements that entail 
risk or protection are complex and intertwined, and we must take care not to fall into 
reductionisms. The interaction of these factors with the cultural context involved 
may lead to unexpected effects, concluding that, when we are speaking about gen-
der violence, what is considered valid in one particular cultural context might not be 
applicable to another [23]. Following this idea, in a research conducted in mental 
health consultation rooms in Madrid trying to detect IPV against women, various 
demographic variables were studied, and it was concluded that there was a lesser 
prevalence of sexual and physical violence among women who did not work outside 
their homes, compared to the greater prevalence of psychological violence detected 
in unemployed women [24].

3.2.4  Macrosystem

The macrosystem layer is composed by the array of beliefs, values and ideologies 
that sustain the culture in which the individual is immersed. Deep within our cul-
ture, male chauvinistic beliefs are ever present, and, in many occasions, they legiti-
mize the use of aggression. These beliefs, transmitted through the socialization 
processes all throughout the life of individuals, have a profound impact in cultural 
aspects such as the definitions of masculinity and femininity, as well as the gender- 
associated roles that dictate how men and women must behave. This cultural knowl-
edge, transmitted by socialization, is progressively interiorized and accepted as a 
fixed structure in every single individual’s personality.

In this sense, patriarchate culture and its inherent values play, without a shadow of 
doubt, a major role. In this kind of society, it is generally assumed that women are 
subordinate to men, and so give the latter exclusive privileges, through which men 
can exert authority [25]. According to the European Union’s (EU) 2010 Eurobarometer 
[26], which included a set of polls conducted on 26,800 residents from different 
member countries, some interesting data was provided: 18% of people thought that 
gender violence was common in their country. When asked on how to fight against 
gender violence, 80% of those who replied considered that educating the young in 
mutual respect would be very positive, posing the issue as a sociocultural matter. 
Additionally, 15% of those surveyed thought poorly or very poorly about the 
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rehabilitation of abusers, considering it of little or no help. 96% of participants con-
sidered gender violence against women as unacceptable, although 12% of them 
revealed to believe that it should not always be punished by law, assuming it to be a 
minor issue or that it pertained to a personal and private area. Finally, 9% of all the 
respondents thought that this was not an issue that needed to be addresses by the EU.

3.3  Vulnerability Factors: Attachment, Trauma, Resilience 
and Intimate Partner Violence Against Women

As we have previously shown, most studies conclude that IPV against women 
derives from the unbalanced relationship established between both members of a 
couple originated from a gender-unequal social context. Despite this, other risk fac-
tors that increase women’s vulnerability to IPV have been described. Among these 
other factors, the process of attachment during adulthood has been intensely stud-
ied. For example, in a research surveying a group of 260 women, it was noted that 
those of them who had suffered IPV had higher levels of anxious attachment, low 
self-esteem, need for approval and fear of rejection, than women nonexposed to 
violence. In the same study, it was also discovered that women who had fallen vic-
tims to IPV suffered physiological, sensory-motor, emotional and cognitive altera-
tions and an impairment in five cognitive functions studied: emotional regulation, 
self-affirmation, assertiveness, assessment and awareness. These cognitive abilities 
were evaluated via the MARA enquiry, through 90 different items pertaining to the 
5 functions previously quoted, organized in 3 different areas: family of origin, rela-
tionship with oneself and relationship with an intimate partner [19].

In another recent empirical study, in which 151 women who had suffered IPV 
were included, it was observed that the insecure-like personality, and more specifi-
cally anxious personality, was the most prevalent in this group of mistreated women. 
The data obtained matches with the knowledge collected by other studies about 
attachment and trauma. In the same research conducted on 151 women victims of 
IPV, the possible protective role played by avoidance in battered women was dis-
cussed, suggesting that it might aid to develop adaptive behaviours when faced with 
IPV. Moreover, it was observed that, on the one hand, resilience acts as a protective 
factor, while on the other hand, emotional coping acts as a risk factor for developing 
psychopathology in abused women [27].

3.4  Psychic Changes in People Exposed to Protracted Traumas

Next, we will explain some of the changes in mental and psychological functioning 
that have been described in people who have suffered long-term traumatic events, 
stressing the common elements to those processes observed in victims of gender 
violence.
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3.4.1  Coercive Persuasion

Coercive persuasion is a phenomenon first studied among North American war pris-
oners in the Korean War, and it may be useful to help us comprehend the effects of 
being involved in a relationship in which one partner continuously pressures the 
other. This phenomenon may shed some light on our attempts to understand the 
complex cognitive processes at play that influence the continuance of an abusive 
situation, a matter that is always contested when there is a shallow knowledge of the 
issue of study [28, 29].

In the scientific literature, this concept of “coercive persuasion” has, on many 
occasions, been linked to the concept of “brainwash”, a process that many authors, 
such as Miller, postulate has as the usual result the loss of the original identity by 
victims [30]. This theory is currently especially useful for different authors who 
seek to understand the continuance of abusive situations [12, 31–33]. Brainwashing, 
usually associated with religious sects, is achieved through a series of enabling 
attitudes:

 1. Captivity, which facilitates the development of learned helplessness
 2. Impaired health
 3. Isolation
 4. Propaganda, represented in gender violence by the ongoing personal attacks
 5. The onset of states of nervous anxiety, through threats and changing and rarely 

predictable behaviours

Coercive persuasion is a means to influence a person who is subjected to a cer-
tain pressure for an extended period of time, be it through physical or psychological 
elements, with the goal to achieve their social exclusion. In people submitted to this 
kind of violent pressure, it is frequent the onset of dissociative symptoms, such as 
amnesia and emotional detachment and numbness, and even other symptoms, such 
as depersonalization, may appear. Similarly, some authors, such as Lowenstein and 
Putnam, note that people subjected to coercion usually show behavioural regres-
sion, lack of cognitive flexibility and important changes in their beliefs, values, 
attitudes and even sense of self [34]. This may explain how, in many occasions, 
close relatives and friends of gender violence victims might be unable to recognize 
them in their behaviours and thoughts.

Both two words that compose the term “coercive persuasion” are defined, 
according to Carballeira [35]: the first term, coercive, is referred to the kind of 
unsubtle and truly intense pressure imposed to the victim, making the persuasive 
effects more likely to succeed by the boundaries set to their freedom of choice. 
This leads to the second term, persuasion, that alludes to the existence of a per-
son who, deliberately, intends to influence the behaviour or activity of another 
in order to achieve a predetermined goal. It must be understood that persuasion 
victims are utterly unaware of the pressure that is being exerted over them.
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In relation to these concepts, Boulette and Andersen list a series of coercive strat-
egies specifically tied to gender violence [36], as follows:

 1. Use of dominance strategies from the beginning of the relationship that the 
women justify as adequate for a strong-willed man

 2. Isolation or entrapment
 3. Escalation of fear
 4. Guilt inducement
 5. Fixed expressions of love
 6. Loyalty towards the aggressor
 7. Promotion of helplessness or invalidity
 8. Pathological expressions of jealousy
 9. Intermittent reinforcement through hope-inducing behaviours
 10. Mandatory requirement of secrecy

In conclusion, this arrange of control strategies will achieve the goal of making 
the victim develop a progressive state of emotional confusion, distorted thoughts 
and inaction that hamper her ability to abandon the established relationship with the 
abusive partner.

In a study performed with a qualitative methodology in our environment, including 
nine groups of discussion with women who had been subjected to IPV in different 
moments of their lives, it was observed that coercive persuasion was a valid theory, 
capable of explaining the strategies, applied as behaviours, that appear in gender vio-
lence and their effects over the victims. In this research, through the study of the dis-
courses formed by victims of IPV against women, it was also observed the role played 
by emotions as elements that contribute to the establishment of an abusive situation. 
As it is, the emotion of fear induces the victim’s inaction; guilt, imposed by persua-
sion, sets bonds between the victim and the abuser through its restorative properties, 
while shame leads to the victim’s social withdrawal and eager attempts to completely 
hide the abusive situation, and so increasing the victim’s social exclusion [37].

3.4.2  Domestic Stockholm Syndrome

Stockholm syndrome was first conceptualized by the Swede Nils Berjerot to explain 
the paradoxical phenomenon observed during a bank heist, of positive bonding sta-
blished between hostages and captors [38]. In these cases, the victim identifies itself 
with the aggressor in a way that enables automatic and unconscious emotional 
responses.

The main adaptive function that this syndrome implies for the victims is the 
induction of hope in a seemingly hopeless situation, through the mechanisms of 
cognitive distortion, minimization, negation or rationalization of abuse [39]. The 
“Stockholm syndrome” tag has been applied to different contexts in order to explain 
the paradoxical bonds developed in those relationships classifiable as abusive. 
Among these situations we can include those intimate relationships in which gender 
violence is involved (IPV) [40, 41].
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3.4.3  Paradoxical Adaptation to Domestic Violence Syndrome

Paradoxical adaptation to domestic violence syndrome (PADVS) is a theory ideated 
by Montero Gómez trying to explain the commitment of a woman to a violent and 
abusive relationship through the generation of paradoxical bonds [42]. This theory, 
still applied in current investigations as an explanatory model [31, 43, 44], was 
developed following the Stockholm syndrome theory but applied specifically to 
gender violence cases.

PADVS initially appears as a psychopathological response, followed by the set 
of cognitive modifications that occur in traumatic abusive domestic environments. 
More exactly, we may define PADVS as the array of psychological processes that 
culminate with the paradoxical development of an interpersonal bond where the 
female victim feels the need to protect the abusive partner. This set of processes is 
observed as a series of cognitive and behavioural, as well as physiological and emo-
tional, responses that appear in the context of emotional holding patterns. To sum it 
all up, this mental model postulates that, in a particular context, there is a psycho-
physiological reaction that seeks to restore the physiological and behavioural bal-
ance, in order to protect the victim’s psychological integrity. We must thereby 
consider PADVS as an active adaptive mechanism, which aims to reduce the mas-
sive incidence of stressful threats that the victim endures.

The development of PADVS progresses through four different stages:
First stage: Trigger. This syndrome generally appears with the onset of physical 

violence in the couple’s relationship, which represents a breach in the confidence 
and safety provided, until then, by the same intimate relationship. To the victim, the 
distinction between safety and risk blurs, and both concepts become mixed together. 
From a neuroendocrine perspective, it is during this phase that all common responses 
to acute danger appear. On a cognitive level, attention channels become tampered 
and biased to threat perception, reducing accordingly the number of stimuli that 
reach the victim’s consciousness. It is usual in this situation for the victim to become 
disoriented about the source of the aggression, the intimate partner, unleashing a 
wide array of negative emotions. Among these emotions we can describe anguish, 
anger and the feeling of loss.

Second stage: Reshaping. This state of uncertainty in which the victim finds 
herself ends up having an impact on her self-esteem and self-portrayal. The fact that 
her intimate partner has become an unpredictable threat, and as a consequence of 
the high levels of stress chronically sustained, such a level of disruption is generated 
that it causes a major impairment to the victim’s physical and psychological capa-
bilities [45]. This exceedingly stressful setting, from the victim’s frame of refer-
ence, can be even more harmful to those stay-at-home women who suffer IPV, due 
to the greater emotional weight that domestic life has on their self-concept. It is not 
uncommon for women to feel there is no escape from this situation of maltreatment, 
which leads them to develop social isolation and impaired communication skills. At 
this point, victims start to develop coping strategies to adapt to this situation of 
continuous stress. Seeking to understand the aggressions suffered, victims fre-
quently blame themselves for the suffered violence, assigning its cause to an 
improper behaviour on their behalf. The most characteristic aspect of this stage is 
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the victims’ quest for balance between their belief systems, external references, 
self-blaming damaged self-esteem and the violent nature of their intimate relation.

Third stage: Coping. During this phase, the victims’ coping capacity is going to 
be modulated by personal variables, such as their coping strategy style, and by con-
textual variables, such as the perceived social support. We must not forget to take 
into account certain vulnerability factors to abuse, as having been exposed to vio-
lence during childhood or teenage years might be.

Overall, many women see their coping strategies as poorly effective and feel 
their environment to be out of control. These perceptions favour the development of 
victimization behaviours, a kind of behaviour that matches what was postulated by 
Seligman’s theory of learned helplessness. In the case of IPV against women, it 
results in a passive attitude towards their situation, given that it is perceived as inevi-
table [46]. From then on, we may describe stress without triggered coping reactions, 
emotional numbness and a greatly decreased sensibility of the victim, as well as a 
strengthening of her passive behaviours.

Fourth stage: Adaptation. This last stage is defined by the woman’s passive resis-
tance and the paradoxical adaptation to abuse. Reached this point, she has achieved 
such a degree of psychophysical impairment that she doubts her own capacity to 
make reasonable judgements, feels inferior and houses little hope for a change in 
her situation, given her available resources, becoming by so dependent on her 
abuser. During this phase, it is common for women to deviate blame from their 
aggressor to exogenous elements. As it is stated by O’Leary, 75% of battered women 
do not believe to be involved in a problematic relationship and ascribe the aggres-
sions to outside elements without identifying an intention to harm by their partner- 
abuser [47]. During this stage, women undergo a cognitive restructuring, adopting 
their abuser’s mental frame, ideas, reasoning and arguments as their own. Women, 
thusly, blame themselves for the existing violent situation, giving place to cognitive 
dissonance and rejection, gradually generating a cognitive bond with their aggressor 
as a means to adapt to their situation and ascribing the violence suffered to foreign 
elements.

3.4.4  Cycle of Violence

Walker, in 1979, described the cycle of violence theory, useful for us to understand 
the state of defencelessness in which we find women who have suffered gender 
violence and to comprehend the obstacles they face in order to escape from this situ-
ation [48]. It is, without a doubt, a currently standing explanatory model, useful for 
approaching the phenomenon that is gender violence [27, 49].

The author described three stages that compose this cycle and repeat endlessly 
over time:

Tension-building phase: During this first stage, a gradual increase in tension 
gives cue to the onset of the first hostile acts, although this does not happen in an 
explosive manner. Faced with this situation, women will try to ease the tension with 
passive, submissive or plainly nonaggressive behaviours, trying to calm and please 
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the male aggressor. These strategies may sometimes be effective, giving women a 
false sense of control, albeit limited, over their partner. As time goes by, the hostile 
acts will become more unpredictable leading to the victim’s sense of helplessness 
and retreat when faced with abuse by the intimate partner in order to avoid provok-
ing him, granting the aggressor the opportunity to become even more oppressive.

Violent episode or critical phase: The built up tension continues to grow until it 
reaches a critical point in which the most extreme physical, psychological or sexual 
aggressions occur. It is usually during this stage that the victim looks for help. After 
the usually short-lived violent episode, a period of greatly decreased tension ensues.

Remorseful or honeymoon phase: During this third stage, the aggressor acts 
remorseful, displaying kindness towards the victim, taking care of her and even 
promising a change in his ways. Women, wishing to believe the aggressor, renew 
their hopes for the promised change. The good care and even reappearance of 
behaviours displayed during courtship by the aggressor act as a positive reinforce-
ment hindering the victim’s desire and capability to put an end to the relationship.

This cycle will repeat itself over time during the relationship, and, as it is sug-
gested by Hirigoyen, it will gradually increase its pace, turning into a spiral of 
violence that keeps constantly growing in intensity [50]. The honeymoon phase 
will become shorter as the cycle goes on, while the other two phases will see their 
relevance increased. It will progressively become a part of the victim’s baseline 
situation, increasing therefore her tolerance to violence. In a research published 
many years after her first description of the cycle of violence, Lenore Walker [51] 
suggested the utility of evaluating and improving intervention, allowing women to 
work with different charts and graphical scales to help them identify the different 
elements and phases of the cycle, improving the grasp they may have over their 
own lives.

3.5  Specific Aspects of Mental Health Issues in Women Victims 
of Intimate Partner Violence Against Women

According to some studies, the prevalence of common mental disorders among 
women who have experienced some sort of IPV, be it physical, psychological or 
sexual, can reach up to 50% [52]. Other types of violence against women, different 
to those perpetrated by a current or prior intimate partner, such as sexual assault and 
harassment by strangers, are also associated to psychosocial issues [53]. For these 
reasons, the WHO suggests a gender perspective that takes into account specific 
elements related to women’s health, such as IPV against women, when analysing 
women’s mental health [54].

The risk that IPV against women has to affect mental health is peculiarly high dur-
ing the first few years of exposure [55], mainly when psychological violence is 
involved, situation that promotes the gradual diminishing of the women’s self- esteem 
[56], even though one investigation comparing mental health recovery of women who 
have suffered psychological IPV with that of another group of women who have suf-
fered physical and psychological IPV shows that recovery was more common among 
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those who had suffered both kinds of violence [57]. In the same study, it remained 
unclear whether this discovery was linked to the termination of the intimate relation-
ship, an event more prone to happen when physical violence is involved. From a longi-
tudinal point of view, age may act as a confusion bias when analysing this phenomenon 
because young women are at a greater risk to be suffering gender violence in the cur-
rent moment, while older women have had many more gender violence-related experi-
ences throughout their lives [58]. This violence, be it applied currently or throughout 
the victim’s lifespan, always increases the risk of suffering mental ill-health.

3.5.1  SMI and IPV Against Women

Serious mental illness, or SMI for short, is a concept for which there has been great 
trouble to unify and align criteria. In this chapter, we opt for the definition given by 
Goldman et al., considering it as a specific category that includes being diagnosed of 
either a psychotic disorder (schizophrenia, schizoaffective disorder, bipolar disorder 
or other kinds of psychosis) or a serious personality disorder, which may lead to dis-
ability, implying an everlasting alteration of the patient’s functionality as a chronic 
process [59]. One research conducted in the Spanish society showed that women 
who suffer from a SMI are extremely vulnerable to IPV, with an observed prevalence 
of 30.3% during the last year and 79.6% during their lives [60]. A later research con-
ducted in Germany revealed similar numbers in their conclusions, referring that 67% 
of women with a SMI said to have experienced IPV [61]. Moreover, the analysis of 
a national sample of women with SMI in the United Kingdom revealed a prevalence 
of IPV during the last year of 21% and that these women had an increased chance of 
committing suicide attempts when they were subjected to violence [62].

One investigation conducted in India reported that people who abuse women with 
SMI, especially through sexual coercion, are usually the victim’s intimate partner, 
close friends and acquaintances or other family members. Most of these abuse expe-
riences happened in the victim’s household, and more than 60% of those women did 
not tell anybody about it nor did they seek help [63]. These women expressed feel-
ings of helplessness, fear and need for secrecy regarding such experiences.

According to Moskowitz et al. [64], several studies suggest that having suffered 
physical and sexual abuse during infancy plays a major role in the development of 
mental ill-health, even psychoticism, during adulthood. In people diagnosed with 
schizophrenia, those who confessed a previous history of sexual abuse during child-
hood were revealed to be keener to experience positive symptoms including, but not 
limited to, self-referential ideas, auditory hallucinations (comments), ideas of dam-
age, ideas of thought insertion and visual hallucinations. The correlation between 
victimization and psychosis suggests that both trauma and symptoms are complexly 
correlated in a bidirectional manner. Additionally, many abuse survivors, due to the 
psychotic symptoms they may manifest, may be wrongly diagnosed of schizophrenia- 
spectrum disorders when PTSD-spectrum pathology would be more appropriate.

Cognitive and behavioural manifestations of schizophrenia, as, for example, an 
altered sense of reality or impaired executive and social abilities, increase 
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vulnerability towards coercive or sexually exploitative relations. Abuse acts also as 
a stressor that may trigger a first episode in susceptible people or as a risk factor for 
relapse mediated by other factors such as social exclusion and loneliness [65]. One 
investigation shows that this situation may predispose to become an aggressor, a 
victim or both [66]. Stigmatization and social isolation thin out the support web 
available, and thus, when IPV against women appears, it becomes less likely to 
receive help [67]. We must also add to this fact that social and judicial services may 
use the condition of mental ill-health to doubt the truthfulness of the victim’s testi-
mony and their self-care capabilities, as well as their capacity to take care of their 
siblings, giving place to re-victimization.

3.5.2  Depression and Suicide

Depression is one of the major causes for disability among women aged between 15 
and 44 years, being twice as likely for a woman to develop depression over her life 
than it is for a man. This statistical discovery entitles us to speak of a significant 
gender gap [68]. Some authors try to explain this prevalence difference of affective 
disorders by considering, among other things, the link between suffering IPV 
against women with all the spectrum of depression disorders, from subsyndromic 
symptoms to serious, chronic and recurring conditions, dysthymia and postpartum 
depression [69].

One meta-analysis research found an increased (twice or thrice) risk to suffer 
depressive symptoms and postpartum depression in women exposed to IPV, com-
pared to those women who had not experienced it [70]. When referring to the con-
nection between IPV against women and postpartum depression, some studies do 
not find any relation to socio-economic status [71].

One hypothesis sustains that behavioural and psychological manifestations of 
chronic abuse reflect an extraordinary harm to the victim’s “self”, targeted by their 
own hate and aggression. This becomes manifest by a wide range of behaviours, 
from resignation and depression to repeated acts of self-mutilation and attempted 
suicide. Such self-destructive behaviour is related to feelings of hopelessness, 
worthlessness, shame and guilt. Victims will find it difficult to handle their anger 
and aggression, as well as their self-image and confidence. After years of sustained 
abuse, victims blame themselves and believe that the only explanation for the abuse 
is that there is something wrong with them [28].

According to Devries et  al. [72], the connection between IPV against women, 
depressive symptoms and suicidal behaviours seems to be much more complex and 
two-way than it may be believed initially. These authors believe that one association 
is that IPV lays a path for the onset of depression and suicide attempts through the 
traumatic stress caused. This can be corroborated by the high comorbidity of depres-
sion and PTSD in these women, reaching over 40% [73]. The second association 
proposed by Devries et al. is that depression and attempted suicide convey a greater 
risk for IPV against women to happen, by the increased risk of victimization, even 
when only suffering minor depression disorders. The third possible association 
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proposed is that IPV, depression and suicide attempts have common factors, which 
could explain the existing correlation between them. One example of these common 
elements would be, among others, the poor social support network available to them.

One of the most strongly related elements to depression in IPV against women is 
having witnesses parental IPV [74] and having suffered childhood sexual abuse (CSA) 
[75]. The situation of cross-violence, being victim and perpetrator, also increases the 
risk to develop depressive symptoms, among men and women alike, regardless of 
whether the exposure to domestic violence happened during adolescence or as young 
adults [76]. According to Lövestad el al., there is a strong correlation between symp-
toms of depression and having experienced behaviours of authoritarian control from 
an intimate partner, behaviours considered to be a particular kind of psychological 
violence [77]. Psychological abuse and harassment contribute independently towards 
the development of PTSD and depression, even after having taken into account other 
related variables, such as physical and sexual violence [78].

The association between IPV against women and suicide has been checked in 
many investigations where an important correlation has been found [79]. Violence 
may precede completed and attempted suicides, but more longitudinal studies are 
required to successfully link IPV against women to attempted suicide. One multi-
centric research concluded that, although prevalence varied between countries, IPV 
against women was indeed an evident risk factor for attempted suicide and suicidal 
ideation over the lifetime and over the last 4 weeks [80]. In the same research, addi-
tional risk factors were detected, such as physical abuse perpetrated by someone 
other than the intimate partner; having been divorced, separated or widowed; child-
hood sexual abuse; and having a mother who has suffered from IPV.

Lorente et al. state that “suicide is the most dramatic manifestation of gender- 
violence, representing a woman’s most absolute submission, a desire to free herself 
from violence, more than a decreased desire to live, often happening as an escape 
from painful circumstances. The most common cause for suicide is the perception, 
from the victim’s point of view, that life is so painful that only death can provide 
relief to her” [81].

Among the first investigations conducted on this issue, Stark and Flitcraft [82] 
found that almost a third of all women who had entered an emergency service due 
to suicide attempts were battered women. They also found that half of them had 
been abused the same day and a majority of them during the six previous months. 
According to their conclusions, maltreatment could be the cause for 25% of wom-
en’s suicide attempts. There is no available data about completed suicides, although 
it is believed that an important percentage of women who commit suicide every year 
may had been subjected to ill treatment.

3.5.3  PTSD

PTSD emanates from the exposure to violent and traumatic experiences, including 
IPV experiences. In the DSM-IV [83], it was already stated that for this disorder to 
happen, the traumatic event doesn’t need to be extraordinary nor unexpected. 
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Symptoms include (a) persistent re-experiencing of the event (flashbacks, night-
mares) which keeps fear updated; (b) persistent avoidance of stimuli associated to 
the traumatic event and emotional numbness, which also implies a refusal to 
remember traumatic experiences, that may even lead to a disconnection from the 
self (which can even be manifested in its most dramatic degree as dissociative 
symptoms); and (c) persistent symptoms that result from a maintained augmented 
psychological stimulation, which induces a state of constant alert in the victim, 
altering their ability to rest and hampering recovery. All of this can be explained as 
a paradoxical behaviour mediated by learned helplessness. As shown in studies 
conducted on battered women who experience PTSD, the predominant symptoms 
are re- experiencing and hyperactivation, rather than the less common symptoms of 
avoidance [84].

Some investigations show that PTSD is experienced by 31–84% of women who 
have fallen victims to IPV, depending on the statistical measuring tool employed 
[85, 86]. Moreover, it seems that PTSD, in the most extreme cases of IPV, is deeply 
related to physical health issues [87].

According to some studies, as a consequence of maltreatment, there is a high 
percentage of chronicity. The longer the intimate relation with the abuser lasts, the 
more easily will PTSD occur [88]. Some factors, such as social support, coping 
strategies and the sort of abuse endured, may favour or deter the development of 
PTSD [89], as well as the abused women’s personality type may [90].

A recent study found that PTSD symptoms mediate the correlation between self- 
harming and IPV [91]. According to the research of Pico-Alfonso [92], a PTSD 
diagnosis is more heavily associated to psychological IPV against women. In this 
same study, it is noted that the severity of violence is significantly related to the 
intensity of PTSD symptoms.

3.5.4  Complex PTSD

Among female victims of IPV, it is common to find a PTSD-like traumatic syn-
drome, described by Herman in 1992 as “complex post-traumatic stress syndrome” 
[11]. This c-PTSD stated by Herman is also referred to as disorder of extreme stress 
not otherwise specified (DESNOS), included as an appendix in the DSM-IV clas-
sification [83]. This disorder requires a previous history of interpersonal and chronic 
(meaning protracted and repeated) trauma with few possibilities of escaping the 
stressful situation, which fits perfectly with the usual circumstances involved in IPV 
against women [93]. This particularity sets c-PTSD apart from the usual PTSD, the 
latter usually referred to a specific traumatic event. DESNOS is also applicable to 
protracted child abuse, hostage situations, war prisoner situations with long-lasting 
confinement and organized sexual exploitation. Symptomatic clinical differences 
appear depending on age and on the type and nature of the trauma [94].

These people are, according to Herman, “violence survivors”, who have endured 
coercive situations in which they suffered a total lack of freedom and power to even 
control their own lives for an extended period of time, together with feelings of fear, 
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and natural responses that should lead to fight or flight but have been seemingly 
useless to escape their condition.

Again, according to Herman, c-PTSD includes:

 (a) Alterations in affect regulation: persistent dysphoria, suicidal impulses, self- 
injuries, explosive anger, compulsive or inhibited sexuality

 (b) Alterations in consciousness: amnesia for traumatic events, transient dissocia-
tive episodes, depersonalization/derealisation, reliving experiences, either in 
the form of PTSD symptoms and/or in the form of ruminative preoccupation

 (c) Alterations in self-perception: sense of helplessness or paralysis of initiative, 
shame, guilt, sense of defilement and stigma, sense of complete difference from 
others (it may include a sense of specialness, utter alones, belief that no other 
person can understand them or non-human identity)

 (d) Alterations in the perception of the perpetrator: preoccupation about the rela-
tionship with the perpetrator (including preoccupation for revenge), unrealistic 
attribution of total power to the perpetrator, idealization or paradoxical grati-
tude, sense of special or supernatural relationship, acceptance of the perpetra-
tor’s belief system or of his rationalizations

 (e) Alterations in relations with others: isolation and distancing from others (with-
drawal), perturbed intimate relationships, constant search for a rescuer (may be 
alternated with isolation and withdrawal), persistent distrust, repeated failures 
of self-protection

 (f) Alterations in systems of meaning: loss of sense of support, sense of hopeless-
ness and despair

This syndrome, applied to IPV against women victims, emphasizes the altera-
tions in self-perception and perception of the perpetrator of violence while also 
indicating alterations in consciousness (dissociative symptoms). It also makes us 
realize the importance of avoidance and limiting behaviours, these being what may 
lead to wrongly diagnose the female victim as “passive” or “masochist”, entailing 
so a secondary victimization. The c-PTSD diagnosis is more adequate than previ-
ously available diagnosis to describe the subjective states that protracted fear leads 
to develop, because it is a phenomenon that arises from a violent situation sustained 
in time, which is very common in relationships in which IPV against women is 
involved.

Complex PTSD leads to a chronic personality alteration that is similar in many 
aspects to the development of borderline personality disorder (BPD) and so chal-
lenges the described comorbidity associated between both entities or, at least, sug-
gests a possible hue that includes PTSD, c-PTSD and BPD [95, 96].

The DSM-V classification does not include c-PTSD as an independent diagnos-
tic category, rather maintaining the tendency set in the DSM-IV. Nonetheless, in the 
recently published CIE 11 classification, it has indeed been included and given a 
specific spot [97].
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3.5.5  Substance Abuse

Usually, the focus has been set on the perpetrator’s substance abuse. However, 
almost 75% of women attending substance use treatment programs report having 
experienced IPV during their lives, and over 30% of them during the past year [98]. 
The frequent use of illegal tranquilizers, alcohol, marihuana, cocaine, crack and 
heroine has been associated by different cross-sectioned studies with IPV against 
women [99].

One investigation on the relation between substance use and IPV suggested as a 
possible connection the fact that substance use may lay the path for IPV against 
women to occur, or that experiencing IPV may lead to an increased use of sub-
stances, or that there is a two-way relation between both, substance use and IPV 
[100]. This means that psychoactive substances may cause cognitive alterations and 
provoke paranoid reactions, raising the odds for a violent interaction to happen or 
lowering the consumer’s ability to assess the probable risk of future abuse. Moreover, 
it has been pointed out that women initiate or increase substance consumption to 
deal with the pain that experiencing IPV ensues. The use of tranquilizers or mari-
huana may be related to self-medication against the physical and psychological pain 
experienced by an episode of IPV.

Anxiety and post-traumatic stress symptoms are associated with a greater prev-
alence of consumption of alcohol and other drugs by women victims of IPV [101]. 
According to some research, 13.5% of IPV against women victims were found to 
be alcohol-dependent, compared to the 1.4% found in nonexposed women. 
Similarly, 22.8% of IPV against women victims were found to have used illicit 
drugs during the last year, against only the 2.8% of those women who weren’t 
exposed to IPV [102].

A review of the available literature on the relation between IPV against women, 
mental health and substance abuse revealed that when it comes to clinical interven-
tion, recommendations were set on the need to develop better collaboration, coop-
eration and integration between the different services that tend to these issues [6].

3.5.6  Dissociative Disorders

Childhood traumas are common among both survivors and perpetrators of 
IPV. PTSD and dissociative symptoms act as victimization and perpetration warn-
ings as well as predictors of IPV [103]. Peri-traumatic dissociation, dissociative 
traits and PTSD-related dissociation have been studied as three different types of 
dissociation that may develop in women who have survived IPV [104].

Among those patients with dissociative disorders, a great correlation was found 
between the experience of IPV against women and childhood abuse, which suggests 
a common developmental path [105], with dissociation acting as a mediating mech-
anism between both phenomena.
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3.5.7  Psychosomatic Disorders

Violence acts as a stressor, and exposure to it probably induces a state of vulnerabil-
ity to stress-related somatic syndromes and contributes to the expression and sever-
ity of symptomatology [106].

The association between abuse and somatization has been systematically poorly 
studied. In one investigation, psychological abuse, be it extended in time or exerted 
in a limited period, was stated to be related to somatization [107]. In a systems 
review performed while admitted to an internal medicine ward, women who had 
fallen victim to IPV responded positively to a greater number of symptoms [108]. 
Another research conducted in the USA among women of Mexican origin showed 
that women who had experienced IPV presented a higher number of somatic symp-
toms [109].

3.5.8  Eating Disorders

Little is known about eating disorders (ED) among victims of IPV against women. 
In some qualitative investigations, most of these women acknowledged, to some 
degree, behaviours related to ED [110]. People suffering ED (men and women 
alike) report a high prevalence of domestic violence throughout their lives [111]. In 
women exposed to IPV, the lack or limitation of social support is associated with an 
increased risk of developing ED [112].

3.6  Final Thoughts About Intervention and Impact 
on Healthcare Professionals

It is not the aim of this section to detail the different kinds of therapeutic interven-
tions used to treat victims of IPV against women. To find the available literature 
about this issue, we highly recommend the works of Judith Herman [11] and 
Lenore Walker [113]. However, we will offer a brief reflection about it, as well as 
our considerations about education and the impact this issue has on healthcare 
providers.

Although we believe that in every intervention utilized in mental health, gender 
perspective should be taken into consideration, in the specific case of IPV against 
women victims, we cannot ignore it, or we risk re-victimization and causing iatro-
genic effects. If we only consider gender violence as an individual issue and not as 
the result of a particular social context that defines gender identity and establishes 
the relations between both genders in a way that gender inequality is perpetuated, 
we will distort our possible intervention.

The inclusion of this gender perspective entails revisiting and deconstructing 
gender mandates, not only those which affect people seeking assistance but also the 
ones that affect the professionals treating them. Failure to meet this standard meets 
with consequences on the intrapsychic and intersubjective levels. Among women, 
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mandatory compliance to such models is associated to an increased vulnerability to 
be unable to detect relationships in which IPV occurs and so to the continuance of 
the abusive relation [31, 114].

In addition to incorporating gender perspective, we believe in the need to include 
the knowledge obtained from studies researching psychological trauma. In this 
regard, one of the crucial steps towards improving the therapeutic intervention is 
helping the woman restructure the traumatic experience, in order to aid her to under-
stand the mechanisms employed by the abusive partner. At the same time, during the 
intervention, we shall evaluate with her the effect that such mechanisms had over 
the meaning she assigned to her experiences, emotions and even self-definition, as 
well as to her relationship with her aggressor [115]. In any case, during the trauma 
reconstruction phase, as during any of the other phases that may be involved in the 
therapeutic process, we must take into account the great importance of the patriar-
chal social setting in the construction of subjectivities and bonds.

One of the first female psychologists who developed a specific line of intervention 
for victims of IPV against women was Lenore Walker [113]. Since her first interven-
tions as a psychologist, she stressed the importance of modifying traditional psycho-
therapy by incorporating the trauma’s specific impact as well as feminist theory. The 
most relevant principles of her intervention are women’s safety, their empowerment, 
ratification of women’s own experiences, emphasizing their strengths, education, 
diversifying women’s alternatives, restoring their judgement ability, comprehending 
oppression and enabling women to make their own decisions.

Beyond the inclusion of gender perspective and investigating trauma during the 
intervention, in every case of IPV against women, we believe it to be necessary to 
evaluate other aspects that may set different perspectives for the therapist. One of 
these elements would be the evolutionary moment in which the woman is immersed, 
regarding violence perception. This being so, if the woman has not yet identified 
violence in her relation by herself, but we are able to perceive signs of it, we recom-
mend to partake an attitude that seeks to strengthen the therapeutic alliance, creating 
a safe space that may allow her to become aware of the context of abuse in which 
she lives, giving her the needed time without rushing the process.

In later stages of intervention, when the victim starts to connect with the psychic 
harm that violence brings, it is common for feelings of doubt and ambivalence on 
how to face such situation. This growing perception is, on occasions, accompanied 
by feelings of guilt and attempted change to try to stop the violence, while other 
times there is a greater desire for autonomy and resistance to maintain the submis-
sive role she plays in the relationship, which can lead to an increased risk of aggres-
sion. In this stage, it becomes essential to explore and analyse fear and risk. While 
conducting therapy, we healthcare professionals might, many a time, unconsciously 
lead the victim to rash decisions, sometimes made only to please us, that may 
increase the risk and/or abandonment of the current therapy.

It is fundamental to consider that, during intervention, it is common for break- 
ups and reconciliations to happen. During this phase, it is key to transmit our desire 
to accompany the victim during the entirety of the process, trying to avoid the asso-
ciation between reconciliation and sense of failure (both in her own process as well 
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as in the therapeutic relation). It is essential at this point to be conscious about our 
counter-transferred feelings: anger, frustration, helplessness, abandonment, etc.

A specific element we must take into account when designing our intervention is 
the evaluation of previous traumatic episodes. Regarding women who have experi-
enced previous traumatic events, it is common for the severity of psychopathologi-
cal manifestations to increase, and, in many occasions, these can be included in the 
pathological portrait described in a previous section of this chapter: complex post- 
traumatic stress disorder. In these cases, treatment is usually more dilated in time 
and requires specific aspects such as the addressing of dissociative symptoms as 
well as of the dysregulated psychobiological activity [13, 116].

If given the situation in which one female patient has previously established safe 
bonds and had not experienced previous traumatic events, it is more likely for psy-
chological consequences to be less severe and require shorter interventions. 
Nevertheless, as we have already described in the previous section, there are many 
other variables involved, such as frequency and intensity of violence, type of aggres-
sion, psychosocial vulnerability factors, previous history of mental disorders, etc. 
that are deeply involved in the kind of psychopathological consequences that may 
be displayed.

Moreover, we must consider that, in this violence emanated from a social context 
(patriarchate) that plays a primordial role, its effects reach both the individual and 
social identity of the victim. Thusly, it is of great help in their recovery to flag, iden-
tify and describe the patriarchal inequality of the social setting, the true breeding 
ground for IPV against women.

3.6.1  Impact of Working with IPV Victims on Professionals

We must firstly consider that those of us, professionals (both male and female), who 
work with these victims, are not granted any kind of special immunity against trau-
matic events. Exposure to this interpersonal violence may generate changes in our 
belief systems and prospects, not only on a personal level but also on the profes-
sional one, by questioning the theoretical models involved in our upbringing and 
education and that of our companions, even to the point of making us feel isolated 
in work groups. To work on these effects, we believe it to be fundamental the devel-
opment of spaces for teaching, interprofessional encounter and supervision.

When it comes to teaching and supervision, we consider that working with a 
gender perspective must be necessarily accompanied by a deep analysis about the 
conceptual scheme that we therapists use for our work, as well as the elements of 
our own personal history involved in our relations. An analysis of the gender man-
dates involved in our socializing process and of our own traumatic experiences must 
also be considered. As we have said on other occasions, forgetting to take into 
account these biases may lead to variations in the issue perception and so to varia-
tions in the diagnosis, the therapeutic goals and the etiologic causes assigned to the 
symptoms [117].
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As a conclusion, we wish to note that through all the process, it is essential to 
examine the power balance in the therapeutic environment, avoiding the establish-
ment of power-submission dynamics.
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Abstract

Since time immemorial, sexual violence against women has been denied and 
silenced in all its aspects in a context of women’s subordination to men. 
Throughout this chapter, we will try to examine the complexity of this universal 
phenomenon from a feminist perspective. Beginning with a historical approach 
to the roots of sexual violence, we will review the different environments in 
which this specific type of violence may occur, and the effects that may be 
unleashed on these women’s mental health will be explained, raising awareness 
of the gender bias that intervene in the very definition of mental disorders and 
their causes. Finally, part of this chapter will focus on possible treatment 
 interventions that may be carried out on the victims and the psychological con-
sequences on therapists working with sexual violence survivors.

If a man happens to meet a virgin who is not pledged to be 
married and rapes her and they are discovered, he shall pay her 
father fifty shekels of silver. He must marry the young woman, for 
he has violated her. He can never divorce her as long as he lives.

Old Testament. Deuteronomy 22:28–29
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4.1  The Roots of Sexual Violence

4.1.1  Sexual Violence Throughout History

Different sources and particularly those based on a feminist analysis have revealed 
that sexual violence against women is a historical phenomenon [1, 2]. Its existence 
is of a universal nature and dates back to ancient times, as documented in classical 
works or numerous archaeological remains [3, 4]. Many of its manifestations have 
since then disappeared, others have changed and some remain intact to this day. The 
same goes for the way in which this type of violence has been conceived and the 
discourses that have progressively emerged. The experience of women has been 
denied and silenced in all its aspects in a context of female subordination to men. 
Thus some female historians who have studied women’s history conclude that their 
life has been mainly influenced by their gender and defined by their relationship 
with men for many centuries [5].

Although the damage that sexual violence causes in victims is currently acknowl-
edged, this was not the case for most of human history. When looking at rape, 
Georges Vigarello [2] states that the past prejudice against women hinders the pos-
sibility of acknowledging their fear and subjugation. It is precisely because preju-
dices change that it is worth taking into account the history of rape where 
transformation shall be accompanied by changes to the systems of domination upon 
women [2]. Thus legislation will change and, consequently, the notion of what con-
stitutes or not a criminal offence.

It is certain that with greater gender equality, the tolerance to violence decreases; 
however, in the case of sexual violence, we witness a phenomenon that has been 
given little consideration and visibility in recent years, both by the feminist move-
ment and by the academic community when compared with the fight against other 
types of gender violence, especially that restricted to the couple relationship [3, 6].

Focusing on the Western cultural context, Ana María Fernández [7] analyses how 
certain aspects traditionally associated with sex are, in fact, sociohistorical struc-
tures. Based on the work by the historian Paul Veyne [8], she finds in the 
Christianization of the Roman Empire “the passage from a bisexuality of domination 
to a heterosexuality of reproduction”. In the bisexuality of domination of ancient 
societies, both the Greek and the Roman obtained their sexual pleasure regardless of 
the gender that people had. They morally judged the fact that someone of a social 
superior status would submit to someone of a lower status such as a freeman who 
submitted to a slave. This situation refers us to beginnings of the classic distinction 
between passivity and activity. Activity in sexuality will be linked to status and free-
dom, whilst passivity will be linked to submission to others. In the heterosexuality of 
reproduction that Christianity implements, this activity-passivity duality will be 
organized as follows: woman-passivity and man-activity, considering these gender 
positions as unmodifiable, and losing sight of its relationship with the distribution of 
power. This structure will be consolidated during the Middle Ages with the domi-
nance of the Catholic Church Domain and the foundations of Christianity that will 
place emphasis on the institution of marriage and heterosexuality, adopting a whole 
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sexual morality [7]. In this idea of marriage, a married woman cannot refuse having 
sex because it is her obligation. This will be reinforced and legitimized at a legal 
level, as shown by the fact that the sentences for rape were scaled according to the 
marital status of women [3].

From an exhaustive analysis, Georges Vigarello [2] warns that during the Old 
Regime, the consideration of the seriousness of rape varied according to different 
situations: it was pardoned in war; it became more visible if there was physical 
violence or other aggressions; it would be more serious if the higher the social status 
or the victim was and the lower the social class of the aggressor; prostitutes were not 
considered victims; and the offence was greater if the woman was a virgin. The 
shadow of doubt always fell on the victim and her honesty, whilst the offender 
would hardly be conscious of the violence he perpetrated. The very act was a dis-
grace for the victim, and this would reduce her legitimacy when accusing, since she 
would find she was accusing herself. This way she would try to hide the violence 
suffered.

All this time women were not considered as individual victims per se but as part 
of the family whose honour was damaged [1]. With the arrival of modern times, 
women will gradually become a subject matter of rights to the same extent than 
men, which will make it possible for rape to be acknowledged as a crime against 
women and not an offence against men for damaging their property [4]. At the end 
of the eighteenth century, there is more emphasis placed on physical damage, but it 
will not be until the nineteenth century when sexual violence begins to be consid-
ered in terms of consent and not only limited to the use of force [3]. Nevertheless, 
with the idea of consent, the responsibility of the victim was reinforced, which from 
this moment will have to proof whether or not there was resistance.

Between the eighteenth and nineteenth centuries, following Foucault’s formula-
tions [9], a technology of sex is born, where medical knowledge will be responsible 
for defining the rules to which sexuality must be allocated, forcing the discourse of 
reason on morality. It emerges then what Foucault describes as the process of hyster-
ization of women, who qualifies or disqualifies women’s bodies [9]. The patriarchal 
ideology from the previous centuries will be sustained by various authors from the 
science and philosophy communities. Thus, for example, at the end of the nineteenth 
century, the figure of the rapist becomes a category described by psychiatry [1].

Between the end of the nineteenth century and throughout the twentieth century 
with all various feminist movements, sexual violence will be perceived as an attack 
on the sexual identity of women, acknowledging the mental sequelae it generates. 
There will also be important advances in the sexual freedom of women [10].

In the 1970s, the feminist movement associated sexual assault with patriarchy. 
In 1976, the International Court of Crimes Against Women was held in Brussels, 
attended by more than 2000 women from 40 countries. Some European feminists 
considered sexual violence as a “terrorist attack” through which fear and subor-
dination are generated on all women [5]. Similarly, the fight against sexual vio-
lence continued in the 1980s, where reports increased considerably, whilst other 
types of sexual violence such as child sexual abuse or sexual harassment were 
added to rape [3].
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4.1.2  Sexual Violence, Patriarchy and Desire

As we have seen in the previous section, sexual violence has its roots in the cultural, 
political and social contexts which have been taking place, which contradicts the 
discourse widely spread throughout history, of being a natural phenomenon, bound 
to sexual instinct and thus impossible to change. Similarly, the difference found in 
prevalence figures from one place to another reveals that it is not a fixed phenome-
non and that it can therefore be avoided and prevented [11]. Hence, for instance, in 
places where the prevalence of sexual violence is higher, there are also higher rates 
for other types of violence [6].

The magnitude of the issue also makes it possible to prove that it is not an iso-
lated problem. On the other hand, there is no evidence of the causal relationship 
between sexual violence and the psychopathology of the offenders [1, 4].

According to Ana María Fernández, in order for the different forms of violence 
to exist, it is necessary for a society to have discriminated against certain groups 
(women, children, the elderly) [7]. From this perspective the domination of men 
over women would also be at the core of sexual violence.

In feminist conceptualizations, there are two important aspects when considering 
the causes of sexual violence: assault and sex [1]. Depending on the source, there is 
more emphasis placed on one or another factor, although feminism points out a 
certain tendency towards the desexualisation of rape in an effort to stress the vio-
lence and power that the act entails. Detractors to this position challenge whether 
rape would be an act comparable to any other types of violence, pointing out certain 
features such as the feeling of shame experienced by the victim when telling about 
the act or the question of why men turn to rape when they can use other forms of 
violence that also allow them to hold on to power [1].

The anthropologist Rita Segato [4] looks into the phenomenon of rape by listen-
ing to numerous testimonies of prisoners. According to her, this attack does not 
belong to the sexual sphere, but it is an instrument of the power distributed accord-
ing to gender. The key is in the social transition from a status regime to a contractual 
one amongst peers. In the former, women are conceived as men’s assets, whilst in 
the latter both men and women are considered citizens of equal right. According to 
Rita Segato, in the case of rape, the status regime is imposed on the contractual one. 
Men take women’s bodies and rape them with three goals: to punish her for being 
out of her place, as a way to attack another man or as a sign of masculinity to secure 
a place amongst other men. The author bases her thesis in several remarks such as 
the fact that gang rape is as prevalent as individual rape, the rise in war rape cases, 
or the fact that men themselves are not aware that they are committing a crime. Rita 
Segato states that rape is, for men, a mandate: “the subject is not raping because he 
has power or to show that he has got power but because he must do it” [4].

From a different point of view, MacKinnon [12] considers vital the role of gender 
against violence, not only in rape but also in harassment, pornography and abuse. 
She keeps in mind the fact that rape and its features have traditionally been defined 
in terms of male sexuality, focusing on penetration and leaving out other points. 
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She also argues that it is precisely in the women’s sexuality and pleasure where 
damage is caused. She claims that this point of view means acknowledging sexual-
ity in itself as a power structure, as well as visualizing and recognizing any violence 
coming from normal sex.

The structural level of sexual violence is also noted in the amount of common 
features found in any type of violence and nonviolent sex. That is why it is not suf-
ficient to study what happens when violence is more or less explicit, but in everyday 
sex, in private, and in the way in which each gender arranges their desire. Although 
we are focusing on adult sexual assault outside the couple, sexual violence commit-
ted by partners is even more prevalent [6].

When studying the aetiology of sexual violence, the role of misconceptions has 
been widely described in supporting and justifying sexual violence and conveying 
the patriarchal ideology as something natural and to be expected [1, 3, 13]. Behind 
many sexual violence phrases we get to hear on a daily basis, such as “women say 
no when they want to say yes”, “she provoked him”, “she played uptight”, “false 
accusations”; there are myths like thinking that women want and/or enjoy being 
raped or the idea that men are not really responsible. Those misconceptions are 
present across all social statuses, in the law and in how this is applied.

In this direction, a paper discussing the factors that influence the social percep-
tion of sexual violence [13] states that, in general, the more private the relationship 
victim-aggressor is, the greater the guilt placed upon the victim when she shows 
resistance following a previous encounter or if she does not show any resistance. 
According to the same study, the victim’s reputation, her past sexual behaviour, 
race, physical attractiveness, clothing, alcohol consumption, etc. also plays a role 
when blaming the victim [13]. We can sense a whole series of beliefs in favouring 
the justification of sexual violence behind all this.

The feminist vision has claimed how female pleasure has been not allowed and 
poorly acknowledged. Historically, women behaved sexually following the physi-
cal, psychological and mental demands of men [10], and the women’s poorly recog-
nized desire is built subordinated to men’s desire [14]. They must fit their sexuality 
into the model of male sexuality. In the words of Raquel Osborne, “an androcentric 
model of sexuality”, oriented towards penetration, that quantity prevails over qual-
ity, where male desire is defined as uncontrollable and where women have no access 
to pleasure or if female pleasure is acknowledged, this is arbitrated the male’s pre-
sumed ability. From here, women remain placed in a passive role where they are not 
allowed to act according to their own initiative [1].

The development of subjectivity for men and women has been generated within 
a framework of asymmetric power relationships. In order for women to act accord-
ing to their options and bring their desire to the table, they must claim their own 
subjectivity [14], and that includes their way of living and enjoying sexuality. 
Beatriz Gimeno [15] proposes that men should be educated to perceive the sexual 
discomfort of their partner, with the idea that their partner’s sexual satisfaction is in 
the same place as their own, whilst women should learn to express their desire and 
sexual preferences and dislikes [15].
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4.2  Types of Sexual Violence and Their Context

In this section we will review the different types of sexual violence and the context 
where it occurs.

The World Health Organization (WHO) defines sexual violence as [16]:

Any sexual act, attempt to obtain a sexual act, unwanted sexual comments or advances, or 
acts to traffic, or otherwise directed, against a person’s sexuality using coercion, by any 
person regardless of their relationship to the victim, in any setting, including but not limited 
to home and work.

Based on this definition, a wide range of sexually violent acts can take place in 
different circumstances and settings, although there are three main types of sexual 
violence:

4.2.1  Sexual Harassment

In the case of sexual harassment, there is a status of superiority, authority or power, 
either by age, gender or working, social, family or economic position, which will be 
used to chase, harass or coerce physically or verbally another person for non- 
consensual sexual reasons. If such behaviour is not tolerated, it may result in threats 
and punishments for the victim.

European organizations have been addressing this issue. The European Union, in 
2002, approved a common definition of sexual harassment in the European Parliament 
Plenary [17]:

The situation in which there is any form of unwanted verbal, non-verbal or physical con-
duct of a sexual nature occurs, with the purpose or effect of violating the dignity of a person, 
in particular when creating an intimidating, hostile, degrading, humiliating or offensive 
environment.

4.2.2  Sexual Abuse

In the case of sexual abuse, the aggressor starts from a position of strength com-
pared to the victim, thus using the victim’s vulnerability for their own sexual advan-
tage, be it the loss of consciousness, being under the influence of intoxicating 
agents, drugs and/or alcohol, an intellectual disability or a mental illness. In this 
type of sexual violence, the victim will be incapable of giving valid consent, since 
his or her intellectual and/or volitional capacities will be impaired due to his or her 
psychic state. The type of sexual abuses would range from cuddling, touching or 
explicit verbal proposals, to vaginal, rectal or oral penetration of the virile member 
or else objects vaginally or rectally [18].
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4.2.3  Sexual Assault

Sexual assault would be defined nowadays as the coercion of sexual freedom in a 
person by using violence or intimidation. Although the term “rape” has been 
removed from legal terminology, supposedly in order to minimize the victimization 
of the assaulted woman, it would be in the context of sexual assault where the com-
monly known rape would occur. Explicit violence and/or intimidation are essential 
requirements for sexual assault, making women feel fear, anxiety or under threat by 
the aggressor. Coercion can be exerted with varying degrees of force, psychological 
intimidation, extortion or threats [18].

As in sexual abuse, vaginal, rectal or oral penetration by a penis or an object may 
occur, although that wouldn’t be an essential requirement to regard a behaviour as 
sexual assault.

4.2.4  Other Sexual Violence Scenarios

Although the above-mentioned types of sexual violence are the main ones found in 
the published literature, there are many other forms of violence that cannot be ignored, 
and they must be remembered so that they are not forgotten.

Sexual exploitation (trafficking the bodies of women for economic remuneration 
from third parties for sexual services provided by the victims against their will) is 
one of the most serious forms of sexual violence and probably the less visible one, 
even to this day.

Other scenarios that are still sexual violence but which are taken into account to 
less extent could be violence against women in the context of an armed conflict, 
sexual slavery or forced prostitution, pregnancy or forced abortion, refusal of con-
traception use (mainly due to religious beliefs or cults), torture or forced marriage. 
Some of these types of violence will be addressed throughout this chapter.

4.2.5  Sexual Violence in Childhood, Adolescence 
and in the Couple

4.2.5.1  Sexual Abuse in Childhood
Childhood is a period of development, not only physically but also psychologically 
and emotionally for the individual, and thus it is a particularly sensitive and vulner-
able period. We understand that there is not an appropriate sexual relationship 
between an adult and a child that is not abusive in itself, the power difference being 
evident [19]. We are referring to sexual abuse as there is an abusive use of the child’s 
sexuality since there is no appropriate sexual relationship between them. The adult 
is held solely accountable for such an act. In other words, it is presumed that chil-
dren are not capable of consenting to a sexual relationship with an adult, since they 
do not have enough power to refuse it, and quite often they are not aware of what 
they would be consenting to [20].
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In terms of gender gap, according to the UNICEF, sexual violence against girls 
is prominently more common than against boys, with one in ten girls being ever a 
victim of sexual violence globally. The majority of them were victims for the first 
time between 15 and 19 years old, although data can vary greatly from one country 
to another [21]. At the same time, according to the Council of Europe, approxi-
mately one in five children in Europe is a victim of some type of sexual violence. 
This study includes child sexual violence in many forms: sexual abuse within the 
family or its trusted circle, child pornography and prostitution, corruption, online 
requests and sexual abuse by peers [22]. In the healthcare sector, a study carried out 
on a sample of 477 women, who attended two different mental health centres in 
Madrid, found that 13.2% had a previous history of sexual abuse in childhood [23]. 
The authors used the Finkelhor child sexual abuse screening survey [20] which 
includes physical abuse.

In the majority of cases, abusers are men, although not exclusively [24]. This 
gender gap in child sexual abuse could be explained in terms of today’s society 
patriarchal ideology. Barudy states the following [19]:

From an early age, children are used to considering the submission of children and women 
to men as normal. […] The patriarchal concept translates into the clinical fact that most 
child abusers are men, nearly all of them deeply convinced of their rights over other family 
members. The victim, in the majority of cases a girl, socialized with this same ideology, can 
hardly rebel against and/or report the acts of the abuser.

4.2.5.2  Child Sexual Abuse Inside and Outside the Family
In terms of Child Sexual Abuse (CSA), we can separate the abuse inside the family, 
when the abuser is someone with whom the victim shares a family bond, from abuse 
outside the family, when there is no such bond between them, whether the aggressor 
is known or not to the family. Both entail very different mental health effects that we 
will discuss later on.

In CSA inside the family, besides the violence of the act in itself, the bond with 
the abuser is broken, and possibly the trust in the family as a safe place is lost. 
Furthermore, in this type of abuse, it is more difficult for the victim to see it as a 
violent act or an abuse of power exerted by the adult [19].

It is estimated that in Spain, for instance, 90% of CSA takes place within the 
family or by someone close to the family [24].

In CSA outside the family, family is usually an important protective factor. How 
relatives react when the abuse is reported can ease the traumatic effect on the victim 
(feeling that they believe her/him), as well as the subsequent actions aimed at pro-
tecting the child (speed of proceedings, implementation of legal or informal mea-
sures of protection and amendment…).

4.2.5.3  Sexual Violence in Adolescents and the Use of Social Media
Adolescence is a time of great changes not only in the nature of relationships with 
others but also on a personal level: physically, psychologically and sexually. Social 
development is greater than in other stages, and at the same time peer, love and 
sexual relationships start to be defined.
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At this stage, gender stereotypes are more present, which, together with the lack 
of experience in couple relationships, and the idealization of these relationships con-
veyed by the media, make adolescents more vulnerable to gender violence in couple 
relationships (and consequent risk of sexual violence) and sexual contacts outside of 
couple. In a study conducted with adolescents in Spain, it was observed that almost 
15% had suffered some type of sexual violence in their lives and 10% within that last 
year, being girls, in both cases, the group that suffered them mostly [25].

At the same time, the appearance of social media has changed the way we com-
municate to others, both in adolescence and in adulthood.

Social media is marked by the same stereotypes and behaviours and the same 
violence, in its different degrees of intensity, as other areas, since it is a reflection of 
our society. But there are two features that differentiate them: what is published in 
them has a global audience, and there is no space-time truce: violence can occur 
anywhere and at any time [26].

Here sexual violence is regarded as revenge porn (vengeful porn, publishing a 
photo or video following the breakup of a couple), sextortion (online blackmailing 
to get more provocative photos or with more explicit sexual content) or grooming 
(adults who contact children and win their trust to get sexual satisfaction through a 
virtual relationship) [26].

4.2.5.4  Sexual Violence in the Couple
Sexual violence in a couple or ex-couple relationship takes place in a context of 
power and control over women, and it is often neglected despite its high prevalence 
according to studies carried out across different countries [27]. In a study conducted 
several decades ago, Finkelhor found that 10% and 14% of women had experienced 
marital rape, and it is considered that the percentage is actually much higher, since 
many women do not report it, and others never tell anyone [28]. Approximately 
45% of the women in the study sample had suffered rape along physical violence.

According to a survey conducted by the European Union Agency for Fundamental 
Rights between 2010 and 2012, an estimated 3.7 million women in the EU were 
victims of sexual violence in the 12 months prior to the survey. This means 2% of 
women between 18 and 74 years of age in the EU. In that same study, it was found 
that sexual violence exercised by the partner or ex-partner in the last 12 months was 
1.5% [29]. From a healthcare perspective, a recent study conducted in Madrid by 
our working group found that in a sample of 161 women treated in a mental health 
centre, 17.6% suffered sexual violence by their partner or ex-partner throughout 
their lives and 9.6% suffered it in the last year [30].

According to Velázquez, rape within the couple relationship has a greater impact 
than when carried out by a stranger. The fact that the aggressor is the partner calls 
into question that this was rape and generally puts the focus on the interpretation of 
female behaviours. It is common to find in the public imagination the idea that 
women who are abused by their partners have sexual problems. This patriarchal 
mechanism minimizes the responsibility of the aggressor (and focuses on women), 
being able to reach the minimization or even the denial of the violation [31]. In addi-
tion, women continue to live with the aggressor [32].
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“Marital duty” has been socially installed for centuries, influencing situations of 
abuse in several ways by not letting the individual say or hear “no”, as to allow a 
change the perception of a violence situation or understanding that there is such vio-
lence. In forced sex it is the woman who is blamed for not being sexually available 
each time the husband demands it [31]. That is why, in the words of Antonio Escudero, 
“violation within the couple represents an act of possession, and humiliation. It is the 
most violent physical contact legitimized by the couple relationship” [32].

4.2.6  Prostitution

The consideration of prostitution as a type of sexual violence (as well as the regula-
tion of prostitution itself) is a controversial issue that generates a great social debate. 
Those in favour of not regulating prostitution would deny the possibility of valid 
consent within such practice, claiming that prostitution is equal to violence against 
women, sustained in a framework of structural inequality. This type of violence 
could be seen as symbolic violence, but informally, associations are often made to 
label prostitution as a type of material, direct, physical or psychological violence 
[33]. On the contrary, certain sex workers in favour of its regulation and similar 
groups insist on the need to differentiate between trafficking and prostitution, and 
they consider that prostitution, when exercised freely, is not sexual violence. They 
place special emphasis on asserting the voice of women who engage in prostitution 
and on avoiding making victim-aggressor dichotomies.

The analysis of complexity of this discussion includes the definition of sexual 
abuse itself. Some approaches consider that if we stick to the desire and not the 
“consent” as a basis to establish whether there is assault or abuse, prostitutes would 
not desire the sexual relationship but would need and want the money they get from 
it. From this point of view, it could be considered a “paid violation” [34]. From 
another point of view, we could consider that in order for us to talk about sexual 
assault, it is not necessary that consent and desire do not coincide. Gimeno, a 
Spanish author who has studied the subject to the detail, points out that the great 
problem of prostitution is that it is an institution that teaches inequality [33]. We 
will look into the complexity of these ideas in the following section: “Current dis-
cussions on sexual violence”.

Regarding the impact of the different types of gender violence on women 
engaged in prostitution, a national study carried out in Germany in 2004 found that 
in the study sample of 1000 women, there were 110 prostitutes [35]. Of these, 82% 
had suffered psychological violence, 92% sexual harassment, 87% physical vio-
lence and 59% sexual violence. Zumbeck et al. conducted a study in Germany in 
2001 in 54 women engaged in prostitution: 70% and 68% were physically and sexu-
ally attacked, respectively [36].

There is also a thin line between prostitution and human trafficking, in which 
violence exists by definition, which further reveals this discussion. In a sample of 
women engaged in prostitution in Spain, it was found that a possible situation of 
trafficking for sexual exploitation was present in 80% of cases [37].
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4.2.7  Human Trafficking

Another way of exercising sexual violence is trafficking for the purpose of sexual 
exploitation. Not all human trafficking is meant for this purpose, but the majority is, 
53% according to the United Nations [38]. The Spanish Criminal Code defines the 
trafficking of human beings as “the capture, transport, transfer, shelter or reception 
of persons, including the exchange or transfer of control over such persons, when 
violence, intimidation or deception is used, or a situation of superiority or necessity 
or vulnerability of a national or non-national victim is abused, or when there is a 
delivery or receipt of payments or benefits to obtain the consent of the person who 
has control over the victim, with some of the following purposes: (a) The imposition 
of forced labour or services, slavery or practices similar to slavery, servitude or beg-
ging. (b) Sexual exploitation, including pornography. (c) Exploitation to carry out 
criminal offences. (d) The extraction of their body organs. (e) The celebration of 
forced marriages. There is a situation of need or vulnerability when that person has 
no other alternative, real or reasonable, than to submit to the abuse” [37].

This crime is not gender neutral, since human trafficking affects predominantly 
women and girls (96% of victims [39]), and of those arrested for human trafficking, 
only 28% are women [38]. In addition to that, the ways of exploitation applied to 
women tend to be more severe, especially those aimed at sexual exploitation. We know 
that, to this day, trafficking is one of the manifestations and consequences of inequality 
between men and women in their society of origin as well as in the host society [40].

4.2.8  Female Genital Mutilation

Female genital mutilation (FGM) comprises all procedures that involve partial or 
total removal of the external female genitalia or other injures to the female genital 
organs for non-medical reasons [41]. It is considered a violation of the human rights 
of girls and women and reflects the inequality between genders, deeply rooted in 
certain cultures. At the same time, since female genital mutilation is almost always 
carried out on children, it also constitutes a violation of rights of the child [42]. This 
practice involves an assault to the body and sexuality of women. It is now known 
that more than 200 million girls and women have been subjected to FGM in 30 
countries of Africa, the Middle East and Asia where this practice is highly concen-
trated [43].

4.3  Current Discussions on Sexual Violence

Sexual violence against women is currently a field of interest and concern world-
wide due to several international movements (#MeToo) and to the wider coverage 
of situations of abuse, harassment or sexual aggression that have been made public 
in recent times, being women’s voices more present than ever and with less fear 
from the public of a victim telling experience.
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This has led to an intense debate amongst different governmental and non- 
governmental organizations, women’s associations or gender experts, studying the 
complexity of this type of violence against women and taking some measures in this 
regard.

But we cannot stop here. Sexual violence has been made more visible, but data 
gathered from recent macro-surveys conducted on the general population is still 
alarming [18]. Even today there are deeply rooted beliefs with regard to women’s 
behaviour and the responsibility of being sexually assaulted, e.g. flirting when they 
do not want to have an intimate relationship, dressing provocatively, having many 
sexual partners, being under the influence of alcohol or wandering around dark 
alleys. In a multinational study, there was shocking data obtained: the percentage of 
women who stated that they had been victims of sexual abuse by their partner was 
between 10% and 50%; in all settings, some women reported being forced by part-
ners into sexual behaviours that they found degrading or humiliating; and in devel-
oping countries, there was a high percentage of forced first sex [27].

Some of the reasons argued to explain why a man sexually assaults a woman 
include the aggressor having mental problems, consuming alcohol and/or drugs, not 
being able to control their sexual drive, not considering their actions as sexual 
assault, a low educational level, having suffered sexual abuse during their own 
childhood, not accepting rejection by a woman, having the need to control women 
or enjoying sexually submitting women.

Despite all the explanations and myths that have been emerging throughout his-
tory, there are still many unanswered questions. Our intention now is to look into the 
root of this phenomenon from the point of view of the feminist theory.

According to Lola López Mondéjar [44], the sexual revolution of the 1960s 
brought with it the recognition of women’s right to pleasure, but androcentrism 
transformed it into a projection of male desire over them. The shaping of women’s 
own sexual desire has taken place under the gaze of men [45, 46], so that women’s 
attention does not revolve around the understanding of their own emotions, needs or 
interests but around the discovery of other’s needs in order to guarantee his love 
[47]. Hence, affective relationships are established as submission-domination from 
the start, endangering women’s subjectivity and coming into play the power of men 
over women [48, 49]. That position of power, in the patriarchal system in which we 
live, is not only established in the couple, but it could validate men taking advantage 
of women in different contexts, often when they are young, or helpless.

Beatriz Gimeno states that “sex is a place where socially constructed power rela-
tions are elucidated” [15], so that patriarchal sexuality is inherent to domination 
(conquest) and not so much with reciprocity or equality, making it possible for men 
to have the option of exercising power over women’s bodies, deciding whether to 
use it or not [50].

Following with the storyline, where there is no equality, seduction is under-
mined. In this context, current sexual relationships have been sold to us by patriar-
chy and neoliberal ideology as something absolutely individual and without any 
consequences, e.g. promiscuous, nonbinding, sporadic relationships, to which 
women have adapted for fear of losing men, looking old-fashioned or being alone 
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(which would be an unimaginable failure) [44]. To that concern we should consider 
that women could behave sexually as men would like and desire, making sex to 
focus on gratifying men.

Therefore, sexual consent seems to be specific for women and exclusionary for 
men. The hegemonic masculinity demands to calm a male sexual desire, taking 
advantage of any opportunity that women offer them. Women will be the target of 
that desire and will consent to it.

In our opinion and that of many female authors, consent must be voluntary, free 
and without coercion, deceit or fraud. It must be expressed in some way and 
acknowledged by the other or others, accepting verbally or nonverbally the willing-
ness to participate in that sexual activity. But the fact that sometimes consent is not 
clearly provided verbally opens up the possibility of “sexual misunderstandings”, 
revealing that consent transcends the will, intimacy or individuality. It is located on 
a thin line where sometimes a person can formally agree to have sex but does not 
really want to participate. The person agrees because of fear of the other person’s 
reaction or by the desire to please him or by the established bond [51].

In this context, acts of sexual violence, which the patriarchal system has arranged 
to hide and neglect, may occur. If there is no explicit violence, striking physical 
aggressions or significant intimidation by a stranger, many people think it is not an 
act of sexual violence [52]. The patriarchal ideology leads us to think that there are 
only sexual victims in the movies, when in fact the majority of cases does not cor-
respond to that model: there does not have to be resistance from women as violence 
is usually exercised by men known to the victims, relatives or friends, and it can 
happen anywhere and at any time of the day.

In this culture of inherited rape, it is considered that sex between men and women 
is always consented. If not, women could always fight back or show resistance 
(although studies have already shown that most victims may experience involuntary 
paralysis that “blocks” any active resistance, and out of fear and disproportion of 
strength, the response to the assault is passivity) [53]. Therefore the act committed 
by the rapist is concealed as if it was consented and sought after as part of the game 
of seduction, allowing the rapist not to take accountability for his act. That heteropa-
triarchal justification leads to the victim being queried and her story being chal-
lenged, assuming that she provoked him as if it was her desire and not from the 
victim’s view [54]. And in this well-consolidated androcentric network that 
encroaches all areas, the prejudices and gender stereotypes that occur in sexual 
violence are also replicated in the justice system. The victim must prove that she has 
been abused and justify why she submitted to the aggressors, losing the gender per-
spective and envisaging the victim as the culprit of the alleged facts.

This section must not end without a reference to pornography. Pornography can 
be the instructor, liberator and trigger of a behaviour [55]. It has been proven that in 
men who access pornography, and especially if it is violent, it could favour the 
appearance of sexual violence attitudes in their subsequent personal intimate prac-
tices [56]. To such an extent, some studies have shown that the probability of raping 
a woman in the future correlates with the consumption of all types of pornography 
[57]. The use of pornography and how it is currently understood change the beliefs 
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on sexual practices, normalizing and integrating acts that imply a sexual assault 
towards women or attitudes of submission by them during sex.

Therefore, as of today, although sexual violence can be made more visible 
through different public and/or private agencies and more women are willing to tell 
their story, report it or lose their fear of making sexual content decisions, the reality 
is that shaping or shattering the patriarchal beliefs in which we have built our own 
approach to sexuality is a much broader and more difficult task. Breaking with what 
the heteropatriarchy has taught men and women in affective and sexual dynamics 
and not being part of the neoliberal vision that swallows us is an obligation and a 
need for all, which involves, sometimes, deconstructing part of our identity to build 
a new one, in feminism, and thus being able to feel more sexually free and in a posi-
tion of real equality with our intimate partners.

4.4  Impact of Sexual Violence on Women’s Mental Health

4.4.1  The Starting Point

Addressing the effects that sexual violence has on women’s mental health from a 
gender perspective entails becoming aware of gender biases that mediate in the very 
definition of mental disorders and their causes. Medicine and other health sciences 
are not without ideology. On the contrary, they pose a powerful tool to transmit 
knowledge in terms of truth and objectivity, forgetting that health is also a meta-
physical concept [58]. Many of the myths of the patriarchy have been disseminated, 
reinforced and consolidated, using the authority of medicine. That is why any mani-
festations, symptoms and mental disorders that are related to sexual violence and 
that we will try to describe below cannot be dissociated from the cultural, social and 
political context in which they are expressed.

According to Judith Herman [59], the history of the study of sexual violence 
trauma can find its origin in the study of hysteria. It was Sigmund Freud who, listen-
ing to the repeated stories of sexual abuse and aggression from women attending his 
practice, concluded that hysteria was caused by premature sexual experiences of a 
traumatic nature. However, shortly after he abandoned this theory claiming that 
those stories were false and framing them as fantasies. It is also known that in his 
first records of women who reported sexual abuse by their parents, he hid their per-
sonal details and changed them to unknown or distant persons [7]. Judith Herman 
explains that Freud’s conversion when abandoning his traumatic theory of hysteria 
was a consequence of social pressure. Having supported the traumatic theory of 
hysteria would have meant accepting the sexual domination to which women and 
children were exposed on a daily and continuous basis [59].

This traumatic reality would once again be recovered and studied by feminist 
movements. In 1980, the psychological syndrome observed in sexual violence 
female victims begins to be considered equivalent to post-traumatic stress disorder, 
which had already been identified in war veterans.
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4.4.2  Psychological Reaction During Sexual Assault

Mason et al. analysed psychological reactions during the sexual assault in a study 
published in 2013 [60]. On the one hand, the psychological response triggered by 
the attack corresponds to the way in which the human system generally responds to 
a threat: fight, flee and freeze.

The reaction may differ, and there is no single way of reacting when trying to 
prevent or control the attack. Women apply different strategies [60]:

 – The perception of danger may allow women to escape and prevent rape.
 – When facing the assault, one can try to fight him, distract him, threaten him, 

mock him and calm him down.
 – Not to show resistance as a way to protect oneself from possible harm. Here, 

when sexual assault is imminent, the main goal is to stay alive.

As a result of excessive fear, mechanisms of dissociation may be activated, 
such as depersonalization or derealization, which can have different outcomes: 
not knowing what is happening, making choices that are not consciously decided, 
time or sensory alterations and increasing the probability for an individual to 
develop a post-traumatic stress disorder (PTSD). An additional consequence from 
dissociation is that memories are altered, being more likely that the events are 
stored as implicit memories, described as more emotional, sensory and uncon-
scious [60].

During the violation, women also suffer an attack on their identity, because they 
stop being considered as individuals [31].

According to numerous studies, dissociation is one of the factors more often 
associated to the development of post-assault symptoms [60].

4.4.3  Psychological Effects Following Sexual Assault

Reactions following rape may also vary. On the one hand, there are those who need 
to share it, report it and/or ask for help, whilst other women decide to keep it for 
themselves [31], even though each experience and way of reacting is unique [61].

Immediate psychological reactions to sexual assault may include feelings of 
shock, denial, fear, confusion, anxiety, panic, phobia, withdrawal or guilt. Sleep and 
eating disorders may also occur [62]. Apparently the more intense the psychological 
reaction after the assault is, the greater the probability that the symptomatology will 
be maintained over time [8].

Women may experience a wide variety of feelings after suffering sexual assault. 
Fear, shame and anger are amongst the most prominent feelings. Feeling of guilt 
and sense of guilt are also common.

The most frequent fears according to the literature are being alone and fear of 
strangers, of going out, of darkness, of the reaction from close people, of loneliness, 
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of testifying in a trial, of not being believed and of becoming pregnant or infected 
with a sexually transmitted disease. Those fears are replicated months later as a feel-
ing of vulnerability [63].

Problems with sex may also appear. The most frequent difficulties in the sexual 
sphere according to research are fear of sex and loss of libido [63]. Other women 
may increase the frequency of sexual contacts without an increase in sexual satis-
faction [63].

Another usual consequence is the desire for revenge against the aggressor, which 
has been related to the hatred of the damage generated by the aggressor and the 
impossibility of changing what happened. The underlying defence mechanism 
would be empathizing with the aggressor by means of which there is a reversal of 
roles where women put themselves in the place of the aggressor with the aim of 
doing to him what he did to her [31].

A branch of research on this field has investigated the connection between expe-
riencing sexual violence and having additional mental disorders [60, 62]. Thus, 
researchers have found an increased risk of suffering from depression, substance 
abuse, anxiety disorders, panic disorder, eating disorders, obsessive-compulsive 
disorder and bipolar disorder [63]. Of them all, post-traumatic stress disorder 
(PTSD) has been considered as the clinical presentation that is more compatible 
with the symptoms that persist in time after suffering a sexual assault [63].

According to various studies, sexual violence is the type of trauma more predic-
tive of the development of PTSD [62]. In fact, in the latest edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-V) by the American Psychiatric 
Association [64], sexual violence is explicitly mentioned as one of the types of 
traumatic event that are required to make the diagnosis. This clinical picture is char-
acterized in the DSM-V, by four symptom clusters: the intrusive symptoms associ-
ated with the traumatic event, avoidance, alterations in cognition or mood and 
numbing and hyperarousal.

With the passing of time, women shall try to resume normal life, although many 
of the described difficulties may persist. One of the symptoms that most commonly 
persists it is the feeling of vulnerability [63].

A meta-analysis conducted in 2017 concluded that sexual assault is a risk factor 
for multiple types of psychopathology [65]. That would prompt to direct the clinical 
approach to trauma-based interventions rather than looking at treatments for spe-
cific disorders.

Susana Velázquez [31] suggests that the onset of some effects or others would 
depend on the psychological status the women had throughout the rape, the capacity 
for conscious and unconscious resistance and the social and family support. Along 
these lines, it is believed that the response received by women from their environ-
ment is one of the most influential factors on the severity of the symptomatology 
following trauma [31]. Reactions such as ignoring or not acknowledging the vic-
tim’s experience and blaming her for it can worsen the clinical picture and hinder 
recovery [62].
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4.4.4  Psychological Effects of Sexual Violence Within the Couple

Sexual violence within the couple or by a well-known person is described as more 
traumatic than that exerted by a stranger [60]; however, there are some studies 
which conclude otherwise [65]. In any case, when women are raped by a known 
person, their circle of trust feels questioned. Sexual violence within the couple is 
often accompanied by other forms of violence. Along these lines, women who suf-
fer sexual violence together with other forms of mistreatment by their partners are 
found to have a higher prevalence of PTSD and greater emotional distress, than 
those who do not suffer sexual violence [66].

It has also been devised that sexual violence within the couple is associated with 
greater severity of depression, suicidal ideation, numbers of attempted suicide and 
negative body image when compared to women who do not suffer sexual violence 
or women who have suffered sexual violence outside the couple [66].

Within the context of a couple, women may believe they are not being victims of 
rape, considering sex as marital duty. This would help normalize coercion and sex-
ual violence [31]. As we previously discussed, sexual violence within the couple 
remains quite invisible and often goes unnoticed by professionals.

4.4.5  Child Sexual Abuse and Effects on Mental Health

The consequences for child sexual abuse (CSA) victims on their mental health are 
diverse, ranging from severe psychological sequelae to the absence of negative 
effects [67, 68].

Evolutionary development has tried to understand this heterogeneity in the psy-
chopathology associated with CSA, both in childhood and adulthood. For instance in 
a review which discusses incest, the following relevant conclusions were made [68]:

 – The majority of victims of incest face (a) physical and psychological trauma 
from real sexual experiences; (b) prolonged periods of apprehension, guilt and 
fear between sexual contacts; and (c) the loss of a relationship of trust with an 
important person close to them.

 – In the case of babies, it is considered unlikely that they can understand the inap-
propriateness of sexual acts perpetrated against them, but both the physical 
trauma and penetration attempts have consequences on them. Likewise, abuse 
undermines physical integrity and also their basic trust in caregivers, in a devel-
opmental stage where there are no symbolic resources to explain what is happen-
ing around them.

 – In the preschool years (2–5  years old), there have been discussions around 
whether the level of development protects against abuse or poses a greater risk; 
however, the conclusions from the research seem to point more to the idea of a 
negative impact on the personality development, arguing that at this age, girls are 
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already aware of the rules and social roles, so their noncompliance will generate 
anxiety. In addition, victims resorting to mechanisms of denial and dissociation, 
avoiding situations of abuse and asking for help in the presence of confusion, 
guilt, shame and fear, pose a major challenge. Many of these situations can be 
detected by girls showing a precocious knowledge of sexual activity.

 – Between 7 and 9 years of age, sexual abuse poses a threat to gaining social expe-
rience and feelings of competence, as insecurity can make it difficult to establish 
friendship and to seek social support. At this stage, denial and dissociation are 
less common but may still appear.

 – In adolescence, the personality and identity formation and integration can be 
clearly threatened. Abuse after puberty seems to be associated with a lower risk 
of severe adult psychopathology than when it occurs at a younger age.

 – In adulthood, women who have suffered CSA may find it difficult to perform 
certain roles, such as having couple relationships or being a mother. Also sexual 
relationships can be affected through different challenges such as communicat-
ing with their partner, expressing limits or experiencing arousal. By having chil-
dren, forgotten aspects of trauma can be revived, especially when they reach the 
age at which CSA occurred.

If the victim resorts to denial and dissociation, the psychopathology will be more 
serious [68]. However, CSA victims are more likely to present with anxiety, inap-
propriate sexual concerns and behaviours, anger, guilt and shame throughout their 
lives [67].

CSA has also been associated to the presentation of various clinical conditions in 
adulthood [67, 69]. Studies have found a significantly higher prevalence in adult-
hood of sexual dysfunction [70, 71], depression [72], suicide attempts [73], border-
line personality disorder, multiple personality disorder, somatization disorder, 
substance abuse and food disorders [67].

Simultaneously, it is common for CSA victims to receive different diagnoses 
throughout their lives without naming and recognizing such trauma they experi-
enced. [59]. The traditional lack of attention of psychiatry to the history of sexual 
abuse in girls has been pointed out by several authors [59, 74] and appears to have 
been slightly mitigated with the momentum that the study of trauma has recently 
gained.

Similarly, research indicates that women victims of CSA are more vulnerable 
to further victimization in adulthood, i.e. they may suffer again sexual violence 
[67, 69] but also physical violence [75, 76] to a greater extent than other women 
who have not suffered CSA. Some studies have questioned the possible factors 
and/or mechanisms associated with further victimization in adulthood, noting 
interpersonal issues, poor skills when identifying risk, dissociative experiences, 
substance use [76], impulsivity [68], the difficulty to differentiate when and how 
to trust another person [68] and high-risk sexual behaviours [67]. Judith Herman, 
for her part, associated further victimization in adult women who have suffered 
sexual abuse in their childhood with the difficulty to acquire proper defence 
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mechanisms together with other post-traumatic consequences [59]. Following this 
line, it is noted that women with a history of CSA are also more prone to depres-
sion, PTSD, substance abuse and attempted suicide following further sexual 
assaults in adulthood [63].

4.4.6  Sexual Abuse and Borderline Personality Disorder

The relation between childhood trauma and borderline personality disorder is par-
ticularly controversial and has raised great interest from researchers in recent 
years [77].

Research results generally concur that childhood sexual trauma constitutes a 
non-specific risk factor for borderline personality disorder (BPD) [78–81]. However, 
the results are not conclusive with regard to the directions of child sexual abuse, 
personality traits and personality disorders [82].

A fairly recurrent aspect in those studies is the role of dissociation in borderline 
personality disorders. In general, the development of pathological dissociation is 
associated with CSA, just as there is a clear relation between dissociative disorders 
and CSA [79]. Some authors propose that, if borderline personality disorder falls 
into a category associated with trauma, it must be featured by some form of disso-
ciation [83]. This way, sexual abuse could be a relevant causal factor for the disso-
ciation experimented by certain women with borderline personality disorder, but it 
would still be a factor amongst many [79].

Many studies suggest the use of alternative, more transactional and integrative 
models that would allow accounting for the complexity of the relation between hav-
ing suffered sexual abuse and any subsequent psychopathology [84]. The theory of 
structural dissociation of the personality by Van der Hart et al. [83] points into this 
direction and proposes that genetic predisposition, early attachment and early 
trauma would be factors that converge to a greater or lesser extent in the develop-
ment of borderline features.

4.4.6.1  Psychosis and Sexual Abuse
There have been fewer studies on psychosis and the incidence of social factors, 
although it seems to have gained momentum in recent years. A review by Read et al. 
showed evidence that childhood trauma is a causal factor for psychotic phenomena 
and especially for hallucinations. Specifically, several of the studies analysed in this 
review noted the relationship between child sexual abuse and psychosis [85]. In a 
previous review in 2005, similar results were found [86]. In order for these results 
to be explained, several theories take into account the findings of the effects of 
trauma on neurodevelopment and cognitive processes, dissociation and attachment. 
In terms of sexual violence, the conceptualization of hallucinations as dissociative 
symptoms may be found interesting. These theories state that within a dissociative 
mind, thoughts, feelings, memories, wills and behaviours that intrude upon the 
executive function of self may trigger different psychotic experiences [86].
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Along these lines, Sitko et  al. observed a strong association between sexual 
abuse and the presence of hallucinations regardless of the attachment style. They 
also found a relationship between rape and hallucinations when there was an anx-
ious attachment [87].

The possible relationship between suffering sexual abuse and the content of the 
delusions and hallucinations has also been discussed. A recent study conducted 
from a phenomenological angle studied, with a first-person perspective, seven 
women victims of psychosis who had suffered sexual abuse, finding that the psy-
chotic experiences they described as hearing voices or paranoia were characterised 
by a tone of general condemnation for wrongdoing and made reference to the sub-
ject of sexual abuse [88].

On the other hand, there is evidence that women diagnosed with severe mental 
disorders have a higher risk of suffering sexual violence [89].

4.4.7  The Reality of Trauma and Its Diagnosis

Due to the wide range of responses generated by sexual violence, there is a risk of 
mistaking the psychosocial consequences of trauma with diagnostic entities [31]. 
With regard to this idea, Judith Herman [59] has called for attention from the mental 
health field to their trend to associate situations of abuse with previous psychopa-
thology of the victims, instead of transposing their symptoms as responses to abuse. 
Similarly she has pointed out the limitations of the classic diagnostic categories, 
including post-traumatic stress disorder, when reflecting the reality of victims who 
are exposed to continuous trauma over time, particularly when accounting for any 
changes that their personality may go through. This type of trauma would be more 
unique to sexual abuse, sexual exploitation or sexual violence within the couple. 
Judith Herman proposes an alternative diagnosis: “complex post-traumatic stress 
disorder”. This entity includes manifestations that do not appear in the classic post-
traumatic stress disorder such as suicidal impulse, self-injury and alterations in the 
sexual sphere, in perception of the perpetrator, in relations with others and in sys-
tems of meaning.

Just like some authors [59, 83], we believe that the reactions of girls and women 
to sexual violence are, primarily, strategies they were able to implement in order to 
survive and adapt to the horror and failure of a society which has been unable to 
protect their rights. All those women have a story to tell.

4.5  Reflections on Intervention: Effects on Therapists

The goal of this chapter is not to deepen into the different models of intervention in 
sexual violence; however, we will offer a brief observation on them.

Healthcare centres can be the first point of call for victims of sexual violence. 
More often than not, the initial contact and the quality of care from these centres 
determine the future health of the person who suffered sexual abuse or assault, 

A. San Vicente Cano et al.



101

although there are still ideological and attitudinal barriers that lead to mistakes 
going from detection to the lack of awareness of the emotional state of the victim 
[90]. Hence, it is crucial that all those healthcare professionals who identify, assess 
and conduct any treatment in this situation receive training in gender bias and 
trauma, which accommodates the different experiences from people who suffer this 
kind of violence.

Regarding mental health interventions, it is necessary to differentiate between 
the approach in adults who have suffered sexual abuse either in childhood or in 
adulthood and children victims of CSA. Certain authors point out that in CSA, not 
all victims require direct psychological treatment and that, in some cases, the ther-
apy could imply a second victimization. From this point of view, therapy would be 
indicated based on the severity of the child’s psychopathological alterations and 
their degree of adaptation. Those same authors state that, in other cases, the role of 
healthcare therapists may be limited to serving as guidance and support to the fam-
ily and assessing the child’s development [91].

From another angle, a review by Vallejo and Córdoba [92] conducted on CSA 
victims and sexual abuse in adult women points out that the sooner the therapy is 
initiated following sexual abuse or assault and the initiation of therapy, the better the 
outcome in symptoms such as depression, anger, dissociation and loneliness. These 
authors consider that factors such as discrimination and blaming the victim, not 
being aware of the effects of trauma, or non-positive therapeutic bonds, amongst 
others, may trigger minimizing the possibilities of accessing a treatment that may 
help the victim reduce the negative consequences of trauma and prevent it from 
repeating or prevent violence from going on [91].

Similarly, several authors agree that in terms of intervention in victims of sexual 
violence, it is important to count with the support of a multidisciplinary team and 
combining different therapeutic modalities [93–95]. Research shows that comple-
menting therapeutic and pharmacological interventions, in severe cases of sexual 
abuse associated with PTSD, helps improve the symptoms [91]. It is crucial to keep 
in mind that whenever pharmacotherapy is used, a parallel psychosocial interven-
tion should be carried out [96].

Regarding group psychotherapeutic interventions, a study compared the efficacy 
of systemic versus psychoanalytic group psychotherapy in CSA adult women. They 
observed that both managed to improve the quality of life, reduce psychopathologi-
cal symptoms and improve global functioning of patients [97]. In another study 
evaluating the efficacy of cognitive-behavioural therapies, exposure therapy 
appeared to be effective in the treatment of PTSD, performed together with cogni-
tive work and interpersonal psychotherapy [98].

Both in sexual violence in adult women and in other types of gender violence, 
one of the most known and cited programmes in research is the one posed by psy-
chologist Leonore Walker. She names it “Survivor Therapy Empowerment Program” 
and focuses on civil rights, trauma theory and feminist theory [99].

Importantly, in any intervention used, we must consider the risk of re- 
victimization. The structure of therapeutic settings implies an inequality of power 
between the patient and the therapist, where inequalities of gender, race and social 
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class, amongst others, might also be added. Therefore, we as therapists run the risk 
of not lending credibility and, directly or indirectly, imposing socially legitimated 
beliefs, attitudes or behavioural patterns that may lead to a new victimization. In 
order to prevent this, we consider it imperative for therapists to be aware of our 
privileges, beliefs and values and to review our position when we read and interpret 
our patients’ stories and experiences and review the response (verbal or non-verbal) 
that we provide them to avoid them falling into any form of apparently subtle vio-
lence, in a context of extreme vulnerability.

4.5.1  Effects on Therapists

Assisting victims of sexual violence implies a dynamic that affects the psyche and the 
belief system of the therapists who work with them. Many of those effects are com-
mon to those experienced by people caring for victims of other types of interpersonal 
violence. As described by Judith Herman, certain aspects of traumatized people, such 
as inactivity and helplessness, being trapped in the past, depressive symptomatology 
which is resistant to therapy, physical complaints and/or the anger they manifest, usu-
ally generate frustration in people around them, including therapists [59].

When working with trauma survivors, therapists usually experience what is 
defined as “countertransference”; according to Herman, “in the role of witness to 
disaster or atrocity, the therapist at times is emotionally overwhelmed. She experi-
ences, to a lesser degree, the same terror, rage, and despair as the patient” [59]. It is 
also common for the therapist to revive any personal traumatic experiences of vio-
lence that they may have suffered in the past [100].

To conclude, we want to highlight the need for therapists who witness and work 
with victims of sexual violence and other interpersonal violence, to pay attention to the 
effects and feelings that this situation causes on us and the defensive strategy we bring 
into play in order to protect ourselves from those effects [101]. Here we agree with 
Judith Herman on the importance of having an ongoing support system for the thera-
pist. Just as no survivor can recover alone, no therapist can work with trauma alone.

4.6  Discussion

Throughout this chapter, we were able to corroborate, based on the data we reviewed, 
that sexual violence against women is not a recent and more frequent problem in our 
current society. Although this phenomenon gets more media coverage nowadays 
and it keeps ringing in our ears, it is a universal and invisible reality that goes back 
to ancient times, taking place in different ways according to historical changes 
occurring in the systems of domination of women.

At present, sexual violence is perceived as an attack on the integrity and identity 
of women, and its physical and psychological consequences are recognized. But 
there is still a long and difficult road ahead in order to deconstruct the hegemonic 
patriarchal model and thus being able to change the conception of women’s bodies 
and sexuality. This would require a revision of the current masculine identity 
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construction, which it is translated into power and being fuelled by a culture of lei-
sure and pleasure where asymmetric relationships between men and women are 
perpetuated.

From a real inequality perspective, sexual violence against women may be exer-
cised at different stages of life, in different contexts and in different ways, with the 
patriarchal ideology being responsible for minimizing or denying certain violent 
behaviours by redefining them as consented. We consider it interesting to address 
topics such as love, sex, consent, pornography or prostitution, and we wonder 
whether the patriarchal sex industry might not have turned any aspirations of diver-
sity, respect and reciprocity, into a modern and complete line of business that recre-
ates and reinforces the inequality between men and women.

Along these lines, manifestations, symptoms and mental disorders associated to 
sexual violence cannot therefore be dissociated from the cultural, social and politi-
cal context where they happen, where women are victims of an attack on their own 
identity and subjectivity. As a result of the psychological trauma caused by sexual 
violence, different mechanisms and/or disorders may be activated, which, according 
to the literature, show limitations when reflecting the reality of the victims who are 
exposed to this type of trauma continuously and repeatedly.

Hence, it is crucial that all those healthcare professionals who identify, assess 
and conduct any treatment in this situation receive training in gender bias and have 
a feminist perspective that embraces the experiences of women who suffer this or 
any other type of violence. Considering essential, in addition, that professionals 
work as a team, trying to minimize the traumatic countertransference with the sup-
port of colleagues and external supervision, channelling any emotions that are 
brought into play during therapy.

Following our analysis of the literature and looking at where we are now and 
how we should progress in terms of sexual violence against women, we come upon 
a reality in which there is still much to be done:

We suggest the need for a gender equality education that begins as soon as we are 
born, in which symmetrical, respectful and tolerant relationships are built, and 
where sexuality can be integrated without the constructs of domination and power, 
both genders gaining access to their desire and pleasure in an egalitarian way.

From our point of view as mental healthcare professionals, we deem it necessary 
for our colleagues to receive training from a gender perspective, not forgetting about 
the patriarchal system that exerts a considerable influence on us when interpreting, 
listening or preparing the victims’ therapies.

Lastly, we consider it relevant that the management of victims of sexual violence 
is carried out with the greatest possible care at all levels (healthcare, judicial, social, 
family), refining certain procedures that lead inevitably to new victimization of 
women and hinder the recovery process.
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Abstract
Traumatic events can cause deep wounds in the physical, emotional and psycho-
logical experience of the situation. The experience of traumatic events has been 
identified as a risk factor for the development of a large number of psychiatric 
disorders, between them, PTSD, eating disorders, depression and psychosis. In 
fact, in individuals suffering from severe psychiatric disorders, childhood trauma 
is reported at a much higher rate. In this chapter, we will try to review the differ-
ent dimensions of the suffering and emergence of trauma in holistic, gender- 
sensitive and integrated ways. The body is the epicentre of trauma in its individual 
experience, identity impact and excruciating remembrance of the event. Yet 
sociopolitical contexts and their ruptures also inhabit the human body: violence, 
poverty, abuse and oppression. Thus, understanding trauma requires giving spe-

You cannot imagine you would ever do /You are going to do bad 
things to the children/you are going to suffer in ways you have 
not heard of /you are going to want to die…./I say /Do what you 
are going to do, and I will tell about it.

Sharon Olds. The gold Cell.
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cific attention to the sociocultural fabric in which the wound is inscribed and 
suffered. In the first part of this chapter, we will approach to the historic perspec-
tive of the origins of trauma, trying to define the elements around this complex 
concept. In the second part, we will consider from a holistic integrative biopsy-
chosocial perspective the biological and psychopathological aspects that may 
emerge after a traumatic event.

5.1  Introduction: A Brief History About Hysteria 
and Trauma

The concept of trauma has been ubiquitously defined throughout human history. 
Body images have been deconstructed and reconstructed in the course of the 
centuries. To understand the history of trauma, we must go further back in time, 
when neurologist Jean-Martin Charcot carried out the study on hysterical women 
in Salpetriere Hospital, France. This condition was largely considered a women’s 
disease which presented a wide variety of symptoms, including amnesia, paraly-
sis states and sensory loss. Charcot was the first of his generation to understand 
that these symptoms stemmed from a psychological nature rather than a physio-
logical one and, more importantly, that the effect of traumatic events could 
induce those states. But despite his discoveries, he had little or none interest in 
these hysterical women’s inner lives. Years later, some of Charcot’s successors 
like Pierre Janet or Sigmund Freud tried to overcome his work by demonstrating 
the cause of these hysterical symptoms. It was by the mid-1880s when Janet and 
Freud, yet almost at the same time, came to the conclusion that hysteria was a 
condition caused by psychological trauma. Those traumatic experiences (such as 
rape) could cause unbearable emotional reactions which resulted in an altered 
state of patient consciousness that, in turn, induced these hysterical symptoms. 
By 1896, Freud made a discovery from his talks with his patients that would 
become a milestone in understanding the underlying causes at the origin of his 
patients’ symptoms [1]:

I therefore put forward the thesis that at the bottom of every case of hysteria is one or more 
occurrences of premature sexual experience, occurrences which belong to the earliest years 
of childhood

Since the Belle Époque of hysteria and hypnotism, the study of hysteria changes 
dramatically by the discovery that those events not only occur in the lower strata of 
the society but also in bourgeoisie and aristocracy. The atrocities exposed by those 
women’s reports were unbearable and, as a consequence, relegated the study of 
hysteria and trauma to a state of “denial and oblivion”.

As said by Judith Herman in her book, Trauma and Recovery, there is continuing 
controversy on trauma and memory [2]:
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The study of psychological trauma has a curious history –one of episodic amnesia. The 
study of psychological trauma does not languish for lack of interest. Rather, the subject 
provokes such intense controversy that it periodically becomes anathema

Following Herman Freyd points out “among the traumatic events that result in an 
intense controversy that periodically becomes anathema, sexual abuse of children 
seems to be the most revolutionary” [3]. Very often, societies protect themselves 
from pain and suffering through oblivion, but as it happens, in some cases, the best 
way to forget is through memory and the conscious and emotional recognition of 
the event. While preserving the memory in the past, we displace the painful engrave-
ment of the event. The stories can be used to empower and to humanize people, but 
they can also humiliate and broke the dignity of those people affected [4].

Depending on the sociopolitical and cultural context of the moment, the study of 
trauma is oblivious or denied. In our social and political moment, the ongoing debate 
on the concept of psychic trauma is still in force, and the notion has been changing 
with the international classifications in the DSM and the ICD throughout its editions 
and revisions. To date, there is not a universally accepted definition of trauma.

Related to trauma, the body has an important role. The body is often referred to 
as a thing intersected by society, biology, subjectivity, history, etc. Etymologically, 
the notion of intersection takes us to cut, to node, to section and to sword. The act 
of intersection as a concept about the body pierces its image of inscrutability. The 
body penetrated by trauma will no longer be a mere bearer of signs and symptoms; 
instead, it will be able to capture sense and create meanings to be integrated in its 
identity. In phenomenology, the corporeality is the lived and living body: “The 
world is not what I think but what I live through” [5].

Nevertheless, in Western societies, the body has been and is undervalued against 
the pureness and overvalued reason, most of them in a moral sense, but still not giv-
ing way to Je sens, je pense en dedans de moi. Excessive expressiveness and body 
movements are left in the powerful hands of oblivion, and symptoms become central. 
The body is extremely hierarchized in our culture as an image, a flat image that 
ceased to be volume to become a glowing silhouette highlighted in the screen, but 
with no subjective lived events. In trauma, silence is broken in giving way to the lived 
body. In the diverse contributions to the concept of trauma, aspects related to corpo-
rality as the most lived experience of the traumatic event are not always included.

Following the biopsychosocial model, we know that the diverse environmental 
and sociocultural aspects are risk factors in psychopathology and that they manifest 
complex interactions with neurobiological elements, which frequently are directly 
connected to gender. In trauma, when we consider the experience of traumatic 
events, this panorama is maximized and sociocultural factors such as the absence of 
social support and family’s exposure to violence are in this context, determining. 
Thus, and as described in the literature, women are more likely to be exposed to 
some harmful environmental aspects causing the development of the disorder (sex-
ual abuse), while men are more likely to be exposed to other factors (physical 
abuse).
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In this chapter, we will try to review the different dimensions of the suffering and 
emergence of trauma in holistic, sociobiological, gender-sensitive and integrated 
ways. The body is the epicentre of trauma in its individual experience, identity 
impact and excruciating remembrance of the event. Yet sociopolitical contexts and 
their ruptures also inhabit the human body: violence, poverty, abuse and oppression. 
Thus, understanding trauma requires giving specific attention to the sociocultural 
fabric in which the wound is inscribed and suffered. It means reviewing integrating 
models in which the diverse dimensions of suffering are considered, gathering the 
much-heralded but less-performed psychosocial approach to health [6].

In the first part of this chapter, we will approach the historical elements sur-
rounding the concept of trauma considering corporality and its gendered embod-
ied reality. In the second part, we will approach the concept of trauma from a 
holistic- integrative perspective around the extensive disruption that occurs in 
identity and in corporeality. The psychopathological conditions that may emerge 
after a traumatic event are many and varied; even though we will not attempt to 
cover them all, we will try to give an approach to two of the expressions more 
affected by gender: somatization and self-harm. In parallel, these two expressions 
are closely related to early sexual abuse, a particular form of psychic trauma. 
Finally, we conclude with some sociobiological considerations related to the 
exposure to traumatic events.

5.2  Concept of Trauma

Trauma can be defined as an unbearable experience for a person’s cognitive and 
emotional patterns. In fact, trauma poses a challenge for the identity of the individ-
ual, as it questions the relational world of the subject. [7]. To approach and under-
stand the concept of trauma, we must consider as described by Carlson and Balenger 
[8] the three identifying features of traumatic events. Those inner characteristics are 
the negative valence of the experience, the lack of uncontrollability of the situation 
and the suddenness.

• The negative valence refers to the experience of the perception of the event as 
negative. Although the valence of an event is something subjective, death of a 
loved one or physically painful events are almost considered in all cultures as a 
negative experience.

• The lack of controllability, the perception which determines the magnitude of the 
experience. It is important to note that the uncontrollability of an event must 
reach a certain threshold to cause traumatization and is variable across 
individuals.

• The suddenness is considered as the core characteristic of a traumatic event. 
The suddenness of an event is an essential part of what makes and experience 
traumatic. Events that involve imminent threat of harm are more likely to 
cause overwhelming fear than experiences involving danger that is not 
imminent.
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Because the considerable effects of traumatic experiences have negative effects 
on physical and emotional health, the prevalence of traumatization following such a 
traumatic experience is not seen in the vast majority of population. Recent studies 
have brought to light that general population, at least, has been exposed to one trau-
matic experience in their lifetime, with a range variety between studies from 28 to 
90%. Frequently, as reported by those studies, the most common events being con-
sidered as a traumatic experience are the unexpected death of a loved one, motor 
vehicle accidents and being mugged [9].

Despite that, there are other sociocultural factors that are poorly understood or 
not investigated, such as gender, socioeconomic status, race/ethnicity or age. In 
2016, Benjet and his colleagues [9] performed an epidemiological analysis of the 
presence of traumatic experiences worldwide. They looked up for more than 29 dif-
ferent types of traumatic experiences in a sample of 68.894 adult respondents across 
24 countries. The results were impressive: over 70% reported at least a traumatic 
event during their lifetime, and 30.5% at least reported four or more traumatic expe-
riences. Finally, analysing the socio-demographic predictors of traumatic exposure, 
they discovered that females were more likely than males to be exposed to intimate 
partner/sexual violence (OR = 2.3) [9].

To understand the concept of trauma, there are different itineraries to approach 
traumatic pathology, but not all of them consider one important part of experiencing 
a traumatic event: the corporal dimension.

In fact, not all the traumatic events cause a similar impact, nor they are associated 
with a similar symbolic significance. Thus, traumas responding to extreme experi-
ences are hardly classified in the post-traumatic stress disorder (PTSD) diagnosis, in 
that they will have devastating consequences on the psyche, in the corporal experi-
ence and, as a result, in the being-in-the-world.

PTSD has attracted controversy since its introduction in 1980 as a psychiatric 
disorder in the third edition of the American Psychiatric Association’s (APA) 
Diagnostic and Statistical Manual of Mental Disorders (DSM III). Since then, there 
have been subsequent changes, modifications and criticisms from the original clas-
sification of PTSD firstly allocated in the anxiety disorders section (avoiding or 
relegating the importance of some experiences such as guilty, shame or anger fol-
lowed by a traumatic experience). The most polemical argument is concerning the 
definition of trauma or even whether it is a valid diagnosis itself.

As described by Judith Herman in 1992 [10], she defines these disorders as 
DESNOS (disorders of extreme stress not otherwise specified) or complex 
PTSD. This syndrome is defined in three dimensions: symptomatology, character 
traits and vulnerability to repeat harm [2]. In this way, PTSD in its definition of 
consequence of a traumatic event is distinguished from the chronic trauma associ-
ated with extreme horror, such as prolonged domestic violence.

The introduction of this frame expanded the diagnostic criteria in order to dem-
onstrate the profound changes and transformation of the personality experienced by 
persons exposed to this extreme traumatic experience.

Attending to those new changes introduced in the definition of PTSD in the DSM 
V, some scientists have pointed out that the criterion A of PTSD, “exposure to a 
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traumatic event”, is too inclusive [11]. As described by Pai and colleagues, not all 
stressful events involve trauma itself. Stressful events not involving an immediate 
threat to life or physical injuries or psychosocial stressor, such as complicated 
divorce or a repentant job loss, are not considered trauma under this definition [12].

In contrast, although not being conceptualized in the DSM, there is a category in 
the ICD-10 titled “enduring personality change after catastrophic experience”.

Thus, among the symptoms included, there is a broad range of bodily symptom-
atology (not present in PSTD) such as diverse forms of somatization (chronic pain 
and digestive, conversion, sexual and cardiopulmonary symptoms) as well as an 
alteration of the affects and impulses, which implies, inter alia, self-destructive 
behaviours. In many cases, the patients experience continued headache, heartburn 
and urinary infections [13].

PTSD is defined as the exposure to a traumatic event leading to re-experiencing 
symptoms (corresponding to the reliving of the traumatic event: images, thoughts, 
dreams, etc.), avoidance behaviours, increased arousal in the forms of irritability, 
hypervigilance, concentration problems, etc. However, the DSM-IV lacks a broader 
definition on the types of trauma, so that any event resulting in “death or threats to 
life and limb” was included. The DSM 5 [14] clarifies that a traumatic event may be 
threats or death, serious injury or sexual violence. This is the first time sexual vio-
lence appears specifically acknowledged as a traumatic event.

A lot has been written about the definition of trauma in its two essential compo-
nents: as an extreme striking event and as the human response to that event. The 
DSM-IV required a response accompanied by intense fear, helplessness or horror, 
not accepting the exposure to a traumatic event as a cause of the disorder.

Nevertheless, regarding the diagnostic criteria in the DSM-5, the criterion A2 
involving “intense fear, helplessness or horror” has proved to have little utility in the 
diagnosis, and thus, it has been eliminated. The authors point out that the response 
to trauma, apart from terror or fear, may include dysphoric mood, anhedonia, nega-
tive thinking, dissociative symptoms and so on. The variability of human behav-
iours and expressions for distress were the reasons to drop A2 criterion in trauma 
definition.

There remains strong controversy on this subject, given that it has been demon-
strated that in traumatic events involving physical integrity such as armed or 
unarmed rape, the self-perception of menace is the best predictor of PTSD symp-
toms [15]. Although the incidence for traumatic events is higher in men, studies 
have demonstrated that women have a double risk for developing PTSD [16] and 
present a lower rate of symptom remission.

From a pure phenomenologist perspective, some reflection could be considered 
in PTSD diagnosis of the multiplicity of the human response to trauma and its heart- 
rending experience and the bodily experience in the traumatic event [17]. In the 
following excerpt by the Auschwitz survivor Jean Améry (1912–1978), we approach 
the most humane regard of a violence and torture victim. The body, as an intimate 
territory, is penetrated by the monstrous, the vile and the evil. The lived body is the 
fuel for the visibility of a soul tormented to suicide.
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The crimes committed in Auschwitz I and Birkenau during the Nazi regime in 
Germany overpass the limits of human cruelty. As described by Améry, all the atroc-
ities committed marked a before and after not only in history but also in the lives of 
millions of people.

The real horror began, however, when the SS took over the administration of the camps. The 
old spontaneous bestiality gave way to an absolutely cold and systematic destruction of 
human bodies, calculated to destroy human dignity; heath was avoided or postponed indefi-
nitely. (…) I must confess that I don’t know exactly what that is: human dignity (…). Yet I 
am certain that with the very first blow that descends on him he loses something we will 
perhaps temporarily call “trust in the word”. (…) But more important as an element of trust 
in the world, and in our context what is solely relevant, is the certainty that by reason of 
written or unwritten social contracts the other person will spare me –more precisely stated, 
that he will respect my physical, and with it my metaphysical, being. (…) It is like a rape, a 
sexual act without the consent of one of the two partners. Certainly, if there is even a mini-
mal prospect of successful resistance, a mechanism is set in motion (…) the border viola-
tion of myself by the other, which can be neither neutralized by the expectation of help nor 
rectified through resistance.

This extract underlines some nuclear criteria in the traumatic event as an experi-
ence penetrating the body in full: completed rape, frequently linked to extreme 
emotions, experience of chaos, confusion during the event, memory breakup, absur-
dity, horror, ambivalence, disconcert, humiliation, despair, loss of control and help-
lessness. This delineates the bodily experience through alienation and limit 
invasion.

5.3  Identity Intersections

Addressing corporality in the common experience of trauma presupposes a consid-
eration of the gendered dimension of our experience. The sudden shock in a trau-
matic event and the resultant narrative disruption do not cause a shifting, nor they 
override gender; they rather structure common experience. These identity coordi-
nates are analytical tools that enable us to better understand subjectivity and suffer-
ing, particularly in women. It is not that women need neither footnotes nor chapters 
different from the human but rather “both from an epistemological perspective as 
well as in biomedical practice, the ‘normality’ pattern has been and continues to be 
the hegemonic masculinity” [18].

Gender inequality is not determined by biological facts. This is the reason why 
gender perspective does not conclude nor is limited to a gender breakdown in the 
statistics for psychic distress prevalence and incidence. It is not about searching, 
describing and confirming differences between sexes but rather about explaining 
such differences. Gender is relational and dynamic, a structure of relations continu-
ally interacting. Thus, gender perspective implies considerations that go beyond the 
“mystic of numbers” and the essentialist constructions on sexual characteristics of 
each sex, in order to contextualize data in a well-defined social framework [19].
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In fact, feminist authors denounce that the complexity of traumatic experiences 
of women has not been considered by the prominent model for trauma in a society 
divided by gender [20, 21]. Other contributions from this same perspective include 
the incorporation of some groups neglected by the PTSD first diagnosis, such as 
women and children survivors of sexual abuse [22], the reformulation of key con-
cepts such as “coping strategies” instead of symptoms [23] and the warning that 
gender violence is a disproportionate everyday occurrence not only in war but also 
in peace contexts [19, 24].

Suffering intersects gender, age, ethnicity, disability, beliefs, economic status 
and other global processes affecting local environments. In other words, there is not 
a single way to suffer, and the expression and perception of pain are different even 
within members of the same community [25]. Nevertheless, the due consideration 
to particular contexts with their own cultural and identity settings, their own sources 
of domination and inequality, will enable us to broaden our perspective and in doing 
so, to better understand the traumatic event, the consequent grief and process of 
recovery where they unfold. As Janzen reminds us: “[…] although war trauma cer-
tainly has physical consequences and imprints, it is culturally mediated and that is 
where its character, causes, consequences and avenues of resolutions may be best 
understood” [26].

5.4  Identity and Corporality: Providing a Framework 
for Situations of Violence and Trauma

Identity is the sense of self and oneself in the world. Namely, it is the self-image in 
each context, as there is not only one self defining the person yet multiple selves in 
coexistence [17]. Thus, we understand that human bodies are recognized in diverse 
identities/selves in the world they live and coexist [27].

However, human beings develop the sense of being one—the sense of self—
through the construction of a unique narrative identity. An identity while experi-
enced as unique encapsulates the idea of permanence and change: projection into 
the future and recognition in the past [7].

Throughout history, we are reminded that the sense of self is first and foremost a 
bodily/corporal sense, experienced not through language but rather through body 
motion and sensation [28–30]. This experience of the somatosensory initial corpo-
rality will eventually form a narrative self, a sense of conscious versus the emptiness 
of inconsistency. A self-representation of the being in a dialectical relational process 
from birth, joint and reciprocal with the attachment relations, constructs and regu-
lates identity.

The theory of attachment has many links with psychoanalytic theory, as it also 
delves into children’s response to trauma in its origin, the body being the first vehi-
cle of identity.

Our body is our limit, our boundary. This is how Rodríguez relates to this subject 
“boundaries are the areas of separation or differentiation, but also of connection of the 
self and the others and the world”. Boundaries are configured around the relational 
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experience. In these areas take place the interchange, the biological and emotional 
nutrition that are necessary to form the mind and the self-experience [7].

Along these lines, Bowlby notes “human beings need the attachment relationship 
as a regulator of their emotional system for the harmonious development of the self” 
[31–37]. The body appears to be the first provider of identity and the first vehicle for 
interpersonal communication between the child and the world. Thus, through pri-
mary feelings and physiological sensations, and later with auditory and visual stim-
uli, children will play an increasingly important role. Bowlby accentuates that the 
groundwork in the first year of life consists of building an attachment relationship, 
and Shore notes that this is the “the affective bond of emotional communication 
between the child and the primary caregiver”. Caregivers, in optimal conditions, 
help the child to identify and verbalize the affects, which are initially experienced 
mainly in somatic terms. Thus, the child learns to distinguish somatic experience 
from psychological experience [7].

This theory is based on the assumption that attachment with affective referents in 
childhood (mainly parents) will configure a damaged neurobiological structure, 
which would determine the adult abnormal response to trauma. From a moderate 
perspective, one would understand that the attachment style marks a tendency to 
response patterns that can be activated or not in stressful situations [17].

In this raising corporality, affection, historical condition, values and beliefs 
become interwoven, and social and subjective features, such as the primary identity 
and the generic condition, reengage.

This self is not only fluids, bones, finiteness and forcefulness, but rather it is what 
sets us apart from others. Dio Bleichmar maintains that the sense of femaleness is 
constructed in relation to the body, the attachment to others and love as the core of 
the identity [38]. In line with this, Husserl claims that the self only exists if embod-
ied. Thus, following Merleau-Ponty, we see ourselves not as having but as being 
bodies.

Human bodies, apart from being expiring and deteriorable, following Cristóbal 
Pera, they are vulnerable, suffer trauma and become “injured bodies”. We are finite 
bodies exposed to a host of misery, trauma and pathology. Thus, the abused, raped 
or beaten body is deeply harmed in its bodily identity, leaving the self-helpless, 
defenceless like a 3-year-old boy. Freud addresses the body and comes to the con-
clusion that the ego is a differentiation from the id, due to the contact of the body 
with the outside world. In Freud’s words, the ego comes first and is mainly a corpo-
ral self [39].

Identities are relatively stable. There is a tendency to defend the coherence of the 
oneness, a tendency that preserves it from the normality and everydayness. There 
are only some experiences, such as the traumatic events, that may cause dramatic 
changes [17].

The traumatic event (or the recurring of the multiplicity of configurations of 
violence and trauma) as extreme questioning events will resolve key aspects of this 
identity. In this way, trauma not only acts as a questioning event of the self and the 
world, but also it can be inscribed as a defining event, a provider of meaning. In fact, 
the traumatic and painful event unleashes an experience of discontinuity which 
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implies a denarrativization of the body. Thus, it provokes a disruption in the narra-
tive conscience, through which everydayness is configured.

The process of integration of the traumatic experience involves the global read-
justment of the person’s self-perception in the attempt to relocate the memories of 
the event. Paul Steinberg, Auschwitz survivor, describes the difficulties to reconcile 
identities: before Auschwitz, in the camp and afterwards as a parent. Sometimes the 
force and intensity of these elements of life are so powerful that it becomes nuclear 
in the identity of the person.

The trauma resultant identity not necessarily has a negative foundation. Betty 
Makoni is an African woman, a child abuse survivor, activist and founder of the Girl 
Child Network in Zimbabwe, Africa. Betty talks about how girls cope with trauma 
and the symbol of a tree that is born on the head of a woman whose roots are nur-
tured by their coping potential [40]. Once again, there are no intrinsically good or 
bad things but useful, adaptative and nonadaptative.

Along the lines of managing the own resources and the attribution of new mean-
ings to the events as factors for the protection of the resultant identity, Kimberly 
Theidon reaffirms the important role of women raped in war as heroines in the defence 
and protection of their children, leaving the humiliation and stigma images behind. 
Anngwyn St. Just notes that the victim’s conscience, if we do not strengthen resilience 
resources and capacity, may have a negative effect on physical and mental health [41].

Pérez [17] notes that a trauma-centred identity only is troublesome if linked to 
images of vulnerability and powerlessness, dependent relationships, help seeking 
and grumbling, hindering the full development of the person. On this basis, Jean 
Améry asserted that psychiatry, labelling the survivors as “damaged” or “sick”, 
questions their moral legitimacy as privileged witnesses and makes them mere 
objects of cure and compassion. Thus, their voices are discredited, which is useful 
for the political class and to society at large.

Importantly, in working with people affected by psychological trauma, we must be 
especially sensitive and consider the risk of possible invalidation of the subjective 
experience and the subsequent revictimization [42]. In terms of gender violence but 
also applicable to other victims, Valiente [43] insists that blaming them for their vul-
nerability furthers revictimization even when victims need to understand the elements 
operating in their vulnerability, be it rooted in unveiled conflicts, fantasies, desires or 
unadaptive expectations. Chu [44] recommends working in a therapeutic alliance with 
the patient to prevent self-destructive actions and contribute to the understanding of 
the mechanism that makes them more vulnerable to revictimization.

Thus, it would be easy to think that trauma is embodied as an experience altering 
identity. However, it is in that immediacy of life where boundaries and pain awaken 
the body from its comfortable lethargy where we should broaden choice towards the 
power of being afresh and where lie infinite possibilities of experiencing living.

5.5  Violence, Experience and Care

Despite the policies made by the public health organizations, such as the ONU—
Women, the National Institute of Health of the United States or the Sex/Gender 
Methods Group of the Cochrane group, concerning the inclusion of gender-based 
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analysis in the methodological research aspects, not so many mainstream work and 
studies consider a gender perspective in their research.

Indeed, and related to the study of psychological differences presented by men 
and women, not so many studies consider or at least try to explain the psychological 
effects of distress in relation to the position of women and men have in the society. 
In particular, an approach to trauma must need to look into these factors, among 
others: sexual triggers for trauma, diversity in experience, dealing with suffering 
and expressing suffering, as well as gender-based analysis and methodological con-
siderations. Following this approach, in this section, I try to cover the research and 
contributions that show the relevance of gender in violence, experience and trauma 
care.

5.5.1  Violence(s)

The Declaration of the Elimination of Violence Against Women celebrated in 1993 
by the United Nations defines violence against women as “any act of gender-based 
violence that results in, or is likely to result in, physical, sexual or psychological 
harm or suffering to women, including threats of such acts, coercion or arbitrary 
deprivation of liberty, whether occurring in public or in private life” [45].

As described in the literature, certain groups are more likely to be exposed to 
interpersonal violence, and consequently, exposed to painful and traumatic experi-
ences [46–48]. The fact that the main threats to individuals and communities are 
inscribed in some specific areas and territories proves that violence is not fortuitously 
distributed. Marginalized populations living in poverty, violence against women, rac-
ism, homophobia and other forms of oppression underline this. Some studies have 
shown that living in a disadvantage neighbourhood contributes to a higher risk for the 
development of psychological disorders [46]. This is not a new thing, social studies 
have focused in the risks presented by lower-income places, concluding that poverty 
and interpersonal violence are predictors directly related to mental health [47, 48].

As a matter of fact, the proposition maintained in the model of PTSD, which 
claims that the world is a safe place until exposed to a traumatic event, has been 
questioned. According to Burstow [23], this could be true for a white, middle-class, 
straight man, given that trauma is not a neutral but political experience.

Following the Galtung conflict triangle [49], there are three subtypes of violence. 
Firstly, direct violence is visible and clear, given that this type of violence is behav-
ioural. Secondly, structural violence results from an unequal access to resources, 
material or otherwise, such as education, health, peace and, consequently, power and 
opportunities. Lastly, cultural violence refers to those aspects of violence that may be 
used to justify or legitimize direct or structural violence. Gender violence has its 
roots in culture—in fact, one of the senses of the word “violence” in Spanish, violen-
cia, is “the act of raping a woman” (DRAE)—and in terms of its consequences, it 
emerges both direct and structurally. To illustrate this, there is supporting data: 1161 
women violations are reported every year (Ministerio del Interior, Spain 2011). That 
means three a day, one every 8 h. Thus, structural violence, as Bourdieu [50] reminds 
us, is always perpetrated in countless of small and big acts of everyday violence that 
in most cases continue with impunity.
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In the case of internal armed conflict, albeit they affect the whole population, 
there is evidence of gender dimension regarding grades of violence and suffering. 
While men are exposed to the risk of torture and mass killing, women are more likely 
to be victims of sexual violence and other types of violence, a violence that does not 
cease when conflicts officially end and normally occurs in the intimacy, in the private 
life. In 2001, Amnesty International denounced that violence against women is not 
incidental in war yet a weapon deliberately used for different purposes, like the 
spread of terror, the destabilization of society or as a means for rewarding soldiers 
and for extracting information. Such violence includes different assaults of sexual 
nature: rape and gang rape, sexual abuse, slavery, mutilation, forced impregnation 
and prostitution. In the gruesomeness of war, the way the logics of terror operate is 
made invisible. In fact, the broadcasting of numberless cases of rape and forced preg-
nancy in Rwanda and the former Yugoslavia drew international attention to the mag-
nitude of this form of cruelty against women in armed conflict.

In her work on the Haitian repression during and after the coup d’état in 1991, 
Erica Caple James [51] examines the influence of gender and its psychosocial after- 
effects. In this conflict, women were targeted on account of their active role in poli-
tics as well as their small-scale business role. They were also punished on behalf of 
their husbands, fathers and brothers, deemed as surrogate wives, taken as “sacrifical 
substitutes”. Their vulnerability to the attacks of different military groups flowed 
from the responsibilities towards their children and their business activities in local 
markets, which kept them visible and reachable. The different forms of torture were 
not only aimed at the delegitimization and bodily disempowerment through pain but 
also at destroying the production and reproduction of the victim, breaking social ties 
with the family and community through the violation of social norms. Broadly, the 
after effects of the traumatic event were embarrassment, humiliation and social iso-
lation from the family and community. Raped women were frequently abandoned—
labelled as “the rapist’s wives”—by their partners and families. Alienated from their 
social group, they moved to other areas to rebuild and restore their lives, and in most 
cases, their only resource to their survival was the reappropriation of their sexuality 
as a means to make a living. In the case of male victims of violence, the feelings of 
shame and humiliation were rooted in their incapacity to protect their families and 
in the degrading treatment and torture.

5.5.2  Experiences

Conception, construction, manifestation, symbolization and management of suffer-
ing are also intersected by gender. As stated by Távora [52], in some determined 
conflicts, the existing relations between perception and resolution and mental dis-
tress or mental wellbeing of women, are determined by the position the dominant 
system grants them—subordination. In other words, women’s distress is framed in 
a social psychopathology issue.

Inequality between men and women is intertwined by coercive elements, which 
are eminently corporal, and result in internalized relational models integrated in our 
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subjectivity. According to the author, femininity makes us in such an identity that is 
centred in a being to be perceived, observed in a continuous state of bodily insecu-
rity and symbolic alienation. In this identity, appearance has a fundamental value. 
Adolescent women, when bodily changes begin and secondary sexual characteris-
tics appear, face their sexuality not through an encounter with their bodies but 
through the stripping gaze of the other [52]. This is what Basaglia [53] calls “being- 
for” and “being in the being-of-others”, which defines a socialization environment 
for women reinforcing the importance of attachment and the emotional. Following 
Rosaldo [54], to this we can add that: “It now appears to me that woman’s place in 
human social life is not in any direct sense a product of the things she does, but of 
the meaning her activities acquire through concrete social interaction”.

From a bodily experience, women tend to represent their bodies through instru-
mentality, dissociation and tension. The body is an instrument, the object to perform 
social, reproductive and productive functions. Alongside this, motherhood is the 
core where most women build their identities on. Motherhood and bodily reality are 
the constitutive elements of a dissociated reality where sexuality and sensuality 
coexist in tension [55]. In this same way, Vance [56] narrates the tension produced 
in the experience of sexuality as a sphere of exploration, pleasure and performance, 
yet also how this experience can lead in turn, to helplessness, repression and risk of 
sexual violence.

Narratives with their own emphases, (in)consistencies, silence and oblivion are 
connected to the possibilities of enunciation of women and the social impact of 
their experiences. Silences are pervaded by fear, embarrassment, and in the social 
sense, women stop talking. Soriano [57] states that the proportion of sexually 
assaulted girls is 10% higher if compared to boys. These results have been repli-
cated in different samples, revealing a higher incidence of sexual assault in women 
than in men [58, 59], with an increased risk for sexual abuse and assault in late 
adolescence [59].

It follows that in the case of girls, most of the times, the assailant is someone in 
their immediate environment and in 70% of the cases the assailant is a close relative, 
while in boys the assailant is usually a stranger. This fact allows boys to defend 
themselves, run, hate or despise the assailant as a means of protection akin to war 
situations where the enemy is perfectly defined. When there is an attachment, kin-
ship or friendship relation between the assailant and the victim, as it happens with 
girls, there is hardly a way to that defence. Silence reflects how gender-based stereo-
types work. Kurvet-Käosaar [60] illustrates this fact in his work on autobiographies 
by Baltic women during the Stalinist regime. It addresses the difficulties in report-
ing, giving testimony, considering their limits of self-representation, particularly 
with issues socially tabooed, such as sexual violence.

With regard to words, as stated by Bertaux-Wiame [61], there are differences 
both in the way women and men narrate and in the signification of the narration. 
Women recall the events in a different way, and in more detail, they bind the act of 
narration to their social experience (family and community networks); thus, they 
tend to narrate about others [62]. They express feelings, and they conceive fear from 
everydayness, therefore granting the testimony a special meaning. This is justified 

5 Traumatic Life Events and High Risk for the Development of Psychopathology



122

by that time in most women is organized according to reproductive events and a dif-
ferent learning process for the emotional [62].

When women speak, they not only do so through words. The work of Kimberly 
Theidon [63] shows the great variety in response to traumatic experiences and 
stressful events. In her research on women who had been sexually assaulted and 
raped by the government forces in Ayacucho (Perú) during the internal war that 
shook the country, several women asked her: “Why should we remember everything 
that happened? To martyr our bodies –nothing more?” In these communities, the 
language of memory is corporal, and women carry the burden of pain and suffering 
in their communities. This research describes the belief that sorrow can be trans-
ferred to the child through breast milk. With the term la teta asustada (the fright-
ened teat), the researcher sought a way of capturing how the powerful negative 
emotions alter the body itself and how through blood in utero and breast milk (the 
milk of sorrow and worry) they could transmit this sorrow to their babies. In this 
division of emotional labour, women embody the history [64].

According to Cyrulnik [65], two shocks are required to cause trauma: a shock in 
reality (damage, humiliation, loss) and a shock in the representation of reality, that 
is, in what others say about the person after the assault. Sabine Dardenne, kid-
napped in 1996 by a paedophile, stated that she later wrote her story as a means of 
retrieving her story from under the media spotlight, to express her pain, to put it out 
and to prevent judges from granting shorter sentences for good conduct to paedo-
philes [65]. Other women, such as the Grandmothers of the Plaza de Mayo, con-
tinue with demonstrations as a reminder, for social recognition and state 
reparation.

5.5.3  Trauma and Care

The acknowledgement of sociocultural factors is determining the way the problem 
may be seen and nested and consequently determines the subsequent approach 
[66]. Thus, these studies provide sex-disaggregated reference data, but the aim in 
this data collection should be to further elucidate what elements determine such 
outcomes. Eliana Suárez [67] compiles and questions some of these statements. 
For instance, several studies suggest that women are more likely to suffer PSTD 
than men. One may wonder to what extent can this data be related to differences 
between women and men in emotional and biological response to interpersonal 
traumatic events or rather consider that such data is mapping the high incidence of 
gender- based violence. Some other issues must still be addressed, such as the pos-
sible overrepresentation of women in the diagnosis of PSTD due to the gender 
differences in care-seeking behaviour after exposure to a traumatic event. At the 
same time, one may consider that gender intersection with factors such as disabil-
ity, poverty, discrimination and ethnicity could be the triggering cause for the 
higher vulnerability of women to PSTD. But one point is clear: the literature has 
shown that some sociodemographic and cultural factors, such as being a woman, 
ethnicity, living in a low-income neighbourhood, lower education level and direct 
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exposure to interpersonal violence are factors directly associated with a higher risk 
for the development of psychopathology. Moreover, the risk is greatest when we 
introduce a traumatic experience into the equation.

Sometimes, being sick or suffering is not enough to be cared for or assisted. It 
has to be socially accepted that the person needs to be cared for. The decision 
whether to care for or not is based on the societal expectancies in the group and case 
given. The decision to care for and assist depends on global criteria through which 
communities construct the situation basing on their past experience, their collective 
appropriation thereof and the resources available to them [68].

The hegemonic masculinity model [69] constitutes a hindrance in men’s health 
given that due to their different way of configuring, dealing and solving their health 
issues, it blocks the access to care services. Men have been socialized to be active, 
in control, defensive and strong, look after themselves, endure pain, use their body 
as a tool and never ask for help and cope. This is a model that encourages self- 
sufficiency, recklessness, competitiveness or omnipotence. It also requires undergo-
ing certain testing to prove they are on their way to manhood. The predominance of 
the mainstream male education reinforces the idea that care and self-care are femi-
nine, while values such as strength, courage and boldness are considered masculine. 
The accident rate and the disproportionate prevalence of men in the suicide rate 
illustrate this hypothesis [70].

Furthermore, the predominance of a cultural ideology based on “the feminine as 
the vulnerable” has contributed to reinforce such way of looking at and deem wom-
en’s body and health. As an example, in 2017, a polemic came to public attention 
related to the meaning “weak sex”. This term was defined by the DRAE as “refers 
to women”, and, in contrary, “strong sex” was defined as “a group of men”. The 
Real Academy of Language (DRAE) had to modify the meaning as the polemic 
brought to light in different social media.

Societal attitudes, particularly the low status of women, also play a significant 
role in hindering women from getting the care that they need [19]. Sometimes this 
social construction implies that males’ complaints are taken more seriously, while 
in the case of women, there is a tendency of looking for psychosomatic explanations 
for their complaints. Some studies have focused that women tend to have more help- 
seeking behaviours or attitudes than men [71].

Moreover, as stated by Sau [72], in most of the cases, traditional psychotherapies 
not only had failed in providing suitable answers to women affected by gender vio-
lence, but also they had reinforced misogynist myths and, therefore, condemned 
women to solitude and despair, when these women paradoxically turned to psycho-
therapy to obtain relief [72].

Complex phenomena need to be observed and constructed in a transdisciplinary 
integrated way, taking into account the dialectical relationship underlying in the 
diverse constitutive dimensions of humanity (biological, psychological, social, cul-
tural, etc.). The intended outcome of such a framework is an approach to the social 
context in the traumatic event, providing a more comprehensive vision of individual 
and social pain. A historical overview shows us how the trauma paradigm has been 
directly linked to social movements such us pacifism and women’s rights movement. 
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Therefore, one of the current challenges is to consider the elements that have been 
sidelined and engage in social justice underlying in traumatic events.

5.6  Risk Factors for the Development of Psychopathology 
Following Traumatic Experiences

As described before, potential reactions following a traumatic event can vary across 
individuals, presenting a variety of symptoms such as increased emotional symp-
toms (those involving anxiety, irritability, anger, hopelessness or emptiness), 
somatic symptoms (energy impairment, dizziness, tinnitus or blurry vision) and 
other symptoms like sleep difficulties [73].

Recent studies exploring the prevalence of traumatic events in the general popula-
tion showed rates from 28 to 90% [73]. When considering differences presented by 
gender, some studies have focused that there are differences related to the inner expe-
rience of the traumatic event. Psychological trauma can have devastating conse-
quences on emotion regulatory capacities. Indeed, women, as compared with men, 
evaluated traumatic events more negatively (for all types of trauma), and the relation-
ship between trauma and mental disorder symptoms was also stronger in women 
[74]. In the case of PTSD, this relation is even more deeper and has been associated 
regardless the diagnosis criteria, population or methodological variables [75].

During the last decades, the study of traumatic events related to the risk for the 
development of psychiatric disorders has emerged. Since that, the presence of trau-
matic events has been associated with an increased risk for several mental disorders, 
such as anxiety disorders, eating disorders, depression, PTSD and psychotic disor-
ders [76–80]. Some studies have focused on the evaluation of three categories of 
risk factors for the development of psychopathology: pre-traumatic factors (includ-
ing sociodemographic and biological factors, such as age, gender, race, education 
and predisposing biological factors), peri-traumatic factors (including duration, 
severity or perception of traumatic events) and post-traumatic factors (access to 
social network resources and cognitive and physical activities) [73]. Analyzing 
those factors by gender, they reported more traumatic experiences in males, but 
despite this, females are exposed to more sexual trauma and are more likely to 
develop PTSD.

In fact, abuse and PTSD share some common symptoms: intrusive and unpleas-
ant memories, dissociations and flashback sequences. However, a common feature 
in abuse is the presence of patterns revealing a direct attack to corporality, expressed 
in different forms: in its pleasure receptor functions; in its capacity of intimacy, 
conception and nurture; in fully complying the self and other’s biological destiny; 
and in the creation of meaningful relationships based on body privacy [81].

Recent studies have provided robust evidence of the association between child-
hood trauma experiences and the development of a wide range of psychiatric disor-
ders [76, 77]. As seen before, many of the psychiatric disorders that have been 
linked to adversity in childhood, for instance, depression and anxiety disorders, 
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including PTSD, show in general higher prevalence among adult women compared 
to men of the same age [81, 82].

Frequently, those manifestations are usually hidden under the expression of dis-
satisfaction, and in some cases submission and subjection, through physical pain. 
The biography of these women is inscribed in the body and its pains, wherein lies a 
possible identity conflict. Only through this overabundance of the body is it possible 
to move beyond the severe and disciplining domain of the reason in order to acquire 
“consciousness through pain” [83].

The relationship between the risk for the development of psychosis and child-
hood trauma has been proposed. A growing number of methodologically sound 
studies have examined the exposure to child maltreatment (i.e. sexual abuse, physi-
cal abuse, emotional/psychological abuse and neglect), peer victimization (i.e. bul-
lying) and experiences of parental loss and separation as risk factors for psychosis 
and schizophrenia [84]. A meta-analysis published in 2012 evaluating the associa-
tion of childhood trauma and psychosis found that trauma was significantly associ-
ated with an increased risk for psychosis with an OR = 2.78 (95% CI = 2.34–3.31) 
[84]. Moreover, this relationship has been associated with a more symptom severity 
of schizophrenic-positive symptoms (hallucinations and delusions) and also with 
the severity of childhood neglect with the presence of negative symptoms [85].

In fact, children who have been traumatized do not fit the criteria for PTSD. Those 
kids frequently are tagged as aggressive or suspicious, receiving diagnoses such as 
“oppositional defiant disorder” or “disruptive mood dysregulation disorder”, among 
others [86].

Considering the possible effects that could cause a continuous exposure to such 
a traumatic event during the childhood, it is not rare that individuals present somatic 
and physical manifestations. A study published by Waldinger and colleagues [87] 
shown that in the case of women, childhood trauma influences adult levels of soma-
tization by fostering insecure adult attachment. Adult victims of sexual abuse see 
their bodies alienated, as a place owned by other, a settlement for the other, as if 
other person articulated their limbs [81].

Janet [30] hypothesized that memories of the traumatic event that are stored out-
side the person’s awareness may contribute to dissociation and somatization in the 
form of hysteria. Along these lines, Van der Kolk [86] advocates the consideration 
of dissociation, somatization and other affect regulation disorders as late-emerging 
manifestations of trauma. The link between trauma, dissociation and somatization 
is empirically supported. In fact, Pribor, Yutzy, Dean and colleagues [88] found that 
90% of the women with somatization disorder have a history of physical, emotional 
or sexual abuse, and 80% of them had a history of some form of sexual abuse.

It is common they express discomfort towards their bodies—dispossession: “I 
know that somehow this body is mine, but I don’t feel it as such” [43]. In Freud’s 
words, unheimlich, this literally means “not-at-home” and was translated as unfa-
miliar, uncomfortable and eerie. James Chu [44] notes that abuse survivors tend to 
be ambivalent about self-care, and they tend to neglect in basic aspects of their 
physical health.
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Psychiatrist Roland Summit explained in 1988 that every society, not only the 
directly affected, protects the secrecy of sexual abuse of children. In the same way 
as the victim is silenced, forced to self-punishment, dissociation and identification 
with the aggressor, as a society, we are inclined to unthinkingly deny the facts. 
Jennifer Freyd insists that there are many social interests in children abuse not being 
revealed and consequently, a great difficulty to discover the real figures [3].

Yet, as Pat Odgen comments, we cannot learn to take care of ourselves if we are 
not in contact with the needs and requirements of our physical self: our physical 
identity, our bodily identity and what we physically are [89]. This invasion of cor-
porality at early ages is associated with multiple mental disorders in adulthood in 
the form of depression, anxiety, substance abuse, self-harm, multiple somatization, 
borderline personality and post-traumatic stress disorder, among others. It is not 
surprising that these children use their bodies to release tension and manifest their 
impulses through self-harm [43]. There are findings that suggest that trauma and 
sexual abuse, more than being linked to a specific disorder, constitute a nonspecific 
risk factor for psychiatric morbidity [7]. On the basis of these results, it seems clear 
that the experience of such a traumatic event marks a major shift in the experience 
and perception of the people’s inner world.

5.7  Psychopathologic Manifestations Through the Female 
Body: Homo Dolorous (Somatization) and Self-Harm

Powerless, weakness and silenced. Structural violence directly or indirectly against 
female identity has led to an individual (identity) subjectivity shaped in a corporal 
mask, as an eggshell, filled with obstacles, interruptions, tricks and pain. There is 
high occurrence of women with painful multi-symptom disorders without a clear 
organic cause, in which the body symptoms become the emerging of the unper-
ceived: a body complaining to seek affect, support and attention. This situation has 
been labelled under the diagnosis of “unspecific somatic symptoms”. A body that 
becomes sick to say no to imperatives, to channel dissatisfaction, and also a body 
complaining as a possible means to discover other pathways [90].

Somatization, fairly common among women, refers to the tendency of experi-
encing stress through physic symptoms, bodily concerns and/or experiencing one-
self mainly in physical terms. Psychological and physical issues are not integrated. 
The belief that somatization can be related to trauma as the defensive action of 
dissociation is not new [7].

Female identity is assimilated to the being-for-others, where the nuclear is the 
relational and the assigned in the androcentric culture, assuming a secondary role of 
our own lives and putting aside an intimate story of desire, choices, transcendence 
and creation. This requires the self to exist, the possibilities of being to be renewed 
and the possible alterations to be produced.

As described by Judith Herman, the real conditions of women’s lives have been 
hidden in the private life sphere, creating a powerful barrier where no one can come 
in, and letting the histories of women’s lives invisible and silenced [2].
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5.7.1  Behaviour in Borderline Patients: Self-Injury

Self-harm behaviour is more prevalent in women than in men, and it is present in 
75% of borderline patients, which for the majority of people has an onset in adult-
hood and is highest between the age of 18 and 24 [91].

According to patients with BPD, the reason for self-harm is in some cases related 
to numbness: “when we don’t feel anything special, we don’t feel our bodies”. 
Human beings are in constant need of self-perception even if they fall back again 
yielded in a quiet lethargy. This intimate experience of physical pain brings them 
the certainty of the existence of their bodies, the certainty that there is more than 
emptiness. The way they experience life is outside the traditional forms of manag-
ing the body in our culture [38]. The wounds, the blood and the powerlessness 
denote that they are alive, yet through all this, we can clearly see the expressive 
function of the body, a pain seeking to be seen and responded. Even though these 
behaviours alarm relatives and specialists and may be seen as evidence of suicidal 
intentionality, self-destructive conducts not necessarily represent a connecting fac-
tor to suicide.

Many self-destructive behaviours have self-punishment motivations [92] and at 
times are closely related with an experience of relief in painful and unbearable emo-
tional states [93]. However, the connection between self-harm and suicidal intent is 
complex.

The occurrence of the self-harm conducts rate, as said before, is in general 75%, 
but adding conducts like having unsafe sex with strangers or combining alcohol 
with antabuse may bring the self-harm conducts rate to 90%. In all this, we can see 
an aggression to the body, a direct act against life, yet it is true that borderline 
patients put their bodies at risk so they can experience life. And thus, against social 
boundaries, there is the individual chosen limit [83]. The term self-harm describes 
an act through which a person intentionally injures or harms themselves. Among the 
self-injury behaviours, we can find cutting or severely scratching the skin (80%), 
hitting (24%), burning or scalding (20%), banging the head (15%) and biting (7%) 
[92]. If the skin is the damp-roof wrapper, the cut provides an outlet orifice, an exit 
for pain.

A patient wrote about the self-injury impulse: “I want to cut myself. I want to see 
pain, because it’s the most physical way to show emotional pain. I want to cut 
myself, cut myself and show it, show it. Taking it out, but taking what? Just pain”.

The intentionality in the self-harming behaviour has been broadly studied. Self- 
harm has different motivations: to release the pain and tension inside (59%), to 
punish themselves (49%), to control their feelings (39%), to have control over their 
bodies (22%), to express feelings of hate and rage (22%) and to find themselves 
alive instead of feeling numb (20%) [94].

Although the conceptualization of the borderline personality and its causes are 
still unaccounted for, most of the studies suggest a significant relationship between 
infantile trauma and borderline symptoms and between childhood sexual abuse and 
the development of borderline personality disorder [95]. The risk factors that deter-
mine borderline patients often include loss, history of sexual and physical abuse, 
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deep negligence or emotional abuse, gender violence witnessing, drug abuse or 
criminality in progenitors.

Without further analysis on the factors influencing the resultant seriousness in 
abuse, a research conducted by Silk et al. [94] shows that continued sexual abuse in 
childhood was the best predictor of serious borderline symptoms, such as parasui-
cide, chronic helplessness and chronic handicap, transitory paranoia, regression and 
intolerance to solitude [91]. Furthermore, sexual abuse by parents and emotional 
negligence in childhood, both involved in the genesis of borderline personality dis-
order, are closely related with self-harm behaviour [96].

5.8  The Hidden Wounds: Understanding Biological 
Epigenetic Alterations Following Traumatic Experiences

The presence of traumatic experiences in early stages of childhood has been associ-
ated to a wide number of alterations affecting neurodevelopmental and mental 
health. Social changes occurring in the environment during the early stages of life 
have been proven to generate stable changes; most of these changes are affected by 
a dysregulation of the gene expression through epigenetic mechanisms.

In order to understand the underpinning biological mechanisms involved in 
early-life stress events, and due to ethical reasons that we will further describe in an 
upcoming other chapter of this book, these studies are being carried out using ani-
mal models. The main objective of these studies in animal models is to understand 
the basic inner changes produced by long-term effects in signalling paths and in 
brain pathophysiology. In fact, and despite the controversy associated with research 
malpractice, studies in animals have been essential to understand underlying mech-
anisms involved in biomedical research, as in the case in neurodegenerative or in 
psychiatric diseases [97].

Despite the scientific interest in investigating the effects of social stressor as an 
interactive influence in human behaviour—an area well studied by sociology and 
human ecology—the mechanisms underlying cerebral processes are less under-
stood. In fact, and particularly in psychiatry research, the lack of disease biomarkers 
is a big handicap to understand the mechanisms associated to psychiatric diseases. 
A biomarker is a characteristic that can be objectively measured and evaluated as an 
indicator of biological or pathological processes [98]. As a result, biological psy-
chiatry research has been introduced as an attempt to understand the biological 
roots, components and processes of a wide diversity of psychiatric diseases. It also 
aims to stress its importance for understanding basic processes affected in those 
diseases.

One of the most important goals for future works in psychiatric research is to find 
specific biomarkers of diseases to improve the accuracy of diagnosis and, therefore, 
improve patient outcomes and quality of life. Despite some advances have been 
made in of other medical areas, such as cardiovascular diseases, psychiatric disor-
ders pose particular challenges.
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Nonetheless, we need to consider that psychiatric diseases are complex disorders 
involving multifactorial genetic and environmental interactions. Psychiatric disor-
ders cannot be addressed by studying individual aspects separately but rather as a 
complex interaction of multifactorial processes as a whole. The study of psychiatric 
disorders, in addition to the study of the human being, would require from a holistic 
global approach that could account for and consider the whole context.

Hence, knowing that human research studies involve such important interactions 
as sociodemographic and cultural interactions, the translational animal models of 
stress have provided to control those potential confounding factor that can interact 
in an ecological set. This set allows researchers control of external factors and 
enables the study and dissection of basic neurobiological mechanisms at levels that 
are currently inaccessible to human studies [99].

For this reason, there have been proposed diverse models of early social depriva-
tion and stress-induced models in non-human primates and rodents. Among them, 
we can find techniques such as deprivation paradigms (i.e. food, water or movement 
deprivation), exposure to adverse experimental environment, social isolation or fear 
and anxiety-based paradigms (i.e. exposure to a predator) [100].

Some experimental studies done in animal models have focused on studying the 
impact of early life stress in genetic or immune alterations. The effects produced by 
providing maternal stressors during pregnancy range from production of immune 
inflammatory cytokines and antigens to an increase on the levels of pro- inflammatory 
genes in the brain and in the intestinal microbiota. That pro-inflammatory activity 
has been associated with a higher risk of developing a large number of mental dis-
orders [101].

Some studies have shown that maternal separation from its offspring led to a 
wide range of biological alterations, such as an increased macrophage reactivity or 
increased core temperature [102, 103]. But one of the most important discoveries is 
that in both models, there is a common share of a long-term upregulation of pro- 
inflammatory cytokines. This data suggests that there is a common link that results 
from early-life stressors in mother and offspring interaction.

In fact, early-life social environment stressors can induce stable changes that 
influence neurodevelopment and mental health. Human research studies have 
explored early-life adversity experiences, also revealing that these experiences can 
have a persistent impact on gene expression, in the immunity system and in behav-
iour through epigenetic mechanisms.

Recent studies have also focused in understanding the neurobiology of childhood 
trauma. In a review published in 2017 by Danese and colleagues [104], it was found 
that cumulative exposure to childhood trauma was associated with higher levels of 
inflammation 20 years later and that this association is already detectable even dur-
ing childhood years. Moreover, they described a set of mechanisms and processes 
that are affected by childhood trauma exposure; among which we find early-life 
immunity activation and brain maturity process changes, glial priming changes and 
finally the alteration of the hypothalamic pituitary adrenal (HPA) axis in response to 
stress exposure.
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Individuals with a history of childhood trauma show greater amygdala reactivity 
to emotional stimuli and, consequently, may more often experience activation of the 
inflammatory response [105]. In higher proportion, they also show reduced HPA 
axis signalling, and, as a result of the impairment of this inhibitory pathway, they 
show chronic elevation in inflammation levels. There are other evidences that sup-
port the existence of neural dysregulation of essential neurotransmitters, such as 
monoamines and glutamate. These changes may bring long-term alterations, 
increasing the risk for the development of psychopathology.

It has been exposed that maternal stress during pregnancy can alter foetal devel-
opment through the placenta, which in fact regulates the foetal environment [106]. 
Moreover, this stress exposure has been associated with an increased risk of epigen-
etic alterations, such is the case of the dysregulation of the HPA axis and consequent 
DNA methylations. Aberrant DNA methylations have been linked with a wide vari-
ety of stress-related psychiatric disorders like depression, schizophrenia and bipolar 
disorder. Among several candidate genes, glucocorticoid receptor (NR3C1), sero-
tonin transporter (SLC6A4) and brain-derived neurotrophic factor (BDNF) can be 
found [106–108].

In the light of these results, it seems clear the link between early-life adverse 
events and epigenetic alterations. The association of childhood trauma to the devel-
opment of a variety of psychopathological disorders has been extensively proven in 
the last few years.

To conclude, I would like to add some words by psychiatrist Bessel van der Kolk 
from his book, The Body Keeps the Score: Brain, Mind, and Body in the Healing of 
Trauma [78]:

Trauma is a complex interaction of the imprint made by the experience in our whole body, 
mind and brain. The imprint generated has direct consequences for how the body reacts, 
and how the human organisms manage to survive, producing changes to adapt our mind 
and brain perceptions and overcome the situation.

5.9  Conclusions

Sexual abuse and related disorders—such as eating disorder, PTSD, somatization, 
psychosis and others—are categories in which the body is directly attacked, trans-
formed and frequently negated. In fact, clinical research has proven that the experi-
ence of traumatic events can produce a wide range of biological and psychological 
changes, among them, the development of psychiatric disorders and the alteration of 
important cerebral processes.

When considering starting therapy with a person who has experienced a traumatic 
event in the past, the importance of the body should not be disregarded in isolation, 
as this would mean deficiency and incompleteness. In individuals exposed to 
trauma, the political, social and relational context in which the traumatic event 
occurred is also crucial. Similarly, gender perspective is fundamental in addressing 
these issues with patients. If we disregard this, we will be disparaging patient’s 
subjectivity.
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For the first time in its history, the DSM includes in its last edition a specific sec-
tion on gender, giving this construct a deep importance when it comes to instilling 
a new psychopathology. A need on this matter would be to conduct research that 
furthers understanding the way trauma affects the subjective reality of gender, expe-
rienced, naturally, through embodiment.

Trauma occurs in the body and is revealed through the body. It occurs in the 
private life of women and children, where the silence is imposed by the fear and 
the stigma. Policies incorporating gender perspective and the empowerment of 
women against the taboo and silence of such atrocities should be supported by 
the social and political media. Only through tolerance and respect for every 
human body where the dignity of human life is embodied, we can hope for better 
times.
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Abstract
WHO has identified gender as a “critical determinant of mental health and men-
tal illness”. In the psychosis field, however, while there has been an increased 
focus on sex differences, little is known about how gender impacts the risk of 
psychosis, its expression (e.g. content of hallucinations), coping or recovery. In 
this chapter, I argue for sex- and gender-based analysis (SBGA). I outline the 
literatures on gender and mental health; describe SGBA, related constructs and 
corresponding scales; and delineate some of the barriers to conducting SGBA in 
psychosis research.

6.1  Introduction

“From the moment of birth, if not sooner…” writes Kaschak, “…the body is gendered” 
(1992, p.  44). “There is no existence in our culture prior to and separate from gender. 
Almost invariably, the first question parents ask, even before birth, is: ‘Is it a boy or girl?’” 
(p. 45).

In the health field, sex and gender are increasingly being recognized as important 
determinants and indispensable aspects of research both nationally and internation-
ally [1–3]. The Canadian Institutes of Health Research’s Institute of Gender and 
Health (2012) promotes “…the integration of gender and sex as routine consider-
ations in all domains of health research” (p.vi). In the UK, government health policy 
has incorporated gender as a key determinant of health, service need and service 
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planning [4]. The World Health Organization (WHO) has identified gender as a “crit-
ical determinant of mental health and mental illness” (Undated) and its 2004 report 
on Gender in Mental Health Research states: “Integrating gender considerations in 
health research contributes to better science and more focused research, and, conse-
quently, to more effective and efficient health policies and programmes” (p. 2).

However, since Elizabeth Nasser and colleagues [5] criticized the status of 
schizophrenia research, more than a decade ago, for “the profound neglect of the 
role of sociocultural factors …” and the role of gender in particular, very few 
advances have been made with regard to gender despite (p. 351). This neglect that 
is particularly obvious in the surge of research examining the relationship between 
trauma and psychosis1 [6]. While differences in sexual abuse rates and impact 
between males and females in the general population have been noted [7–9], sex- 
and gender-based analysis (SGBA) in psychosis research is lacking. A striking 
example of the lack of interest in gender within the psychosis field can be found in 
a special Women’s Mental Health Series in the Lancet Psychiatry (January 2017) 
devoted to sex and gender where the only paper in the series on psychosis omits 
any discussion of gender [10]. Nasser and colleague’s observation that people 
diagnosed with schizophrenia are considered “genderless” unfortunately still rings 
true [5].

One probable reason for the relative lack of attention to gender is that current 
conceptions of schizophrenia continue to emphasize the role of biogenetic factors. 
However, sociocultural and psychological factors are also clearly important. For 
example, studies in several countries have observed elevated rates of a diagnosis of 
schizophrenia in ethnic minority or migrant populations compared to ethnic major-
ity or “native” populations, especially in Black ethnic groups [11, 12]. Some 
researchers have suggested that experiences of discrimination, social capital and 
social defeat may contribute to risk of psychosis [13]. Several forms of social 
adversities have found to be associated with the development of psychosis: racism 
[14], socioeconomic disadvantage [15], urbanicity [16, 17], early parental separa-
tion [18, 19], bullying at school [20, 21] and childhood sexual and other types of 
abuse [6].

Psychological approaches particularly cognitive behavioural models of psycho-
sis have implicated the role of core beliefs about self, others/world, future in the 
maintenance of delusional beliefs and hallucinated voices and emphasize links 

1 The term ‘psychosis’ is increasingly being used in preference to ‘schizophrenia’ due to the poor 
scientific validity and reliability of the schizophrenia classification (Bentall, 2004; 2009; French & 
Morrison, 2004) and thus is used in this paper to encompass  schizophrenia, schizoaffective disor-
der, and first episode psychosis diagnoses. Generally, the term ‘psychosis’ refers to the ‘symptoms’ 
or anomalous phenomena such as hallucinated voices or unusual beliefs. Increasingly research 
focuses on these experiences specifically as opposed to diagnoses. In this paper, I will therefore use 
the terms ‘psychosis’ or ‘psychotic’ to refer to the anomalous phenomena as described in psychia-
try and am using the term ‘schizophrenia’ where researchers have referred specifically to this 
diagnosis or to refer to the field in general. 
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between life experience and/or trauma and psychotic phenomena [22–24]. For 
example, Morrison [25] suggests negative beliefs about the self and the world are 
thought to be developed in response to trauma and are predicted to mediate the dis-
tress experienced in relation to psychotic phenomena. Birchwood et  al. [26, 27]
demonstrated parallels between the experience of subordination by voices and sub-
ordination and marginalization in the social world. Hayward et  al.’s review [28] 
found a correspondence between voice hearers’ relationship with their voices and 
interpersonal relationships in the social world.

While the aforementioned studies underline the importance of context, life expe-
rience and sociocultural factors in the aetiology, development and expression of 
psychotic phenomena, none conduct SGBA. SGBA takes into account the role of 
both biogenetic and sociocultural factors by utilizing an analysis of the biological 
construct of sex and the sociocultural construct of gender.

Though there has been an increase in research on sex differences in schizophrenia, 
it is still relatively neglected in comparison with research on other forms of mental 
distress such as depression. Barker-Collo and Read [29] report a Medline analysis 
estimated that only about half of all articles on “schizophrenia” up to 2010 even record 
sex and a scant 2.5% analyse research findings by sex. And when sex differences have 
been examined, the focus has been on the supposed biological base of such differ-
ences. More recently, Riecher-Rössler and colleagues [30] reiterate this neglect and 
criticize the few studies that do report sex and gender for lacking methodological 
rigour (e.g. lack of representative community-based population samples and control 
groups).

In order to conduct SGBA, we must take into account both sex and gender for, as 
Nowatzki and Grant [1] argue: “Sex is a poor proxy for gender, as it is not capable 
of capturing the full range of social, political, and economic forces that affect 
health” (p. 265). Several researchers have suggested that examining gender could 
reveal, in addition to increasing our understanding of the heterogeneity in expres-
sion and subjective experience of psychotic phenomena, clarification of some of the 
reported sex differences [3, 31–33] such as why more women than men appear to 
hear voices, findings which are observed in both clinical [34–36] and nonclinical 
populations [37, 38]. Much of the sex difference research, to date, is purely descrip-
tive without identifying the mechanisms responsible for producing any such differ-
ences [39, 40]. A gender analysis could possibly contribute to understanding 
aetiology and illuminate mechanisms involved elucidating the variability in some 
reports of sex differences (e.g. prevalence) [41].

An interesting example of research that demonstrates the importance of using 
SGBA is illustrated by Lewine [32] where he cites results of a study by Daniel and 
colleagues [42] who examined sex differences in cerebral blood flow using positron 
emission tomography (PET) scanning. They found a higher rate of blood flow in 
women than men (all healthy individuals), but when femininity and masculinity 
were measured (using the Bem Sex-Role Inventory: Bem [43]), high blood flow 
related far more strongly to femininity than biological sex.
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In this paper, I make a case for the importance of sex- and gender-based analysis 
(SBGA), which remains overdue in schizophrenia research, outlining the literatures 
on gender and mental health. First, I review relevant theoretical constructs for con-
ducting sex- and gender-based analysis and describe how to conduct SGBA.

6.2  “Sex” and “Gender”: What’s the Difference? Constructs 
and Measures for Conducting Sex- and Gender-Based 
Analysis (SGBA)

Several methodological problems plague gender research in the schizophrenia field. 
One of the most fundamental is the conflation of the terms “sex” and “gender” used 
inconsistently and/or interchangeably in the literature [5, 32, 44]. As Johnson et al. 
[2] point out: “This conflation leads to confusion about the contributions of sex and 
gender to health, and missed opportunities for developing appropriate medical inter-
ventions and policy responses” (p. 1).

Sex refers to: “the biological characteristics such as anatomy… and physiol-
ogy…that distinguish males and females” ([45], p. 8). Gender refers to “…the array 
of socially constructed roles and relationships, personality traits, attitudes, behav-
iours, values, relative power and influence that society ascribes to two sexes on a 
differential basis…” ([45], p. 14).

6.2.1  What Is SGBA?

SGBA originated in international development research. Due to significant evi-
dence that biological, economic and social differences between women and men 
contribute to differences in health risks, health services use, health system interac-
tion and health outcomes [46, 47], research began integrating a gender and sex 
perspective.

Health Canada [47] has defined SGBA as:

… an approach which systemically inquires about biological (sex-based) and socio-cultural 
(gender-based) differences between women and men, boys and girls, without presuming 
that any differences exist. The purpose of SGBA is to promote rigorous sex/gender- sensitive 
health research, which expands understanding of health determinants in both sexes, in order 
to provide knowledge which can result in improvements in health and health care. Gender- 
blind science fails to account for disparate life trajectories that are influenced by genetic 
endowment, environmental exposures and social and political environments.

SGBA incorporates multiple levels of analysis from the micro-individual level to 
the macrosocial level integrating other social determinants of health that interact 
with gender:

SGBA is meant to be applied within the context of a diversity framework, that attends to the 
ways in which determinants such as ethnicity, socioeconomic status, disability, sexual ori-
entation, migration status, age and geography interact with sex and gender to contribute to 
exposures to various risk factors, disease courses and outcomes. Using a SGBA lens brings 
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these considerations into focus and can help to formulate research, policies and programs 
that are relevant to the diversity of the Canadian populace. [47]

It is increasingly being recognized that an intersectional lens must be integrated 
within SGBA as culture along with multiple social identities such as age, class and 
sexuality shape the meaning of gender.

Nasser [48] has advocated approaches to researching women’s [and men’s] men-
tal health that:

…take into account gender differences between men and women in sociocultural context 
including differences in pay, social status, political power, burdens of domestic care, and 
mothering, relationship inequalities and rates of domestic violence as well as gender differ-
ences in social pressures and expectations. (p. 25)

Conducting SGBA occurs throughout all phases of the research process starting 
with clearly differentiating and defining the concepts of sex and gender [47]. First, 
it is essential to include gender and sex in the research question(s) and/or hypoth-
eses. The literature review must examine the extent to which past research has 
taken gender or sex into account. Using representative samples is also very impor-
tant in order to be able to conduct SGBA as well as collect data that are disaggre-
gated by sex, a major methodological barrier in schizophrenia research. Whether 
conducting quantitative or qualitative methodologies, using an analytic approach 
that captures gender- and sex-based factors is a very important part of the process 
in addition to considering diversity factors as they interact with sex and gender and 
affect exposures to various risk factors, illness course and outcomes.

In order to conduct sex- and gender-based analysis, researchers not only examine 
sex differences but pay attention to the broader theme of gender, gender relations, 
institutionalized gender and the larger social context as demonstrated in Fig. 6.1. This 
diagram, developed by the Gender and Health Group at the Liverpool School of 
Tropical Medicine, University of Liverpool, for researching health problems and 

Part 2:
Factors affecting who gets ill

Part 1:
Patterns of ill health

Part 3:
Factors affecting responses

to ill health

Environment Households

Communities

Influence of States/
markets/international
relations

Bargaining
Positions

Resources

Activities

Gender Norms

Available Health
Services

Fig. 6.1 Gender analysis framework (source: Liverpool School of Tropical Medicine, Gender and 
Health Group, University of Liverpool, Reproduced with permission [49])
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services, provides an excellent framework for SGBA that can also be applied to psy-
chosis research. Multiple levels of gender (the interactional, the organizational/insti-
tutional and the cultural) [50] are represented. A gender analysis makes explicit the 
social, cultural, historical and political context of the lives of research participants 
combining micro-, meso- and macro-levels of analysis as shown in Fig.  6.1. This 
framework offers a range of approaches to assess the relationship of gender to a par-
ticular health problem, issue or system. It also reveals how gender guides the research 
methodology to be employed. Parts 1, 2 and 3 involve three stages of gender analysis. 
In the first stage, Part 1, gender-related differences in patterns of ill health (or “health 
outcomes data”) are examined: who gets ill (i.e. men and women of different ages, 
socioeconomic and ethnic groups), what types of illness women and men get, when 
women and men become ill (e.g. time of year) and where women and men become ill. 
Parts 2 and 3 provide guidelines for investigating the interplay of gender and social, 
cultural and economic factors that affect health and responses to ill health. It is sug-
gested that examination of these factors may require contextualized, descriptive and 
analytical sources of information dictating qualitative, participatory and/or mixed 
research methods where perceptions, attitudes and subjectivity are of interest. Each of 
the factors listed on the left of the matrices—environment, activities, bargaining posi-
tion, resources and gender norms—is an area of enquiry to be examined in the context 
of each of the levels of society, e.g. households, communities and states/markets/inter-
national relations, available health services or contexts listed to the right of the matrix. 
“Environment” refers to women’s and men’s living and working context including the 
general social and economic milieu. “Bargaining positions” denotes decision-making 
power within gender relations. Gender differences in women’s and men’s access to 
and control over “resources” such as money, transport, time, information, political 
power and influence are also an important consideration in this analytic framework. 
“Activities” represents activities of daily living including what women and men do at 
home and at work. These are based on culturally prescribed roles and include:

• “Productive” roles, i.e. paid work or production of goods for subsistence or sale
• “Reproductive” roles, i.e. domestic tasks including cooking, cleaning and caring 

for children and sick people
• “Community” roles, i.e. participating in various tasks associated with managing 

community organizations and operating and maintaining community services 
(Liverpool School of Tropical Medicine, Gender and Health Group, University 
of Liverpool, undated).

Different activities carry different mental and physical health risks. “Gender 
norms”, often implicit, are the beliefs, prescriptions and proscriptions for women 
and men’s capacities, characteristics, social behaviours, roles and interests [49]. 
This framework incorporates the four core concepts of SBGA, (1) sex, (2) gender, 
(3) diversity and (4) equity, as outlined by Clow et al. [46]. Examining the intersec-
tion of other social hierarchies with gender is a necessary aspect of approaching 
gender as a multidimensional construct.
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Marsh [51] has criticized mental health services for ignoring the context of indi-
vidual’s lives, and in particular women with severe mental illness who, due to gen-
der norms, are impacted by the burden of caring for others, often prioritizing their 
needs above their own, placing more emphasis on their relational environment 
which can both undermine health and act as a social buffer to stress. Examining 
such differences in life context has been neglected in schizophrenia research. Using 
the above framework for SGBA in psychosis research has utility for exposing the 
possible impact of these variables on well-being.

6.2.2  The Constructs

6.2.2.1  Gender: A Multidimensional Construct
Recent conceptualizations of the feminine and masculine have moved beyond a 
simplistic understanding of global and opposite personality traits based on a unifac-
torial, bipolar model to a multidimensional and multifactorial construct [52, 53] 
operating “…on multiple levels including the subjective and intrapsychic, the inter-
actional, the organizational and institutional and the cultural” (p. 306) [50]. Various 
dimensions of gender have been identified: gender-typed personality traits [43, 54], 
gender-related interests, global gender role behaviours [55], masculinity ideology 
[56], gender role conflict [57], gender role strain [58, 59], gender role stress [60], 
gender role conformity [61, 62], gender identity [53] and femininity ideology [55]. 
In order to represent the complexity of gender, research must, therefore, address 
gender as multivariable.

Knaak [50] suggests delineating three overarching dimensions for the purposes 
of research: the subjective (e.g. man/woman/transgendered); the cultural (e.g. mas-
culinities/femininities) and the institutional (e.g. social-structural). She argues that 
this multidimensional interpretation demands that “…gender cannot be adequately 
understood in isolation from other social hierarchies” (p. 306) and thus it is impor-
tant to examine how the dimensions of class and race, for example, shape and inter-
act with gender. Another obvious implication of the multiplicity of gender for 
research design is the need to utilize several measures as any one gender measure 
may tap only a small portion of the gender construct [52].

Clinical psychology has paid scant attention to issues of gender [63], while a 
robust literature examining gender exists in the social sciences and within special-
ized developmental, social, women’s, men’s and counselling fields of psychology. 
Several constructs, with corresponding measures (albeit not an exhaustive list), gen-
erated from these fields are defined below. I would like to emphasize that in specify-
ing several gender scales here, my intent is not to minimize the significance of 
qualitative methodologies in investigating gender. In fact, I believe they are just as 
important as they are particularly suited to capturing context, complexity and 
nuance and for this reason may be preferable as suggested by some researchers [64]. 
Furthermore, these measures, as with most, are not without their limitations (see 
Cuthbert [64] and Thompson and Bennett [65] for a critical review and 
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commentary). A lack of awareness of available gender measures may constitute 
another barrier to conducting SBGA in schizophrenia research.

Gender Ideology is defined as: “…an individual’s internalization of cultural 
belief systems regarding gender roles” (p. 373) [55] operationally defined by gender 
role stereotypes [66]. Distinct from the identity/trait approach where one is pre-
sumed to possess particular sex-based personality traits, the “normative approach” 
considers gender norms to be culturally based and socially constructed [65]. The 
plural “masculinities/femininities and masculinity/femininity ideologies” denote 
variation of these ideologies across historical eras, social locations, institutions and 
cultures. One can endorse the ideology that males and females should have these 
sex-specific characteristics without necessarily conforming to them. The process of 
internalization of cultural messages may often be barely noticed on a conscious 
level and taken for granted as a common place and natural aspect of daily life. The 
term “ideology” is used to convey “…the superordinate, organizing nature of these 
beliefs at both the individual level and the social-structural level”, (p. 19) thus con-
stituting a belief system [59]. Levant et al. [67] developed the Male Role Norms 
Inventory-Revised (MRNI-R) scale to measure masculinity ideology, identifying 
seven factors: avoidance of femininity, negativity towards sexual minorities, self-
reliance, aggression, dominance, non-relational attitudes towards sex and restrictive 
emotionality. The following is a sample item: “A man should not react when other 
people cry”. Items are rated on a 7-point Likert-type scale ranging from 1 (strongly 
disagree) to 7 (strongly agree), with higher scores indicating higher levels of 
endorsement of traditional masculinity ideology. Levant and colleagues [55] also 
developed the Femininity Ideology Scale (FIS) which has five domains: stereotypic 
image and activities, dependence/deference, purity, caretaking and emotionality. An 
example item is “Women should dress conservatively so they do not appear loose”, 
rated for agreement on a 5-point Likert-type scale.

Gender Schema refers to a cognitive structure in which information is pro-
cessed according to sex-linked associations or “sex-typing” defined as, “The pro-
cess by which a society thus transmutes male and female into masculine and 
feminine” (p. 354) [54]. Bem argues that these schemata form in response to soci-
etal prescriptions, norms or standards constituting socially sanctioned masculine 
and feminine behaviour socialized through such forces as family, school, peers 
and the media [68]. These norms shape gender identity and can contribute to gen-
der role strain [69]. Bem [54] developed the Bem Sex-Role Inventory to measure 
sex-typed traits and gender identity. However, more recent research has criticized 
the scale with regard to its validity in terms of measuring self-perceived gender-
linked personality traits [66].

Gender Roles “…are the behavioural norms applied to males and females in 
societies, which influence individuals’ everyday actions, expectations, and experi-
ences. Gender roles are expressed and enacted in a range of ways, from how we 
dress or talk, to what we may aspire to do, to what we feel are valuable contributions 
to make as a woman or a man” (p. 5) [2]. Toner et  al. [70] have developed the 
Gender Role Socialization Scale to assess the degree of internalization of gender 
role messages in women (e.g. “I feel embarrassed about my own sexual desires” 
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rated for agreement on a 7-point Likert-type scale) and how these messages may 
affect health and well-being. The developers suggest that the scale “…can also be 
used to examine the relationship between internalized gender role messages and the 
various types of mental health concerns that women experience in order to facilitate 
the development of prevention and treatment protocols” (p. 190).

Gender Identity refers to how we see ourselves as female or male constructed in 
the context of strong societal messages and prescriptions for the acceptable gen-
dered role for one’s presenting sex [2]. Gender identity influences our aspirations, 
social interactions, behaviours, characteristics and body image [2, 71, 72].

Institutionalized Gender represents the unequal power distribution between the 
sexes in the political, educational, religious, media, medical and social institutions 
in any society through different expectations and opportunities for women and men 
and girls and boys, such as social and family roles, job segregation, job limitations, 
dress codes, health practices and differential access to resources such as money, 
food or political power [2].

Gender Role Stress denotes the cognitive appraisal of specific situations as 
stressful when individuals judge themselves as failing to live up to imperatives of 
traditional gender roles [73]. Corresponding scales have been developed for mascu-
line gender role stress (MGRSS: Eisler and Skidmore [73]) and feminine gender 
role stress (FGRSS: Gillepsie and Eisler [74]). Each has five scales comprising 
particular situations that might cause stress due to a feeling of not meeting feminine 
or masculine gender role norms. The following are examples of items on the MGRS: 
“Admitting that you are afraid of something” and “Staying home during the day with 
a sick child”. Sample items from the FGRS are as follows: “Having others believe 
you are emotionally cold” and “Finding that you have gained 10 pounds”.

Gender Role Strain refers to the negative psychological consequences experienced 
by individuals when they try to live up to idealized gender role schema [59]. In this 
framework, gender role strain occurs partly because stereotyped gender role norms are 
often contradictory, unattainable and inconsistent. This construct is embedded in the 
overarching theoretical framework of the gender role strain paradigm developed by 
Pleck [59]. This paradigm “emphasizes the centrality of gender ideology as a cultural 
script that organizes and informs everything from the socialization of small children to 
the emotions, cognition, and behaviour of adults” (p. 130) [55]. Conceptions of gender 
roles in the gender role strain paradigm depart from the personality trait-orientations of 
gender role identity in that they are understood to be acquired via a “…variable process 
strongly influenced by prevailing gender ideologies, which themselves vary according 
to social location and cultural context” (p. 131) [55]. Pleck describes three subtypes of 
gender role strain: discrepancy strain, dysfunction strain and trauma strain.

 1. Discrepancy strain suggests that stereotypic gender role standard are sexist and 
that individuals attempt to conform to them in varying degrees. Pleck [59] 
hypothesized that “not conforming to these standards has negative consequences 
for self- esteem and other outcomes reflecting psychological well-being because 
of negative social feedback as well as internalized negative self-judgments” 
(p. 13).
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 2. Dysfunction strain applies to the negative consequences of those who do con-
form to normative gender roles such as aggression and emotional constriction as 
prescriptions for “masculinity”, which are psychologically harmful, promote 
unhealthy behaviour and as such cause psychological strain. Similarly, the very 
same qualities that characterize depression and low social rank such as passivity, 
submission, perceptions of self as inferior or in an unwanted subordinate posi-
tion and low self-confidence [75], for example, have been regarded as normal 
and desirable qualities of “femininity”. These gender role norms are encouraged 
through socialization, “tradition” and discrimination [76–79].

 3. Trauma strain refers to the traumatic experience of certain groups of men whose 
gender role strain has been particularly severe such as war veterans, survivors of 
child abuse, and marginalized groups such as men of colour and sexual 
minorities.

When Pleck developed the gender role strain paradigm, it was within the context 
of a critical examination of masculinity ideologies. Since then it has been widely 
used as a framework for understanding and researching gender primarily in the field 
of men’s psychology [66, 80]. Levant [80] has described the need to transform tra-
ditional notions of masculine ideology which he has termed “a new psychology of 
men” as “overdue and urgently needed” (p. 259) pointing to the disproportionate 
representation of men experiencing public and social health problems associated 
with the male role socialization process, such as substance abuse, homelessness, 
perpetration of family and interpersonal violence, estrangement or detached father-
ing, sex offences, fatal automobile accidents and lifestyle and stress-related fatal 
illnesses.

Theoretically, the gender role strain paradigm is also relevant for women as has 
been demonstrated by other researchers [49, 59, 81, 82]. In fact, we adopted SGBA 
in a recent study examining the role of core schema, gender role strain (GRS) and 
psychosis in ethnically diverse women using the FGRS scale described above, as it 
can be considered a measure of gender role strain or discrepancy. We found that 
women with psychosis scored higher in GRS than a comparison group and that 
negative core schema about self and others mediated the relationship between GRS 
and psychosis [44]. Consistent with recommendations to use more than one gender 
measure of gender noted previously [52], we also found that ethnic minority women 
in our study endorsed more highly the sexual purity domain of the Femininity 
Ideology Scale. We discuss how these findings have implications for incorporating 
SGBA not only into research but also practice.

Gender Role Conflict (GRC) is defined as “a psychological state in which 
socialized gender roles have negative consequences on the person or others [that] 
occurs when rigid, sexist, or restrictive gender roles result in personal restrictions, 
devaluation, or violation of others or self” (pp. 165–166) [83]. In other words, 
GRC refers to the interpersonal and intrapersonal conflict that arises from rigid 
enactment of traditional gender roles, from violation of gender roles or from gen-
der role devaluations (e.g. men who freely express emotions may be devalued by 

M. Haarmans



149

others because emotionality is associated with femininity). An example where 
both inter- and intrapersonal conflict could potentially occur is when men “…
internalize masculine gender role ideals that encourage for example, aggressive-
ness, overemphasis on achievement, and relational emotional disconnection” (p. 
334) [68]. Gender role conflict is related to the concepts of gender role strain and 
gender ideology. Patterns of gender role conflict have been hypothesized as 
observable negative outcomes of gender role strain [84]. O’Neil and colleagues 
[57] developed the Gender Role Conflict Scale-I (GRSC-I), an empirically derived 
measure of male gender role conflict or gender role strain, which has been 
described as “…readily complementing masculinity ideology measures” (p.151) 
[84]. The scale assesses men’s gender role attitudes, behaviours and conflicts on 
four domains: restrictive emotionality, success/power/competition, restrictive 
affectionate behaviour between men and conflict between work and family rela-
tions. The GRSC-II was developed to measure men’s degree of comfort or conflict 
in specific gender role conflict situations.

6.2.3  Methodological Issues: Barriers to Sex- and  
Gender- Based Analysis in Psychosis Research

6.2.3.1  Underrepresentation of Females in Research Studies
A significant limitation with schizophrenia research inhibiting a sex- and gen-
der- based analysis is the underrepresentation of females in research studies 
[85–87] and particularly minority ethnic women [88]. Longenecker and col-
leagues [85] in their analysis of epidemiological incidence and non-epidemio-
logical study participation found “...a widespread mismatch between the 
incidence of schizophrenia in females and their participation in research” 
(p. 242). They cite the incidence rate of 1.4 male schizophrenia patients to every 
female patient, or 58% males, taken from McGrath and colleagues recent 
schizophrenia meta-analysis [89]. Their analysis reveals that this imbalance is 
exaggerated in non-epidemiological studies where 66% of research participants 
are men. They report that this overrepresentation of males in the literature has 
been consistent over the last two decades. Focussing on incidence of first- 
episode psychosis, Iacono and Beiser [90, 91] describe an excess of males in 
most studies and report that in many instances, the male-to-female ratio among 
study participants exceeds 3 to 1, which they attribute to a higher incidence of 
schizophrenia in males than females.

6.2.3.2  Aggregated Data/Controlling for Sex
A further factor in schizophrenia research inhibiting sex- and gender-based analysis 
is that most studies do not provide information on sex or gender separately; where 
they do in some of the few studies where large numbers of women have been 
recruited, researchers have “controlled for sex” rather than treating women and gen-
der as important areas to explore [87, 92, 93].
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6.2.3.3  Sex Bias in Diagnosis/Sampling Bias
Sex bias in both diagnosis and sampling confound the actual rates of incidence and 
prevalence. For example, women in older age groups are at higher risk of develop-
ing psychosis than men thus male-to-female incidence ratio studies should ideally 
include participants of all ages [94]. Studies that are limited to inpatients may also 
promote sampling bias due to the overrepresentation of men. Aleman and colleagues 
[94] suggest this overrepresentation is partly due to a less favourable course of the 
disorder for the male sex. They also suggest that men are more likely to be admitted 
due to violence and aggression, behaviours related to gender stereotyped norms. 
Psychosocial aspects of gender role norms may be partly related to this overrepre-
sentation. For example, Walker and Lewine point out that male patients are more 
likely than female patients to display antisocial behaviour and have police contact 
and criminal records leading to the perception by treatment providers and families 
that males are more aggressive and threatening. Conversely, female patients are 
viewed as more helpless, withdrawn and depressed. They suggest that these percep-
tions in addition to self-perceptions of men and women (women are more likely to 
view themselves as ill, as needing treatment and to seek and comply with treatment) 
partially influence whether a person is in treatment, particularly an inpatient setting. 
Seeman [95] and Falkenburg and Tracy [96] in their review of sex differences have 
also pointed to higher expectations of families for sons with regard to education and 
achievement than daughters resulting in higher expressed emotion (EE) in families 
towards sons and perceptions of greater need for treatment for sons.

In addition, some authors have also suggested that due to more women experi-
encing co-morbid affective symptomatology, women are predominantly diagnosed 
with schizoaffective disorder, and it may be more difficult to assign categorical 
diagnoses to women than to men [97, 98].

Epidemiological research adopting SBGA in schizophrenia is an important fac-
tor in the reduction of methodological artefacts.

6.2.3.4  Gender in Context
Another major methodological challenge in conducting SGBA involves how to 
incorporate the multiple social categories and determinants, such as ethnicity, social 
class, sexual identity, age and culture that intersect with gender and impact the dis-
tribution of health and illness within and across populations [71]. Researchers advo-
cating SGBA highlight the need to include social and biological determinants which 
overlap and work together to produce health but at the same time acknowledge both 
the conceptual and analytical challenges this creates. Researchers are increasingly 
improving ways to do this. Johnson and colleagues [71] describe some promising 
models that facilitate investigation of both biological and multiple social influences 
in a single study. For example, they recommend employing (1) intersectional analy-
ses which acknowledge a person’s multiple social identities and (2) multilevel and 
systems modelling as they can simultaneously analyse both individual- level and 
group-level factors that impact health and disease. An in-depth discussion of these 
approaches is beyond the scope of this chapter suffice it to say awareness of avail-
able analytical models to address some of these challenges is a helpful first step in 
conducting SBGA in schizophrenia research.
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6.3  Gender: A Critical Determinant of Mental Health

6.3.1  Institutionalized Gender: Social-Structural Level 
Oppression

Emerging evidence indicates that the impact of gender in mental health is compounded by 
its interrelationships with other social, structural determinants of mental health status, 
including education, income and employment as well as social roles and rank. There are 
strong, albeit varying links between gender inequality, human poverty and socioeconomic 
differentials in all countries [3].

Referring back to the definition in the first section of this paper, “institutionalized 
gender” refers to distribution of power between the sexes at the system level within 
political, educational, religious, media, medical and social institutions in any soci-
ety. These institutions shape the social norms that delineate different expectations 
and opportunities for women and men such as social and family roles and practices, 
job limitations, for example, and differential access to resources such as money, 
food or political power. Such differential opportunities and access may lead to dif-
ferences in health risks, health services use, health system interaction and health 
outcomes for men and women [2, 3, 46].

We have known for quite some time that inequalities and subordinate group sta-
tus affects mental health [3, 99]. In The American Journal of Psychiatry almost 
40 years ago, Carmen et al. [99] pointed out that the:

…link between women’s disadvantaged status and their mental health creates an obligation 
for mental health professionals to understand how the social context contributes to the ori-
gin and persistence of the problems of their patients. (p. 1319)

With increasing evidence of this link, particularly research emphasizing the role 
of trauma, social and ethnic inequalities in psychosis, a lack of sex- and gender-
based analysis is conspicuous [11, 14]. This section underlines the relevance for 
conducting micro-, meso- and macro-levels of analysis through SGBA in psychosis 
research.

6.3.1.1  Gender-Specific Determinants
WHO’s 2004 Gender in Mental Health Research Report outlines several gender- 
specific determinants of mental health such as gender-based violence (physical, 
sexual, psychological), gender-based income disparity, unpaid labour and lower 
social rank. In their review of sex differences in schizophrenia, Falkenburg and 
Tracy [96] cite studies that demonstrate the differential gender-exposure and risk 
patterns which disproportionately affect men and women with psychosis. For 
women these include sexual abuse, socioeconomic disadvantage and duty to assume 
responsibility for care of others [3, 76]. Other researchers have also reported that 
women with serious mental illness are also at a greater risk for revictimization and 
for posttraumatic stress disorder [100]. Falkenburg and Tracy [96] point out that 
despite lower fertility rates than community samples, over 50% of individuals with 
a schizophrenia diagnosis become parents with male partners often absent and 
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approximately one-third losing custody of their children. Single parenting has been 
identified by WHO [76] as a risk factor for living in poverty and an especially high 
risk for poor physical and mental health.

6.3.1.2  Impacts of Familial Gender Role Expectations
Gender-specific risk factors for men with psychosis include different responses 
from relatives [41] where differential gender role expectations lead to, for example, 
more consistent and severe criticism from relatives (or high emotional expression 
(EE)) which is associated with increased relapse and negatively impacting illness 
course [95, 96]. Several studies examining high EE report differential responses and 
attitudes of relatives towards men and women with psychosis [34]. For example, in 
their review, Falkenburg and Tracy [96] identified lower parental tolerance of symp-
tomatic behaviour and sense of responsibility for caring for men, higher levels of 
fear and conflict due to higher rates of aggression in men, increased guilt and self- 
blame and lower attendance of therapy in families of men. Even when controlling 
for symptomatology, gender role expectations of parents influenced hospital out-
comes of their sons or daughters [101].

Al-Issa [101] cites studies where differential gender role expectations for men 
and women and lower social status ascribed to women impact access to treatment. 
For instance, he outlines Murphy’s [102] studies of French-Canadian villages 
where communities were helpful to their young men with delusions but not their 
young women and families were willing to pay for a son’s treatment but not for a 
daughter or wife. In a more recent qualitative study, researchers also report gender 
stereotypes influencing help-seeking. For example, in the context of early interven-
tion, women’s help-seeking was often negatively questioned by family members as 
well as service providers, whereas men reported difficulties discussing their symp-
toms and that help-seeking was perceived as a sign of weakness by peers [103].

In an original 26-year period cohort study, Månsdotter et al. [104], in Sweden, 
grounding their research in gender relational theory, examined the effects of gen-
dered life in childhood and adulthood on mental health focusing on the spheres of 
mother’s paid/unpaid work, childcare practice, gendered partnership and gender 
ideology. The investigators based their research on the well-accepted theory that 
the improved gender equality of Nordic countries has impacted the health patterns 
of men and women. Women (n = 421) and men (n = 526) were followed and sur-
veyed at five different time-points: from age 16 to age 42 with a comprehensive 
questionnaire developed by the investigators. Gendered ideology was measured 
using a scale indicating support for societal gender equality ranging from 1 (fully 
supporting a gender-equal society) to 10 (fully rejecting a gender-equal society) 
and categorized into traditional “ranking 4–10” and nontraditional “ranking 1–3”. 
Similarly, gendered partnership and gendered childcare also used a 5-point Likert-
type scale each asking a question about perceived overall equality in one’s rela-
tionship with a partner and division of childcare responsibility, categorized into 
traditional and nontraditional. The main findings were that, for women, reduced 
anxiety was associated with a more gender-equal ideology at age 30, while for 
men reduced depressive symptoms were associated with more gender-equal 
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childcare division at age 42. Månsdotter and colleagues [104] speculate that the 
reduced depressive symptomatology for men may be related to the health-promot-
ing effects of expanding social roles and childcare per se for mental health and 
specifically the positive influence of increased intimacy. One of the study limita-
tions identified by the authors includes a lack of statistical power when categoris-
ing individuals into traditional or nontraditional and when stratifying the analyses 
by gender. Nevertheless, this type of research demonstrates the utility of employ-
ing a SBGA for incorporating micro-, meso- and macro-levels of analysis as was 
done here through examining gender relations, institutionalized gender and gen-
der ideology.

6.3.2  Gender Role Socialization and Mental Health: Internalized 
Oppression

In addition to the deleterious effects on the mental health of women due to gen-
der inequality, men too suffer adverse effects from restrictive gender role norms. 
A large body of literature spanning decades emphasizes the effects of gender on 
mental health with empirical investigations demonstrating harmful psychologi-
cal impacts (e.g. depression, low self-esteem and substance abuse) of internal-
ized gender role expectations on both males and females [59, 68, 73, 77, 79, 
105–110] and recent research demonstrating an association between higher mas-
culinity ideology and increased PTSD symptomatology in male veterans [111].

6.3.2.1  Gender Role Socialization, Stress and Coping
Gender role expectations have been shown to correlate closely with differential 
mental health problems according to sex [73]. For example, rates of depression, 
agoraphobia, eating disorders, anxiety disorders and PTSD are much higher for 
women than for men. Conversely, rates of substance abuse and antisocial behaviour 
are higher for men [3].

According to gender role stereotypes, women are “expected” to be submissive, dependent, 
and anxious about appearance, whereas men are “expected” to be indulgent, aggressive, and 
demonstrate sexual prowess (p.124) [73].

Empirical investigations provide evidence that cognitive appraisal and coping is 
influenced by gender role socialization resulting in gender differences in vulnerabil-
ity to certain stressors [73, 112]. Eisler and Skidmore [73] and Gillespie and Eisler 
[74] developed models of gender role stress, drawing explicitly on the cognitive 
stress model [113], in which stress occurs due to the cognitive appraisal that one has 
violated gender role imperatives. These models have been tested using the mascu-
line and feminine gender role stress scales described earlier. With the development 
of these scales, empirical studies have shown an inverse relationship between gen-
der role stress and measures of physical and psychological well-being for both 
women and men [60].
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A review of stress research by Dedovic et al. [114]  highlights some recent results 
from endocrinological, developmental and neuroimaging studies that suggest an 
important role of gender socialization on the metabolic effects of stress. Dedovic 
and colleagues [114] suggest that as some differences between men and women in 
hypothalamic-pituitary-adrenal (HPA) axis responses to psychosocial stressors can-
not be explained by biological variables alone, gender is likely to be a critical factor 
and propose a model that integrates these specific findings, highlighting gender 
socialization and stress responsivity. The authors point to research that manipulates 
the psychosocial stressor context or uses stressors emphasising achievement versus 
social integration, which provide strong support for the role of gender as explaining 
male-female variations in stress responses.

Surprisingly the impact of gender role socialization on cognitive appraisal and 
coping with regard to psychosocial stressors has not been explored in individuals 
experiencing psychotic phenomena, obviously an important area for inquiry consid-
ering the role of stressful life events as precipitants for psychotic experiences and in 
shaping the content of hallucinated voices and delusions [115] and in men’s and 
women’s responses to these phenomena. Myin-Germeys et al. [116] in a very inter-
esting study examined sex differences in stress reactivity utilizing experience 
method sampling. They report that the women in their sample of 42 participants 
meeting criteria for psychotic disorder (22 men; 20 women) were more likely to 
display elevated stress reactivity or emotional reactivity (reflected in both an 
increase in negative affect and a decrease in positive affect) to daily stress as com-
pared to men. The authors suggest that emotional reactivity to daily stress may be 
an underlying etiologic mechanism for psychosis and constitute part of the liability 
to psychosis. Myin-Germeys and collegues speculate that as the small stressors and 
disturbances in daily life were equally distributed among men and women, it may 
be that women develop higher levels of stress sensitivity through a history of 
increased exposure to life events and possibly also higher levels of exposure to 
trauma. However, they did not investigate cognitive appraisals regarding why par-
ticipants found a particular event stressful which may have extended findings fur-
ther by identifying underlying cognitive mechanisms in terms of what constitutes 
stress for men and women and thus enabling SGBA. Research employing SGBA 
could be useful to examine HPA axis responses in relation to psychotic experiences 
and other life stressors, for example.

6.3.2.2  Gender and Self-Esteem

Because sex and gender distinctions are central, important, and pervasive in Western cul-
ture, it can be argued that gender is the earliest, most central, and most active organizing 
component of one’s self-concept (p.690) [52].

According to a cognitive psychological framework, we learn “shoulds” and “musts” 
or categorical imperatives from important persons in our lives and within particular 
sociocultural contexts. We observe how others act and interact and the societal 
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messages conveyed about them. Mahalik [68] outlines how masculine/feminine 
gender role socialization contributes to self-schemata or gender role schemata influ-
encing self-esteem. He discusses how gender role socialization contributes to 
gender- related “cognitive distortions” and gender role strain and underlines the 
implications for cognitive behavioural interventions. In cognitive therapy frame-
works, “cognitive distortions” refer to absolutist or global self-defeating thoughts 
associated with distress. Often these include gendered categorical imperatives that 
can be contradictory, unattainable or inconsistent: “boys don’t cry; a woman’s place 
is in the home” [68]. Empirical investigations have demonstrated associations 
between gender role conflict and depression and decreased self-esteem in men 
[108]. The underlying theoretical framework for this work is the gender role strain 
paradigm. Relatedly, a large body of research based on objectification theory [117–
119] has examined the deleterious impact of gender role socialization on female 
body image and self-esteem.

Mahalingam and Jackson [107] point to ethnographic research which indicates 
that idealized cultural gender roles shaped by patriarchy, such as chastity and mas-
culinity, play a critical role in controlling women’s and men’s behaviour. These 
cultural gender imperatives ultimately influence self-worth. In their research with 
son preference societies, they suggest that societies resulting in an excessive male 
population leads to hypermasculine and hyperfeminine ideals increasing patriarchal 
power structures with detrimental impacts on mental health. This research under-
lines the importance of incorporating the multiple social categories and determi-
nants, such as ethnicity, social class and culture that intersect with gender to impact 
mental health in research designs.

As it is known that self-esteem is a significant factor in most mental disorders, it 
is not surprising that researchers have suggested self-esteem plays roles with regard 
to the origin, maintenance and consequence of psychotic experiences, similar to that 
of depression [120–122]. A prospective general population study found that self- 
esteem was a risk factor for psychosis [122]. Considering that sex and gender are 
key features of self-esteem and that self-esteem is implicated in psychotic experi-
ences, it follows that a sex- and gender-based analysis is very important for both 
enhancing our understanding of psychosis and implementing more meaningful psy-
chological interventions.

SGBA can increase our understanding of the interplay between gender, self- 
esteem and psychotic experiences particularly in light of the finding of a recent 
study that self-esteem is a predictor of hallucinations and persecutory delusions in 
early psychosis and females report lower self-esteem than males [123]. In fact the 
investigators found that sex was a significant predictor of self-esteem in their first- 
episode sample, with women having significantly lower levels of self-esteem than 
men even after adjusting for differences in levels of depression. Another study of 
sex differences from the Danish Opus study of first-episode schizophrenia spectrum 
disorders, also reported that females, though they scored higher in global function-
ing than males, scored lower on self-esteem and self-confidence [124].
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6.3.2.3  Gender and Depression
Much of the research on sex differences in depression (i.e. the consistently reported 
finding that the prevalence of depressive disorders is greater in women at a rate at 
least twice that of men) [3] has focused on gender roles due to the lack of empirical 
research supporting biological theories [125]. Various researchers have emphasized 
the importance of gender role expectations with regard to marriage, parenting and 
employment, for example, in the aetiology of psychological disorders [77]. The dif-
fering rates of depression for men and women are explained by differing societal 
expectations according to several researchers [126]. Interestingly, rates of depres-
sion increase dramatically for both males and females during the 15- to 18-year age 
period, but the female rate rises to double the prevalence rate for males [127].

In psychosis, the presentation of depression forms a very complex picture. 
Birchwood [128] distinguishes three core pathways of emotional disorder in psycho-
sis: (1) as intrinsic to the psychosis diatheses, (2) as a psychological reaction to psy-
chosis and its sequelae referred to as “post-psychotic depression” and (3) as the 
result of a disturbed developmental pathway. Researchers also point to the difficulty 
teasing apart “negative symptoms” and depression with some researchers suggesting 
it is goal-directed behaviour and “defeatist beliefs” that are underlying negative 
symptom presentation [129–131], features also common in depression. The repeated 
finding that women with psychosis present with more affective and men with more 
negative symptomatology may be reflecting the differential expression of depression 
between men and women in the general population [132]. Here again, SGBA would 
be helpful in exploring these complex presentations.

6.3.2.4  Gender and Men’s Health
A large body of work from the field of men’s psychology has demonstrated harmful 
effects of gender role socialization on men’s psychological and physical well-being 
ranging from depression, lower self-esteem, substance abuse, aggression, elevated 
blood pressure and high-risk health habits [68,  108]. In fact, Berke and colleagues 
[133] place emotion regulation difficulties as central in their dynamic model of 
masculinity and psychopathology.

Good and colleagues [134], examining male gender role conflict and psychologi-
cal distress as measured by the Symptom Checklist-90-Revised, found associations 
of masculine gender role conflict with depression and interpersonal sensitivity as 
well as paranoia, psychoticism and obsessive-compulsivity in male students from 
two different US universities who had requested counselling services. The strongest 
association for psychoticism was with restrictive emotionality. Paranoid ideation 
was also related to restrictive emotionality in addition to success, power and com-
petition, components of male gender role conflict. Obsessive-compulsivity was 
associated with men’s conflict between work and family relations. The authors 
emphasize the clinical implications associated with the harmful psychological 
impacts of male gender role socialization:
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Given the relations between a range of psychological symptoms and masculine gender role 
conflict, it appears that men in US society might be psychologically healthier if they did not 
attempt to limit their feelings, cognitions and behaviours to those prescribed by masculine 
gender roles. In addition, given the relations observed here, counsellors would be wise to 
examine the extent to which male clients experiencing depression, interpersonal sensitivity, 
obsessive-compulsivity, and even psychosis have concerns or discomfort related to male 
gender roles. (p. 48)

6.3.2.5  Gender and Impact of Trauma/Sexual Abuse
A number of studies examining gender ideologies and trauma have reported strug-
gles with sexual identity, negative gender schemata and shame in both men [9] and 
women who have experienced sexual abuse [8, 135]. Krause and Roth [135] point 
out how one’s core beliefs about self, others and their relationships are often chal-
lenged by the experience of childhood sexual abuse (CSA). Studies, especially 
qualitative research, reveal that the sociocultural context and gender, in particular, 
influence how individuals make meaning of and respond to traumatic experience 
[8]. As trauma is common in people with psychosis and there is an association of 
childhood sexual abuse with hallucinations [6, 92, 136, 137], this line of inquiry 
may be fruitful in terms of increasing our understanding of how gender interacts 
with trauma. For example, research could explore how gender shapes the experience 
and presentation of psychotic phenomena such as hallucinated voice content under-
lining more gender-responsive implications for intervention. For recent research 
that does just that please see Haarmans and colleagues, in which the investigators 
examined the influence of intersecting social categories of gender and race reflected 
in hallucinated voice content [138]. Furthermore, research suggests negative beliefs 
about the self and the world are developed in response to trauma mediating the dis-
tress arising from psychotic phenomena [25]. SBGA has potential for increasing 
our understanding of how gender role norms impact negative self-schemata ulti-
mately influencing self-esteem and distress. Some recent studies have revealed that 
sexual content of voices and/or delusions predicts history of childhood sexual abuse 
[139–142]. These researchers point out the clinical implications arising from this 
research, in particular, the importance of assessing childhood trauma and trauma-
related symptoms and offering a range of trauma-focused treatment interventions. 
Birchwood and colleagues [27] also suggest that earlier experiences of trauma such 
as abuse and harassment may be related to the sense of powerlessness and subordi-
nation the person experiences in relation to their hallucinated voices and others in 
their social world. The few psychosis studies that have examined sex differences 
with regard to trauma experiences report considerable differences between females 
and males. For example, one study found that CSA was almost double for women 
than men [143–145], and an epidemiological study, reported it was five times greater 
for women than men [146]. Another study found that gender moderated the associa-
tion of sexual trauma and psychosis (being stronger for females) [136]. Research 
with ultra-high-risk (UHR) samples found that prevalence of sexual trauma was 
higher in females [142]. In a large epidemiological case-control study of first 
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episode psychosis, an association of sexual and physical abuse with psychosis was 
found with women but not men [147]. Mixed samples found an incidence (3:1) of 
sexual abuse among women compared to men and conversely a higher incidence 
(3:2) of physical abuse among men than women [148]. Other research reported that 
sexual abuse increases chance of conversion to psychosis in individuals at ultra-high 
risk almost three times [149]. All these studies underscore the importance for incor-
porating SGBA in psychosis research both for prevention and psychological inter-
ventions such as trauma-informed/trauma- specific and gender-specific approaches.

In an attempt to redress the lack of studies examining gender-specific responses 
to child abuse in psychosis, Barker-Collo and Read [29] examined the relationships 
between child physical and sexual abuse with psychoticism and other subscales of 
the Symptom Checklist-90-Revised [150] in addition to coping styles. The authors 
indicate that while men and women reported similar levels of psychoticism in the 
absence of abuse, when abuse had been experienced, men’s reports of psychoticism 
and depression increased more than that of women, peaking with sexual abuse. Men 
also reported a sharper increased overall severity of difficulties on the Global 
Severity Index (GSI) than women when abuse was reported as well as a significant 
elevation in paranoid ideation for men in the sexually abused only grouping. Other 
differential responses to abuse, reported by the investigators, were that males are 
less likely to employ the coping style, “seeking guidance and support”, and more 
likely to employ “emotional discharge”, (when sexually abused but not physically 
abused), which refers to “take it out on other people when you felt angry or 
depressed”. The authors point out that the finding that males employ “emotional 
discharge” to cope is consistent with other research that demonstrates men typically 
respond to abuse with “…externalizing and aggressive behaviour, sometimes reach-
ing criminal levels as adults” (p. 37). For individuals who had been both sexually 
and physically abused, psychoticism and paranoid ideation were elevated for both 
sexes. Barker-Collo and Read emphasize that “…sexual abuse is rarely spontane-
ously disclosed by either gender. Boys are not only less likely than girls to spontane-
ously tell anyone at the time of the abuse but also take longer to do so, or to seek 
help for the effects of the abuse, as adolescents or adults” (p. 37). This factor, in 
addition to the findings demonstrating differential coping styles between both sexes 
who have been abused, underlines the importance of SGBA in psychosis research 
for understanding the pathways from trauma to psychosis and the underlying mech-
anisms involved. For this reason, the authors urge researchers to incorporate a gen-
der analysis in future psychosis research.

6.3.3  SGBA: Aiding Clarification of Sex Differences

Understanding the impact of gender roles has utility for clarifying some of the 
reported sex differences in schizophrenia (see Chap. 18). To date, the literature fails 
to adequately explain how these differences came to be [151]. For example, the 
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repeated finding that men experience more “negative symptoms” than women could 
be possibly clarified if examined from a gender perspective. Difficulty experienc-
ing, fantasizing, thinking about and expressing one’s emotions or alexithymia [152] 
is more common in men than in women in the general population [153], and men 
with higher levels of gender role conflict tend to have higher levels of alexithymia 
[154]. Levant [66] has emphasized that one normative masculine role requirement 
is the restriction of emotional expression with empirical research finding a relation-
ship between the endorsement of traditional masculinity ideology and alexithymia 
in men in addition to its association with psychological distress [133]. In the psy-
chosis field, emerging research has demonstrated, within the negative symptom 
construct, two subdomains: (1) diminished expression and (2) amotivation which 
has been found to be related to goal-directed behaviour and defeatist attitudes [129–
131] with amotivation identified as the key component especially with regard to 
functional outcome [130]. Could the subdomain of diminished expression be related 
to an exaggerated form of alexithymia? van’t Wout et al. [155] found that males (but 
not females) with schizophrenia reported greater difficulty verbalizing and identify-
ing their emotions and heightened levels of emotional arousal. Research utilizing 
SGBA could be helpful in exploring this possibility. For example, quantitative 
methods could employ gender measures, such as the Gender Role Conflict Scale-I 
(GRCS-I; O’Neil et al. [57]) cited earlier. This scale is an empirically derived mea-
sure of male gender role conflict assessing restrictive emotionality as one of four 
domains. Furthermore, as male role norms emphasize achievement and competi-
tion, the subdomain of amotivation as related to goal-directed behaviour and defeat-
ist attitudes may also have particular relevance for young men who are struggling 
with these societal messages in their developmental trajectory. Foussias and 
Remington [130] remind us that “…the earliest descriptions of schizophrenia 
emphasized a disturbance of volition/will as the fundamental underlying process in 
its pathology” (p. 359). This is an interesting area to pursue due to the fact that psy-
chosis onset appears in late adolescence, earlier in men than women, typically the 
time when developmental stressors and social roles such as sociosexuality, achieve-
ment and vocational issues are particularly pronounced for young men [95, 156, 
157]. Several authors point out that childhood and adolescence are critical periods 
for “navigating influential and culturally variable constructs of masculinity/femi-
ninity…as part of a complex set of negotiations of an individual’s gendered self that 
continues throughout the life course…” (Abrams [158], p. 64). Here we can see how 
the gender role strain paradigm could be relevant for understanding the social pres-
sures particularly for young men who may be at risk for discrepancy strain impact-
ing self-esteem and resulting in psychological distress. The findings that (1) there is 
poorer academic, occupational and interpersonal functioning in males than in 
females before the diagnosis [159–161] and that (2) personal goals are reflected in 
delusional themes [162] (see Chap. 18) also suggest a role for gender and thus for 
SGBA in psychosis research and again highlight the importance of gender- 
responsive psychological interventions.
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6.4  Conclusion: Sex- and Gender-Based Analysis Equals 
Better Science

In conclusion, this chapter has outlined several important factors that underline the 
usefulness of SGBA in enhancing schizophrenia research. Several of these factors 
have led to recent international developments such as WHO advocating SBGA not 
only to improve health research, policies and services but also to respond to gender- 
related health inequities [46] as a matter of human rights [163].

 1. Gender influences exposure to social-structural risk factors such as sexual vio-
lence, socioeconomic disadvantage and low social rank all of which have been 
linked to psychosis.

 2. Research has demonstrated harmful psychological impacts of internalized gen-
der role expectations on both males and females; however this has not been 
explored in the psychosis field.

 3. Research, qualitative studies in particular, have revealed how gender influ-
ences the impact of sexual abuse. Cultural beliefs about masculinity, feminin-
ity and sexuality influence how female and male survivors make sense of their 
traumatic experience [7, 8, 135]. Obviously this is a very important area to 
explore in individuals with a psychosis diagnosis in light of the research 
 linking sexual abuse and psychosis with implications for the need to develop 
gender-responsive, trauma-informed and trauma-specific psychological 
interventions.

 4. In addition to increasing understanding of the cognitive and psychological mech-
anisms that generate and maintain distressing psychotic experiences, SBGA 
both implicates and satisfies the need to address social factors and injustices by 
extending analysis beyond intrapsychic distress at the individual level to the 
sociocultural level. As Connell [164], advocating a “relational gender analysis”, 
explains: “The analysis needs to consider simultaneously the shape of the gender 
order and its historical transformations, the pattern of institutional and interper-
sonal relations, and the body-reflexive practices in which health consequences 
are produced” (p. 1679).

 5. SGBA promotes a theoretical sophistication inherent in the overlapping con-
structs of “sex” and “gender” where there are not always clear divisions for the 
influences of the biological, psychological and sociocultural.

As Doyal [165] has argued, “Greater sensitivity needs to be paid to sex and gen-
der issues in all areas of health research. Failure to recognize this will lead to bad 
science and avoidable mortality, morbidity, and disability” (p. 162).

This chapter has illustrated that the same argument applies to schizophrenia 
research. SGBA in schizophrenia research is long overdue. Let’s hope that it does 
not take another decade before we see a true integration of SGBA improving the 
science of our field.
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Abstract
In this chapter we will address transgenderism and mental health from a non- 
pathologizing perspective. First of all we will explain the reasons why we under-
stand transphobia as a gender-based violence. Later on we will expose some of 
the competences that we think that mental health professionals attending trans 
people should have in the process of change from a diagnosing perspective to 
providing a non-pathologizing support via acquiring cultural competence in 
transgenderism and developing an intersectional perspective on their work.

On the third part of the chapter, we will address the gender-based violence 
that can affect trans women, including sexual violence, violence in the intimate 
partnership and transphobia in relation to minority stress.

In the last part of the chapter, we will discuss the negative (and some positive) 
consequences that minority stress might have in the mental health of trans people 
exposed to it.

Our goal with the chapter is to provide information that might help mental 
health professionals in more adequately supporting trans persons in their life 
journeys from a non-pathologizing viewpoint through understanding the conse-
quences of transphobia in their experiences of the individual.

7.1  Introduction

In this chapter we will address transgenderism and mental health from a non- 
pathologizing perspective. First of all we will explain the reasons why we under-
stand transphobia as a gender-based violence. Later on we will expose some of the 
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competences that we think that mental health professionals attending trans people 
should have in the process of change from a diagnosing perspective to providing a 
non-pathologizing support via acquiring cultural competence in transgenderism and 
developing an intersectional perspective on their work.

On the third part of the chapter, we will address the gender-based violence that 
can affect trans women, including sexual violence, violence in the intimate partner-
ship and transphobia in relation to minority stress.

In the last part of the chapter, we will discuss the negative (and some positive) 
consequences that minority stress might have in the mental health of trans people 
exposed to it.

Our goal with the chapter is to provide information that might help mental health 
professionals in more adequately supporting trans persons in their life journeys 
from a non-pathologizing viewpoint through understanding the consequences of 
transphobia in their experiences of the individual.

7.1.1  Situated Knowledge

Having had a training based in “scientific knowledge,” we learned from knowledges 
presented to us as something that was published in magazines and books in which 
the information was written usually in third person, from a supposedly neutral, 
objective perspective, detached of values, politics, power or beliefs. But having had 
a training also in feminist and queer theory, we started learning about the question-
ing of whom is allowed to speak [1], who is producing knowledge and from which 
position [2] and if this knowledge is really as neutral as we thought [3]. Quoting 
Adrienne Rich: “Feminism means finally that we renounce our obedience to the 
fathers and recognise that the world they have described is not the whole world. 
Masculine ideologies are the creation of masculine subjectivity; they are neither 
objective, nor value-free, nor inclusively ‘human’. Feminism implies that we recog-
nise for us, the distortion, of male-created ideologies, and that we proceed to think, 
and act, out of that recognition” [4].

In therefore recognizing that this traditionally male-created science does not 
describe the whole world from an inclusively “human” perspective, it is needed for 
us to question: How are we going to produce knowledge? How are we going to use 
our voice when we have it and from where if we don’t want to reproduce the pre-
tended neutrality in science? Can we make a feminist science? Here is when the 
reflection of Donna Haraway and her proposal of situated knowledge can open 
some possibilities for us when she says: “Feminist objectivity is about limited loca-
tion and situated knowledge, not about transcendence and splitting of subject and 
object” [5]. Situated knowledge is the knowledge that is not produced from a pre-
tended neutral perspective but the one that makes explicit who is the author, from 
where is it produced and which power dynamics are present, in order to not pretend 
to be speaking about a universal truth inclusive of all the possible perspectives. We 
cannot avoid to always be in the intersections of power dynamics since it is undeni-
able that our origin, class or gender (to name a few) inevitably affect the discourse 
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that we produce. An importance is therefore placed on making these dynamics vis-
ible, as order to clarify the place from where knowledge is being produced.

That is the reason why we consider it important to be explicit about our relation-
ship with the topic of this text and from which position is it written.

As one of the authors of this chapter (Marina de la Hermosa), I am a white, 
European, abled cis female. I studied medicine and afterwards specialized in psy-
chiatry, but it was in the feminist activism context in which I got in touch with trans 
people for the first time, and it was when I started hearing about their experiences in 
the health system in Spain that I started to study and research about transgenderism, 
both from the medical and psychiatric texts, and reading the theoretical production, 
frequently critical, of the trans authors themselves. I also acquired clinical experi-
ence working for 6 years now in providing support to trans people who felt that they 
needed it in their process. So my discourse is crossed by the medical training but 
also by my learning in feminisms and by my clinical and theoretical training both in 
medicine and critical texts on transgenderism. I also consider important to make 
explicit that my position about on this topic is clearly depathologizing.

My situationality as another author of this chapter (Elvire Agossou) is as a West 
African abled cis female who completed university studies in mental health while 
simultaneously being engaged in a learning of gender and sexual diversity theories, 
gender politics studies and advocacy training for within the LGBT community in 
the USA and then the UK before moving to Spain. From within all these contexts, I 
have been in contact with various trans persons and communities and involved in 
providing psychotherapeutically related support to individuals that find themselves 
in moments of exploration and reconstruction of their own gender and identity as 
they see fit and more in tune with their experience of self.

7.1.2  Transphobia as a Gender-Based Violence

Considering that we understand transphobia as a gender-based violence, there are 
several reasons why we made the active decision not to be presenting this chapter 
from within the section of the book that addresses gender and psychopathology and 
instead is included in the part of the book that look to display and discuss gender as 
a multidimensional concept.

We do not understand transgenderism as a pathology but part of the diversity of 
human beings. Secondly, in considering the definition of gender-based violence 
given by the Council of Europe Convention on preventing and combating violence 
against women and domestic violence [6], gender-based violence is described in the 
following way: “[G]ender-based violence against women” shall mean violence that 
is directed against a woman because she is a woman or that affects women dispro-
portionately[.] (Art. 3 d). If we want to have an intersectional perspective on the 
topic, we cannot reduce our investigation only to the experiences of cis, European, 
white women. Trans women are women, and if we want to have a more complete 
perspective on the topic of gender-based violence, we understand that it is important 
to also look at the experiences of trans women related to gender-based violence in 
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partnership settings and related to sexual violence, especially knowing that trans 
women tend to be more exposed to these type of violence than cis women [7].

Additionally, we also work with an understanding of gender-based violence in 
relation to gender norms and expectations: “Gender-based violence (GBV) is the gen-
eral term used to capture violence that occurs as a result of the normative role expec-
tations associated with each gender, along with the unequal power relationships 
between the two genders, within the context of a specific society” [8]. The sociologist 
and activist Miquel Missé defines transphobia [9] as the oppression that all the society 
suffers translating into the pressure for the men to be masculine and the women to be 
feminine. This includes a discrimination of the general society against trans persons, 
which the individuals can also incorporate in themselves, producing rejection of simi-
lar others, or self-rejection. Attending to this definitions, if we understand gender-
based violence as the violence that occurs as the result of the normative role 
expectations associated with each gender, we have to understand transphobia, as the 
pressure for men to be masculine and women to be feminine, therefore a gender-based 
violence that also contributes to maintain the gender roles rigid, punishing people who 
express differences from what is expected and in that way contributing to maintain the 
system of privilege and oppression based in gender normativity.

Moreover, the aggressors in violence against women in the intimate partnership 
settings and transphobic aggressions have a similar profile, based on a rigid under-
standing of gender norms and traditional gender roles [10], so we understand that 
strategies to address one of the forms of violence can be useful to prevent the other.

7.1.3  Some Definitions

Here we will define some concepts that we will use throughout the text:

 – Trans people or transgender people will be used as an umbrella term including 
people who self-identifies as transsexual but also people whose identity is differ-
ent from the assigned one but outside of the gender binary male–female. This can 
include people who describe themselves as gender-bender, agender, genderqueer, 
nonbinary, gender fluid, gender variant, etc.

 – Cis people will be understood as people who identifies with the gender assigned 
at birth.

 – Gender identity is the intimate conviction of being of a gender (male, female or 
others).

 – Gender expression is related to the presentation of the person in relation to the 
gender norms in their context. This gender norms can change depending of the 
cultural context, the generation of the person, the country, etc.

 – Assigned gender will refer to the gender assigned to a person during an echog-
raphy or at birth in relation to the aspect of their external genitalia.

 – Cissexism: The assumption that a cisgender identity is more authentic or natural 
than a trans identity. The belief that a person’s sex assigned at birth always 
remains their real gender (e.g. suggesting that a trans woman is “really a man” or 
a trans man is “really a woman”) [11].
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7.2  The Role of the Mental Health Professional

7.2.1  From Diagnosing to Non-pathologizing Support

Understanding that we live in a transphobic cultural context, in which the transgres-
sions of the gender norms are punished with different levels of aggression, we can 
understand, taking the concept from philosopher Judith Butler, that sometimes 
transgender lives are not always liveable/bearable lives. In her book Undoing 
Gender [12] she proposes that:

In the same way that a life for which no categories of recognition exist is not a livable life, 
so a life for which those categories constitute unlivable constraint is not an acceptable 
option.

The task of all of these movements seems to me to be about distinguishing among the 
norms and conventions that permit people to breathe, to desire, to love, and to live, and 
those norms and conventions that restrict or eviscerate the conditions of life itself. 
Sometimes norms function both ways at once, and sometimes they function one way for a 
given group, and another way for another group. What is most important is to cease legis-
lating for all lives what is livable only for some, and similarly, to refrain from proscribing 
for all lives what is unlivable for some. The differences in position and desire set the limits 
to universalizability as an ethical reflex. The critique of gender norms must be situated 
within the context of lives as they are lived and must be guided by the question of what maxi-
mizes the possibilities for a livable life, what minimizes the possibility of unbearable life or, 
indeed, social or literal death.

We understand that part of our work as mental health professionals is about sup-
porting people we work with, through progressively opening the space in their 
already ongoing process for more liveable lives. Historically, both psychologists 
and psychiatrists have been placed as the gatekeepers for trans persons needing 
medical interventions in their process, therefore placing on us the responsibility to 
design who is a “real transsexual” and who is not, based on the correlation of their 
gender expression with the gender norms in our cultural context [13]. If we try to 
trace the line of “real” transgenderism, we are also implicitly describing the appro-
priate gender norms for the cis population. Considering, for example, the diagnos-
tic criteria for gender identity disorder in DSM IV, we can understand from it that 
certain types of clothing are more correct and expected to be for boys, and others 
for girls, and that for boys to enjoy playing rough and displaying a certain degree 
of aggressivity is sane and normal, in comparison to their counterpart, since with 
girls the accepted behaviours are opposite. We can also understand that depending 
of the assigned gender at birth, there will be playmates that would be more ade-
quate than others. What is designed here is an establishment of the line of differ-
ence therefore describing and qualifying what is normality and, consequently, what 
is not. We consider this normality described by mental health professionals as lim-
iting and barely livable, not only for trans persons but also for cis people and all 
others.
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Diagnostic Criteria for Gender Identity Disorder, DSM IV TR [14]

 A. strong and persistent cross gender identification (not merely a desire for any 
perceived cultural advantages of being the other sex). In children, the distur-
bance is manifested by four (or more) of the following:

 (1) Repeatedly stated desire to be, or insistence that he or she is, the other sex.
 (2) In boys, preference for cross-dressing or simulating female attire; in girls, 

insistence on wearing only stereotypical masculine clothing.
 (3) Strong and persistent preferences for cross sex roles in make-believe play or 

persistent fantasies of being the other sex.
 (4) Intense desire to participate in the stereotypical games and pastimes of the 

other sex.
 (5) Strong preference for playmates of the other sex. In adolescents and adults, 

the disturbance is manifested by symptoms such as a stated desire to be the 
other sex, frequent passing as the other sex, desire to live or be treated as 
the other sex, or the conviction that he or she has the typical feelings and 
reactions of the other sex.

 B. Persistent discomfort with his or her sex or sense of inappropriateness in the 
gender role of that sex. In children, the disturbance is manifested by any of the 
following: in boys, assertion that his penis or testes are disgusting or will disap-
pear or assertion that it would be better not to have a penis or aversion towards 
rough-and-tumble play and rejection of male stereotypical toys, games and 
activities; in girls, rejection of urinating in a sitting position, assertion that she 
has or will grow a penis or assertion that she does not want to grow breasts or 
menstruate or marked aversion towards normative feminine clothing. In adoles-
cents and adults, the disturbance is manifested by symptoms such as preoccupa-
tion with getting rid of primary and secondary sex characteristics (e.g. request 
for hormones, surgery or other procedures to physically alter sexual character-
istics to simulate the other sex) or belief that he or she was born in the wrong 
sex.

In the new criteria in the DSM 5, it seems that there has been an attempt to focus 
more on the discomfort that some people can experience instead of only their gen-
der nonconformity, therefore recognizing that some people do not include them-
selves in binary genders and also seemingly taking in account that this discomfort 
might change in the process. It can be observed that some steps towards the 
depathologization of the transgender experiences were indeed taken in the DSM 5; 
however that gender dysphoria still remains in a list of mental disorders and being 
inclusive of nonbinary experiences creates the double standard in recognition while 
continuing to pathologize.
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Diagnostic criteria for gender dysphoria in adolescents and adults in DSM 5 [15]:

• A marked incongruence between one’s experienced/expressed gender and 
assigned gender of at least 6 months’ duration, as manifested by at least two of 
the following:
 – A marked incongruence between one’s gender and primary and/or secondary 

sex characteristics (or in young adolescents, the anticipated secondary sex 
characteristics).

 – A strong desire to be rid of one’s primary and/or secondary sex characteris-
tics because of a marked incongruence with one’s experienced/expressed gen-
der (or in young adolescents, a desire to prevent the development of the 
anticipated secondary sex characteristics).

 – A strong desire for the primary and/or secondary sex characteristics of the 
other gender.

 – A strong desire to be of the other gender (or some alternative gender different 
from one’s assigned gender).

 – A strong desire to be treated as the other gender (or some alternative gender 
different from one’s assigned gender).

 – A strong conviction that one has the typical feelings and reactions of the other 
gender (or some alternative gender different from one’s assigned gender).

• The condition is associated with clinically significant distress or impairment in 
social, occupational or other important areas of functioning.

• Two specifiers exist:
 – With a disorder of sex development (e.g. congenital adrenal hyperplasia).
 – Post-transition: the individual has transitioned to full-time living in the 

desired gender (with or without legalization of gender change) and has under-
gone (or is preparing to have) at least one cross sex medical procedure or 
treatment regimen (e.g. regular cross sex hormone treatment or gender reas-
signment surgery confirming the desired gender).

• Separate criteria now also exist for the diagnosis of children; however, children 
with gender dysphoria are not covered by this monograph. Gender dysphoria no 
longer comes under the category of sexual dysfunctions and paraphilic disorders 
and is considered a disorder in its own right. The term “gender identity disor-
der” has been replaced by “gender dysphoria” to avoid stigmatization.

From our perspective, we consider that, far from diagnosing “real” transsexual-
ity, our work as mental health professionals wanting to offer non-pathologizing 
attention should be to support trans people who need it in their processes while 
staying aware that these very processes are being managed from within a transpho-
bic society in which trans persons might have to face difficulties that in most of the 
cases would affect their mental health.
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7.2.2  Cultural Competence

Cultural competence is a concept that is used especially in Anglo-Saxon contexts. It 
can be defined as the acquisition of specific knowledge, skills and attitudes with 
which to offer an appropriate, individualized and culturally sensitive treatment [16]. 
Minority collectives often develop their own cultural context precisely because of 
the experiences of exclusion from the normative cultural context and the lack of 
references with which to identify themselves. We believe that, in the same way that 
it is our responsibility as health professionals to continuously update ourselves on 
the techniques we use, similarly we should be working at clarifying and separating 
our dominant cultural narratives in order not to risk imposing them on the people 
with whom we work. The goal here is to acquire the competence to be able to give 
the best and most respectfully sensitive attention possible, especially when working 
with minority groups.

Considering the previously mentioned definition proposed by Miquel Missé [9], 
we can define transphobia as an oppression suffered by the whole of society and that 
translates into pressure for men to be male and women to be female. This also 
includes a discrimination of society in general towards trans people that they can 
also incorporate, producing rejection of similar others or rejection towards one’s 
own self. Given that we have been educated in a structurally transphobic social 
context, unless otherwise adequately addressed and processed towards changing the 
tendency, it is not surprising that we have incorporated narratives and attitudes of 
this type in our way of relating to each other. Therefore, the first step to acquire this 
cultural competence is to learn about transphobia, how it works in the social context 
and how it can affect the people who suffer it. It is essential to work our own trans-
phobic narratives and attitudes so that we do not run the risk of reproducing them 
inadvertently in the therapeutic context.

In addition, we consider important the work and reflection on gender issues that 
not only is explored in theoretical ways but also is involved in applying this reflec-
tion and learning to our own identities and gender expressions. Both aspects are 
often taken for granted, especially when we live in a normative context and identify 
ourselves as cis people. The closer our identity and gender expression are to the 
norm, the less we have felt the need to reflect on them. If we do not carry out this 
work of questioning and self-knowledge about our own individual process in rela-
tion to gender, the work with trans people, whose identity can by itself question the 
norms about gender in which we have built ourselves as cis people, could generate 
a negative countertransference through feelings that confront us to question our own 
identity, which we could act out on the other, due to lack of deliberately developed 
awareness.

Moreover, getting closer to the cultural contexts of trans people can include 
approaching their communities and learning the language in which these people 
name themselves, the first person narratives that they give of and about their own 
life experiences (which can be found in articles, videos, books, comics, blogs or 
social networks, etc.) [17–20]. It also facilitates knowing positive references of dif-
ferent trans experiences situated inside and outside of the medical system, as well as 
more learning about the available care resources (not just health resources but also 
associations, support groups and community advocacy spaces, etc.). There is also a 
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facilitation of staying more in tune with the information about the legal situation of 
trans people in our context and the trans policies that are being carried out. The 
more trans culture we have, the better we can support the people whom we are 
attending to.

Having the support of professionals who accompany and respectfully support 
minority groups is a factor of protection in itself form minority stress. A study con-
ducted with trans people by Kattari et al. [21] find a consistent association between 
having mental health professionals trained to more adequately care for trans people 
and lower rates of depression and suicide in the people and communities that 
received this care, therefore showing the direct positive correlation between ade-
quate culturally sensitive care and better mental health.

7.2.3  Intersectionality

To address discrimination when two axes of oppression coexist in the experience of 
the same person, such as the fact of being female and trans, we consider useful and 
imperative to work using an intersectional perspective.

We can trace the beginnings of the intersectionality concept in the text “A black 
feminist statement” of the black women’s activist collective Combahee River 
Collective [22], in which they state that for them, the oppressions of class, gender, 
race and sexuality are simultaneous and far from being isolated experiences that are 
added to each other are interrelated.

Later, in the academic field, Kimberle Williams Crensaw [23] popularized the 
term “intersectionality”, which later continued to be developed as a theory and used 
as a perspective in research and in different authors’ work, as well as being an 
important concept from which activist proposals continue to be made.

The notion of intersectionality proposes that, instead of seeing the different 
inequalities as a sum of negative charges, we think of them as different axes of 
inequality that are related to each other in a dynamic way through the experience of 
the same person.

Thus, these axes will not work equally when a trans woman with bipolar disor-
der is in an LGBT group, in which she may not be able to talk about her psychic 
diversity, than when she is in a group of people with bipolar disorder, in which she 
may have to stay in the closet as being trans, or when she is at work, where both 
axes will be related to the difficulties that being a woman can pose in a work 
environment.

From this perspective, we will analyse psychic, sexual and gender diversity not 
as isolated elements that are added together but as intersectional axes that interrelate 
dynamically in the experience of each person.

One of the very valuable aspects of the intersectional perspective regarding our 
clinical practice is that they allow us to ask ourselves where in these axes of inequality 
we are at the time of caring for someone and how this can affect the therapeutic work. 
It is not the same if I, as a young woman, attend a 60-year-old man or if he is attended 
to by a male colleague. The axes will not impact in the same way if, as a white woman, 
I am attending a Roma person or if a psychologist who identifies himself as a nonbi-
nary trans male is attending to me. There are additionally effects on the dynamics of 
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power depending, for example, on where we place ourselves in the consultation room 
(whether behind a table or not, etc.), depending on whether we are wearing a uniform 
that reveals a certain power position or not (like the white coat of a doctor, etc.).

All these variables place us in different and dynamic places in relation to the 
people we are attending to, and this can have an effect on the therapeutic relation-
ship. Being aware of this can help us to rethink and process our own position in the 
therapeutic context and allow us to develop a more horizontal link in the therapeutic 
support that is being provided.

7.3  Gender-Based Violence and Transgender Women

We already previously stated and explained our understanding and consideration of 
transphobia as a gender-based violence; however trans women also have to face 
other gender-based violence related with the very fact of being women. We believe 
that frequently, when we investigate about gender and sexual violence in our con-
text, we do it focusing usually on cis, white, European, abled women, without 
applying an intersectional perspective that includes other identities, for example, 
migrant, racialized, trans or women with functional diversity. We consider this to be 
a grave oversight especially when considering that these groups are impacted on 
other significant level due to the extra vulnerability they can face related to specific 
oppressions that applies. We are therefore choosing to address in the following sec-
tion of our chapter, some characteristics of sexual violence and violence in the inti-
mate partnership settings that can affect trans women.

7.3.1  Sexual Violence Against Trans Women

In the list of data that the Spanish public prosecutor office provides every year [24], 
there are no data on the sexual aggression to transgender women specifically, and it 
is difficult to find data about this in our context. However, in a review article analys-
ing the different kind of aggressions against transgender population in the USA 
[25], it is shown that there is a high prevalence of sexual assault and rape against the 
trans population starting at a young age. The most common findings in the articles 
analysed by the authors are that among 50% of transgendered persons report 
unwanted sexual activity. Kenagy [26] also found a difference between trans women 
and men, whereas 69% of trans women disclose an experience of forced sexual 
activity, compared to 30% of trans men who reported the same. Additionally, obser-
vation is made to the fact that trans women seems to be exposed to sexual violence 
at an early age. The FORGE [27] report found that young gender-nonconforming 
people were particularly vulnerable to sexual violence, with the majority of inci-
dents occurring before the age of 12 and then steadily declining with the age 
number.
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When considering the perspective of the victim/survivor in relation to the moti-
vation of their perpetrator, in most of the cases they consider that the motivation has 
been directed by the homophobia or transphobia of the perpetrator [28, 29] or was 
related to discrimination about the gender expression of the victim. Same as in 
sexual violence against cis women, the perpetrator is in a large number of cases a 
person that is known or close to the victim, including partners or family members.

Most of these assaults are not reported to the police. In Xavier et al. [30], they 
find that 83% of the victims of sexual assaults did not report them to the police, 
believably due to the high risk of re-victimization that the person might face if they 
do so. Moreover, in the FORGE [27] study, 4.9% of sexual aggressions reported 
were perpetrated by police and 5.9% by a social service or health care provider.

For some trans people, the lack of family support and the violence that they expe-
rience in their communities and countries of origin force them into a trans diaspora 
in the pursuit for safer communities and countries to live in. In these cases, the 
intersection of oppressions (womanhood, gender identity, racialized and migrant 
status) situates them in a highly vulnerable place in which it can be really difficult 
to get housing, work or support. Consequently, it is frequent that the only way of 
subsistence that they can find is to get involved in sex work, which is a context of 
high vulnerability for sexual violence, perpetrated by clients, the police or their own 
pimps [31]. As exposed in a study in the US context [32], trans people rejected by 
their families have higher risks of living as homeless or getting involved in sex 
work, with the risks that this might imply.

7.3.2  Intimate Partner Violence Against Trans Women

If we pay attention to the internal dynamics of violence in the partnership settings 
against trans women, we will find similar situations and characteristics as with cis 
women. We will observe the cycle of violence [33] or coercive persuasion [34] 
strategies developed by the aggressor. However, there are also some added charac-
teristics in the violence dynamics that are going to be specific in the relationships in 
which the victim/survivor is a trans person.

We found only one revision study about intimate partner violence against trans 
population, developed in 2015 by Rodríguez Otero et  al. [7]. Attending to their 
results, it is difficult to establish the prevalence of this kind of violence against trans 
people because of the lack of research studies and different designs of this type of 
violence. Their finding prevalence has been placed between 19% and 80%. 
Rodríguez Otero et al. find that the most vulnerable moment in which the violence 
can start is usually when the trans person initiates a transition process and the usual 
aggressor is the normative person, who uses the privilege of gender normativity to 
unbalance the difference of power in the relationship on their favour. The fact that 
being a trans person might implicate more social vulnerability and isolation, makes 
it easier to establish a violent relationship for the aggressor, and the victim/survivor 
is going to have even more difficulties to ask for help. There is yet again additional 
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vulnerability in cases of substances abuse, lack of economic resources, age range of 
the victim/survivor and migrant status of the trans person. It was also found that 
there is a high risk of the victims committing suicide, especially when the persons 
are of young age.

In the violent relationships against trans women, there are some characteristics 
noted to be very specific to this context. First of all, the aggressor might use the inte-
riorized transphobia to harm and control, using threats like “No one wants trans peo-
ple anyway, so you better stay with me” or “Who is going to believe you being trans”, 
etc. There might also be threats of outing the identity of that person or the serological 
status “if you tell anyone I will go to your work and tell that you are trans”. There 
might be also aggression strategies related to HIV, like threatening somebody with 
infecting them, ban the access to medication or threaten to not allow safe sexual prac-
tices [35]. Also, when the victim/survivor is part of the LGTBQ community and the 
aggressor too, there can be threats of defaming the person in the community, therefore 
forcing their exclusion from it. The aggressor does this knowing that in many cases 
the LGTBQ community can be the only social supporting network that the trans per-
son might have; therefore losing access to it can have devastating consequences.

The legal recognition and protection of the violence as intimate partner violence 
depend on the countries, and it is also different depending on if the identity is rec-
ognized legally in identification papers or not. In some cases, the protection 
resources for women will accept trans women, in other cases it will depend on if 
their ID papers are changed and they are legally recognized as women, and in other 
cases they will not be accepted at all.

7.3.3  Transphobia and Minority Stress

We can define minority stress as the extra stress added to the stress of a person’s 
habitual life as a consequence of being part of a stigmatized and minority social 
category [36]. For example, if we imagine a cis girl going to college for the first 
time, we can imagine that she will worry about her classes, about making friends 
and so forth. In the case of a trans girl, besides these more general worries, there will 
be the add doubt about whether or not to speak about her identity, the worry about 
what name will appear in the student lists or if she is going to be excluded or 
attacked, or in the cases where she prefer to not reveal her identity as trans, there 
will be a constant worry about being outed by situations or others without her con-
sent. All these extra concerns and worries are part of the minority stress.

According to this model proposed by Meyer [37], we can identify different 
stressors as part of the minority stress:

 (a) In the first place, there would be the real experiences of violence and discrimi-
nation [38]. Being trans implies a higher risk of neglect and physical and sexual 
abuse in childhood [39], and the rates of physical violence against trans people 
are also high. In the American context, Xavier et al. [30] report that 40% of the 
interviewed trans people in their study had physical aggression experiences, 
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and the mean age of the first physical assault was at the age of 16. There are also 
high levels of harassment and verbal abuse that trans people receive [28] since 
their early ages. Bullying experiences at middle school and high school are also 
frequent and are known to have a direct effect on one’s mental health [40, 41].

 (b) Secondly, coping with stigmatization implies an expectation of rejection and 
discrimination as a consequence of previous experiences of violence that gener-
ates hypervigilance, especially in public spaces and social interactions. For 
example, if a trans girl has had experiences of bullying at school, it is possible 
that, as a result she could develop hypervigilance, therefore beginning to “pre-
ventively” treat her peers defensively and sometimes aggressively. In these situ-
ations, they often call the parents to the school because their daughter is being 
aggressive, but when the previous situation is explored, there has been a history 
of being bullied. This expectation of aggression (based on experience) can 
greatly hinder social interaction for these people.

 (c) On the other hand, trans people in our context also live in a transphobic social 
environment, in which they can continually receive disqualifying messages 
about their identity which they may end up internalizing, assuming negative ste-
reotypes about themselves. They may think that they are sick, defective, broken, 
immoral, unnatural or inherently bad and feel a great guilt for the discomfort 
their identity is making their families and environment feel (according to this 
logic, given that it is not their identity but the transphobia in the social context 
that produces this discomfort). This is called internalized transphobia [42].

 (d) Finally, many trans people have to live with the fear of being found out and 
outed as being trans, especially when in context where this is not known and 
can have significant negative consequences. There is also the fear and stress of 
being another person communicating about their identity without their consent 
or use this knowledge to actively oppress the trans person.

7.4  Consequences of Minority Stress in the Mental Health 
of Transgender Population

7.4.1  Depression, Anxiety, Substances Abuse, Eating Disorders 
and Suicidal Ideas

In a general way, as a consequence of minority stress, trans people will report higher 
and more frequent symptoms of depression and anxiety, suicidal ideas and sub-
stances abuse than the general population.

In the case of the symptoms of anxiety and depression, they are related to the 
intensity of the discrimination experienced by the person in their life, and the inci-
dence increases with the proximity in time of experiences of transphobic aggres-
sions [37].

In relation with anxiety disorders, it is frequent to find social anxiety in trans 
population related to the experiences of aggression in the social context that they 
can experience [43].
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It has been pointed out that there is a high prevalence of substances abuse in 
transgender women [44]. In a prospective study of 3  years with transgender 
women in New York, Nuttbrock et al. [45] find that more than three fourths of the 
study participants (230 trans women) were using alcohol or some other substance, 
and about one third indicated polysubstance use. They find associations of the 
substance abuse with internalized stigma and experiences of transphobic abuse. 
Symptoms of depression were also found associated with higher substance abuse.

The suicidal ideas, which in some cases could be related to a complex posttrau-
matic stress disorder, are also related to experiences of sexual or physical abuse in 
childhood and bullying [46]. We can identify a higher risk in the moment of deciding 
to reveal the identity and also if the trans person who is around adolescence, when 
the pressure to adapt to gender norms becomes stronger and more oppressive, tries to 
negate their identity and adapt to the expected gender norms. Rejection by the family 
or a recent experience of transphobic aggression is also factors that increase the risk.

We can also find eating disorder symptoms’ case studies described in the biblio-
graphic references [47], but in our clinical practice we found a higher prevalence of 
eating disorders in trans preadolescents and adolescents related in many cases with 
worries around their bodies but also an attempt to use malnutrition which is a harm-
ful but can be seen as an effective way to delay a sexualization and pubertal devel-
opment that is not desired.

In some cases we will find self-injury behaviours, with a high incidence in trans 
population that is higher in trans males over trans females and can be related to 
complex posttraumatic stress disorder [48].

7.4.2  Complex Posttraumatic Stress Disorder

In the last years, the model of understanding of the posttraumatic stress disorder 
proposed by the DSM 5 [15] can be found insufficient to address the complexity of 
the consequences that a continued stressful situation can create in a person.

In this context, there is a proposal for understanding two different types of stress-
ful categories of events:

 (a) Stress type I: punctual and assumable, like a traffic accident in a person without 
previous risk factors.

 (b) Stress type II: chronic, prolonged in time or associated to a situation of extreme 
terror, like it could be a persistent situation of gender violence in the intimate 
partnership [49].

The proposal as a model of comprehension of type II stress could be the Disorder 
of Extreme stress (DESNOS) that Judith Herman develops in her book Trauma and 
Recovery [50]. In this text, she addresses the symptoms that appear in people that 
have lived big catastrophes or torture situations, putting them in relation with the 
ones that appear in survivors of gender violence or child abuse. Herman develops 
the following diagnostic proposal:
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 I. Alteration in Regulation of Affect and Impulses (A and 1 of B–F required)
 A. Affect Regulation (2)
 B. Modulation of Anger (2)
 C. Self-Destructive
 D. Suicidal Preoccupation
 E. Difficulty Modulating Sexual Involvement
 F. Excessive Risk-taking

 II. Alterations in Attention or Consciousness (A or B required):
 A. Amnesia
 B. Transient Dissociative Episodes and Depersonalization

 III. Alterations in Self-Perception (Two of A–F required):
 A. Ineffectiveness
 B. Permanent Damage
 C. Guilt and Responsibility
 D. Shame
 E. Nobody Can Understand
 F. Minimizing

 IV. Alterations in Relations With Others (One of A–C required):
 A. Inability to Trust
 B. Revictimization
 C. Victimizing Others

 V. Somatization (Two of A–E required):
 A. Digestive System
 B. Chronic Pain
 C. Cardiopulmonary Symptoms
 D. Conversion Symptoms
 E. Sexual Symptoms

 VI. Alterations in Systems of Meaning (A or B required):
 A. Despair and Hopelessness
 B. Loss of Previously Sustaining Beliefs

We know that trans youth have a higher risk of suffering type II stress events in their 
childhood (neglect and physical or sexual abuse), and bullying could be considered 
a type II stress event too. Therefore mental health professionals working with the 
trans population might find frequently similar symptoms in our usual practice, in 
adolescents and also in adults. In some cases, these symptoms are understood as 
Borderline Personality Disorder, and some professionals can use these diagnoses to 
delay the access of trans persons to medical procedures when they need it, under the 
assumption that a person suffering Borderline Personality Disorder is not capable of 
identifying their own identity clearly. We understand that some of the medical pro-
cedures that trans people could need might need self-care abilities that a person in 
crisis might not have, and this is something we would need to address with them. 
But as it is stated in the Standards of Care for the health of Transsexual, Transgender 
and Gender Nonconforming People [51], being diagnosed of a mental disorder 
should not be a factor of exclusion for the access to medical procedures.
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7.4.3  Other Consequences in the Mental Health

It is usual to see reflected in a victimizing representation of trans people in the media, 
mainly when they are young, as little heroes and heroines that are going to have to face 
great difficulties in their lives. There are narratives about how dramatic and hard their 
experiences are going to be, with a focus place on all the negative experiences and dif-
ficulties they will be facing while living as a trans person in a society that does not 
respect them. Without denying that having a trans live in a transphobic society can be a 
challenging and difficult experience, we think that if we only attend to that part of the 
experience, we can fall “in the danger of a single story”, to quote writer Chimamanda 
Ngozi Adichie [52]. This means a presentation of only a plane, one-dimensional and 
negative-focused narrative about trans experiences. It is with this awareness that we 
want to also take space to reflect here on other aspect of the trans experiences which 
can also frequently positively affect the mental health of trans people.

One very important positive aspect of this process is the resilience [42, 53] that 
some people develop, including the ability to develop creative strategies to face 
stressful situations which they will also be able to use in other moments of their 
lives.

In the case of young people, having to face intellectually and emotionally com-
plex situations and finding answers to questions that a lot of adult persons do not 
take the time to ask themselves, it is frequent to find cases of early maturity. This 
comes with the positive aspect of the early acquisition of abilities which they will 
be able to use during their lives but can also involve the risk of missing out on some 
aspects of childhood and adolescence that are important to experience.

Moreover, the trans experiences, mostly when the person is in contact with sup-
port groups and communities, can have as a consequence the development of posi-
tive values shared with a community, like respect to diversity, or the importance of 
mutual support. In some cases, people can live the experience from a trans pride 
position [54], with the possibilities to remark the positive and enriching aspects of 
the process, for the trans person and for the people around them.

7.5  Conclusion

In this chapter we tried to address trans experiences from a non-pathologizing per-
spective, aiming to offer a different view of their mental health support needs. We 
tried to show a perspective less-centred on diagnosis and more on the consequences 
that transphobia and other gender-based violence could have in the mental health of 
trans persons. It is known that having mental health providers that are trained in 
attending trans population is a prevention factor for depression and suicide [21], so 
we would like to encourage people reading this chapter to continuously, adequately 
and sensitively engage the information available about the trans population in order 
to promote a higher safety and better support for the trans people being attended and 
supported in care services. We also know that having the support of their families 
and communities and access to the medical procedures that some trans people might 
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need is also protective for their mental health [55]; therefore we believe that as 
mental health professionals, we should always keep it in mind as we interact with 
the persons involved in supporting others in their life processes. As reported in the 
Standards of Care of the WPATH [51], delaying or denying the access to medical 
procedures to trans people is never innocuous in their experiences, therefore expos-
ing them to higher risk of aggression because of their gender identity. We believe 
our work as mental health professionals should not be focused on granting the 
access or not to medical procedures but supporting the trans people we work with in 
a way in which they can have more livable lives.

References

 1. Spivak GC.  Can the subaltern speak? Repr Williams Christman Eds Conomial Discourse 
Postcolonial Theory Harvest Wheatsheaf 9. 1993.

 2. García Dauder, S., Pérez Sedeño, E. Las “mentiras” científicas sobre las mujeres. [citado 13 de septiem-
bre de 2018]. https://www.catarata.org/libro/las-mentiras-cientificas-sobre-las-mujeres_46045/

 3. Foucault M.  The history of sexuality. 1st American edn. New  York: Pantheon Books; 
1978. 1 p.

 4. Rich A. On lies, secrets, and silence: selected prose, 1966–1978. 1st ed. New York: Norton; 
1979. 310 p.

 5. Haraway, Donna. Situated knowledges: the science question in feminism and the privilege 
of partial perspective on JSTOR. [citado 10 de septiembre de 2018]. https://www.jstor.org/
stable/3178066?seq=1#page_scan_tab_contents

 6. Council of Europe Convention on Preventing and Combating Violence against Women and 
Domestic Violence. Koninklijke Brill NV; [citado 6 de noviembre de 2018]. http://prima-
rysources.brillonline.com/browse/human-rights-documents-online/council-of-europe-con-
vention-on-preventing-and-combating-violence-against-women-and-domestic-violence;hrd
hrd99532014005

 7. Otero LMR, Carrera Fernández MV, Lameiras Fernández M, Rodríguez Castro Y. Violencia 
en parejas transexuales, transgénero e intersexuales: una revisión bibliográfica. Saúde E Soc. 
2015;24(3):914–35.

 8. Bloom SS. Violence against women and girls. A compendium of monitoring and evaluation 
indicators. Chapel Hill: The University of North Carolina; 2008.

 9. Missé i Sánchez M. Transexualidades: otras miradas posibles. Barcelona: Egales; 2013.
 10. Costa PA, Davies M. Portuguese adolescents’ attitudes toward sexual minorities: transphobia, 

homophobia, and gender role beliefs. J Homosex. 2012;59(10):1424–42.
 11. Trans Terms: About Us: TENI. [citado 25 de septiembre de 2018]. http://teni.ie/page.

aspx?contentid=139
 12. Butler J. Undoing gender. New York; London: Routledge; 2004. 273 p.
 13. De la Hermosa M.  Repensando los orígenes de la disforia de género. Rev Estud Juv. 

2013;103:33–50.
 14. American Psychiatric Association. Manual diagnóstico y estadístico de los trastornos men-

tales. Barcelona: Masson; 2002.
 15. American Psychiatric Association, American Psychiatric Association, editores. Diagnostic 

and statistical manual of mental disorders: DSM-5. 5th edn. Washington, DC: American 
Psychiatric Association; 2013. 947 p.

 16. Qureshi Burckhardt A, Collazos Sánchez F.  El modelo americano de competencia cultural 
psicoterapéutica y su aplicabilidad en nuestro medio. Papeles Psicólogo. 2006 [citado 16 de 
febrero de 2018];27(1). http://www.redalyc.org/resumen.oa?id=77827107

7 Transgenderism and Mental Health from a Non-pathologizing Perspective

https://www.catarata.org/libro/las-mentiras-cientificas-sobre-las-mujeres_46045/
https://www.jstor.org/stable/3178066?seq=1#page_scan_tab_contents
https://www.jstor.org/stable/3178066?seq=1#page_scan_tab_contents
http://primarysources.brillonline.com/browse/human-rights-documents-online/council-of-europe-convention-on-preventing-and-combating-violence-against-women-and-domestic-violence;hrdhrd99532014005
http://primarysources.brillonline.com/browse/human-rights-documents-online/council-of-europe-convention-on-preventing-and-combating-violence-against-women-and-domestic-violence;hrdhrd99532014005
http://primarysources.brillonline.com/browse/human-rights-documents-online/council-of-europe-convention-on-preventing-and-combating-violence-against-women-and-domestic-violence;hrdhrd99532014005
http://primarysources.brillonline.com/browse/human-rights-documents-online/council-of-europe-convention-on-preventing-and-combating-violence-against-women-and-domestic-violence;hrdhrd99532014005
http://teni.ie/page.aspx?contentid=139
http://teni.ie/page.aspx?contentid=139
http://www.redalyc.org/resumen.oa?id=77827107


186

 17. florenciapmarano. Real life test—Test de la Vida Real. [citado 21 de febrero de 2018]. https://
www.youtube.com/watch?v=yrgrZ0R_-3U

 18. Missé M, Coll-Planas G, editores. El género desordenado: críticas en torno a la patologización 
de la transexualidad. Barcelona: Egales Editorial; 2010. 286 p. (Colección G).

 19. Llopis MC. Construcciones identitarias. Work in progress. Barcelona: Bellaterra; 2017.
 20. Assigned Male. [citado 21 de febrero de 2018]. http://assignedmale.tumblr.com/?og=1
 21. Kattari SK, Walls NE, Speer SR, Kattari L. Exploring the relationship between transgender- 

inclusive providers and mental health outcomes among transgender/gender variant people. Soc 
Work Health Care. 2016;55(8):635–50.

 22. Platero Méndez R. Intersecciones: cuerpos y sexualidades en la encrucijada: temas contem-
poráneos. Barcelona: Bellaterra; 2012.

 23. Cho S, Crenshaw KW, McCall L. Toward a field of intersectionality studies: theory, applica-
tions, and praxis. Signs J Women Cult Soc. 2013;38(4):785–810.

 24. Ministerio del Interior. Estadísticas de Criminalidad primer trimestre 2018. [citado 6 de 
noviembre de 2018]. https://estadisticasdecriminalidad.ses.mir.es/

 25. Stotzer RL.  Violence against transgender people: a review of United States data. Aggress 
Violent Behav. 2009;14(3):170–9.

 26. Kenagy GP. Transgender health: findings from two needs assessment studies in Philadelphia. 
Health Soc Work. 2005;30(1):19–26.

 27. FORGE. [citado 6 de noviembre de 2018]. https://forge-forward.org/
 28. Witten TM. Life course analysis—the courage to search for something more. J Hum Behav 

Soc Environ. 2004;8(2–3):189–224.
 29. Xavier JM, Bobbin M, Singer B, Budd E. A needs assessment of transgendered people of color 

living in Washington, DC. Int J Transgenderism. 2005;8(2–3):31–47.
 30. Xavier J, Honnold JA, Bradford J.  The health, health related needs, and lifecourse experi-

ences of transgender Virginians: (544442014-001). American Psychological Association; 
2007 [citado 6 de noviembre de 2018]. http://doi.apa.org/get-pe-doi.cfm?doi=10.1037/
e544442014-001

 31. Valera RJ, Sawyer RG, Schiraldi GR. Violence and post traumatic stress disorder in a sample 
of inner city street prostitutes. Am J Health Stud. 16(3):149–55.

 32. Durso LE, Gates GJ. Serving our youth: findings from a national survey of services provid-
ers working with lesbian, gay, bisexual and transgender youth who are homeless or at risk of 
becoming homeless. 12 de julio de 2012 [citado 6 de noviembre de 2018]; https://escholarship.
org/uc/item/80x75033

 33. Walker LE. The battered woman. New York: Harper & Row; 1979. 296 p.
 34. Escudero, A.; Polo, C.; López, M. y Aguilar, L. The coercive persuasion, an explanatory model 

of the stay of women in a situation of dender-based violence: II: the emotions and the violence 
strategies. Rev Asoc Esp Neuropsiq 2005;96:59-91.

 35. Ard KL, Makadon HJ.  Addressing intimate partner violence in lesbian, gay, bisexual, and 
transgender patients. J Gen Intern Med. 2011;26(8):930–3.

 36. Meyer IH. Minority stress and mental health in gay men. J Health Soc Behav. 1995;36(1):38–56.
 37. Meyer IH. Prejudice, social stress, and mental health in lesbian, gay, and bisexual populations: 

conceptual issues and research evidence. Psychol Bull. 2003;129(5):674–97.
 38. Reisner SL, White Hughto JM, Gamarel KE, Keuroghlian AS, Mizock L, Pachankis 

JE.  Discriminatory experiences associated with posttraumatic stress disorder symptoms 
among transgender adults. J Couns Psychol. 2016;63:509–19.

 39. Schneeberger AR, Dietl MF, Muenzenmaier KH, Huber CG, Lang UE. Stressful childhood 
experiences and health outcomes in sexual minority populations: a systematic review. Soc 
Psychiatry Psychiatr Epidemiol. 2014;49(9):1427–45.

 40. Toomey RB, Ryan C, Diaz RM, Card NA, Russell ST. Gender-nonconforming lesbian, gay, 
bisexual, and transgender youth: school victimization and young adult psychosocial adjust-
ment. Dev Psychol. 2010;46(6):1580–9.

 41. Platero R.  Transexualidades: acompañamiento, factores de salud y recursos educativos. 
Barcelona: Bellaterra; 2014.

M. De La Hermosa and E. Agossou

https://www.youtube.com/watch?v=yrgrZ0R_-3U
https://www.youtube.com/watch?v=yrgrZ0R_-3U
http://assignedmale.tumblr.com/?og=1
https://estadisticasdecriminalidad.ses.mir.es/
https://forge-forward.org/
http://doi.apa.org/get-pe-doi.cfm?doi=10.1037/e544442014-001
http://doi.apa.org/get-pe-doi.cfm?doi=10.1037/e544442014-001
https://escholarship.org/uc/item/80x75033
https://escholarship.org/uc/item/80x75033


187

 42. Scandurra C, Bochicchio V, Amodeo AL, Esposito C, Valerio P, Maldonato NM, et  al. 
Internalized transphobia, resilience, and mental health: applying the psychological mediation 
framework to Italian transgender individuals. Int J Environ Res Public Health. 2018 15(3). 
[citado 6 de noviembre de 2018]. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5877053/

 43. Bergero-Miguel T, García-Encinas MA, Villena-Jimena A, Pérez-Costillas L, Sánchez-Álvarez 
N, de Diego-Otero Y, et al. Gender dysphoria and social anxiety: an exploratory study in Spain. 
J Sex Med. 2016;13(8):1270–8.

 44. US Department of Health and Human Services; Substance Abuse and Mental Health Services 
Administration; Center for Substance Abuse Treatment. A provider’s introduction to substance 
abuse treatment for lesbian, gay, bisexual, and transgender individuals: (435552005-001). 
American Psychological Association; 2001 [citado 5 de noviembre de 2018]. http://doi.apa.
org/get-pe-doi.cfm?doi=10.1037/e435552005-001

 45. Nuttbrock L, Bockting W, Rosenblum A, Hwahng S, Mason M, Macri M, et al. Gender abuse, 
depressive symptoms, and substance use among transgender women: a 3-year prospective 
study. Am J Public Health. 2014;104(11):2199–206.

 46. Virupaksha HG, Muralidhar D, Ramakrishna J. Suicide and suicidal behavior among transgen-
der persons. Indian J Psychol Med. 2016;38(6):505–9.

 47. Vocks S, Stahn C, Loenser K, Legenbauer T. Eating and body image disturbances in male-to- 
female and female-to-male transsexuals. Arch Sex Behav. 2009;38(3):364–77.

 48. Claes L, Bouman WP, Witcomb G, Thurston M, Fernandez-Aranda F, Arcelus J. Non-suicidal 
self-injury in trans people: associations with psychological symptoms, victimization, interper-
sonal functioning, and perceived social support. J Sex Med. 2015;12(1):168–79.

 49. Pérez-Sales P, editor. Trauma, culpa y duelo: hacia una psicoterapia integradora: programa de 
autoformación en psicoterapia de respuestas traumáticas. Bilbao: Desclée de Brouwer; 2006.. 
596 p. (Biblioteca de psicología)

 50. Herman JL. Trauma y recuperación: cómo superar las consecuencias de la violencia. Pozuelo 
de Alarcón (Madrid): Espasa; 2004.

 51. World Professional Association for Transgender Health. Normas de Atención para la Salud 
de las personas Trans y con Variabilidad de Género. 2012. http://www.wpath.org/site_page.
cfm?pk_association_webpage_menu=1351

 52. Chimamanda Ngozi Adichie: Chimamanda Adichie: El peligro de la historia única 
| TED Talk | TED.com. [citado 17 de febrero de 2018]. https://www.ted.com/talks/
chimamanda_adichie_the_danger_of_a_single_story/transcript?language=es

 53. Méndez R (Lucas) P. La agencia de los jóvenes trans* para enfrentarse a la transfobia. Rev Int 
Pensam Político. 2014;9:183–93.

 54. Corrigan PW, Kosyluk KA, Rüsch N. Reducing self-stigma by coming out proud. Am J Public 
Health. 2013;103(5):794–800.

 55. Olson KR, Durwood L, DeMeules M, McLaughlin KA. Mental health of transgender children 
who are supported in their identities. Pediatrics. 2016;137(3):e20153223.

7 Transgenderism and Mental Health from a Non-pathologizing Perspective

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5877053/
http://doi.apa.org/get-pe-doi.cfm?doi=10.1037/e435552005-001
http://doi.apa.org/get-pe-doi.cfm?doi=10.1037/e435552005-001
http://www.wpath.org/site_page.cfm?pk_association_webpage_menu=1351
http://www.wpath.org/site_page.cfm?pk_association_webpage_menu=1351
http://ted.com
https://www.ted.com/talks/chimamanda_adichie_the_danger_of_a_single_story/transcript?language=es
https://www.ted.com/talks/chimamanda_adichie_the_danger_of_a_single_story/transcript?language=es


189© Springer Nature Switzerland AG 2019
M. Sáenz-Herrero (ed.), Psychopathology in Women, 
https://doi.org/10.1007/978-3-030-15179-9_8

M. D. Avia (*) · M. L. Sánchez-Bernardos 
Psychology Faculty, Complutense University of Madrid, Madrid, Spain
e-mail: mariavia@psi.ucm.es; marisasanchez@psi.ucm.es

8Gender and Psychological Differences: 
Gender and Subjectivity
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Abstract
Different units of analysis to study gender differences in psychological domains 
have been proposed. Basically, the present chapter is focused on the trait domain, 
characteristic adaptations, the objective biography, self-schemas, and character 
strengths. The main results point to some differences between men and women at 
the trait level, but the magnitude of this difference is generally small. Although the 
basic tendencies that represent traits are strongly dictated by heredity, some cul-
tural and environmental influences have been signaled. Vital pathways, different 
patterns for managing work and the private life, interpersonal ways of treating 
others, etc. are among the different adaptations that men and women have to 
accomplish. At this level more gender differences have been found, although they 
are not stable because of cultural and historical changes. Research has found 
male/female differences in the structure of the self-schema, and data on some of 
the many character strengths also have appeared. According to all this, it is argued 
that differences might also be found in the objective biography of men and women. 
The conclusion, however, is that we should not emphasize peculiarities, since in 
the five domains of personality the differences are generally not large.

8.1  Introduction

Over the last years, gender studies have become increasingly popular. Feminist ori-
entations, sociological perspectives, and psychological models, among others, offer 
disparate points of view about the differences between male and females, many 
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times impregnated with ideological connotations that do not help researchers to 
properly understand this topic. Meanwhile, public opinion holds that gender differ-
ences are associated with deep psychological differences and with different ways to 
structure subjectivity. How much is true in these approaches in society? Are they 
only social stereotypes about men and women, or do they have a firm basis?

Such types of questions require a complex, interactional answer that could not be 
possibly set forth here. Instead we will offer some data, some of them from our own 
research studies, which will give us some hints to examine the complex reality of 
gender.

If we want to study psychological differences, we have to start by choosing the 
units of analysis, that is, the kind of basic variables we are going to use. The differ-
ent units may be all appropriate, but they will provide different information about 
our subject. One unit of analysis that has been extensively studied is the concept of 
trait. A trait refers to the typical ways in which we behave, think, and feel, often 
showing that people are consistent over time and situations. A much respected area 
in personality deals with the study of personality traits. A researcher [1] has made 
the point that in all lives there is a leitmotiv and he has referred to traits as that which 
provides the leitmotiv in our lives. Either if we are a curious person, changing often 
from one interest to another, or an ill-tempered individual with frequent uncon-
trolled bursts of anger, the leitmotiv of our lives would appear once and again: in 
one case, the tendency to go from initial enthusiasm to boredom and in the other, the 
proclivity to be easily disturbed.

8.2  Gender Differences in Personality Traits

Psychological studies have shown that personality differences can be reduced to a 
few general traits. One group of studies (the lexical approach) analyzed the way that 
ordinary people talk about personality. Careful analysis of those personality adjec-
tives found five main global traits or dimensions which were called The Big Five 
[2]. There is growing evidence that people in diverse cultures, using very different 
languages, view individual differences in personality traits in ways similar to the big 
five.

Personality researchers have investigated this five-factor personality structure, 
and most of them have used the NEO-PI-R developed by Costa and McCrae [3]. In 
2005 McCrae and Terracciano [4] conducted a cross-cultural study in which 50 
cultures (our research group was one of them) took part with a total of 11,985 sub-
jects. The personality traits were assessed through the personality questionnaire 
NEO-PI-R (R form) which measures the factors of neuroticism, extraversion, open-
ness to experience, agreeableness, and conscientiousness. Neuroticism is the sus-
ceptibility to experience emotional instability and strong negative emotions such as 
anxiety, anger, sadness, frustration, or hostility, to be easily worried, and to have 
unrealistic thoughts and ideas; its opposite is emotional stability. Extraversion is the 
tendency to show behaviors typical of a sociable, energetic, enthusiastic person, 
who is active, talkative, optimistic, and fun-loving. The opposite to that is 
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introversion, a tendency to be aloof and reserved. Openness is the tendency to feel 
curiosity, to show open and imaginative behaviors, and to be interested in new ideas 
and unconventional values; conventional, down-to-earth people would be in the 
other end of the trait. Agreeableness involves a tendency to behave in a kind and 
pleasant way to others and to be compassionate, empathetic, soft-hearted, trusting, 
and attentive, just the opposite of the other pole, which shows cynical, suspicious, 
and uncooperative attitudes. A person with high conscientiousness is likely to be 
organized, hard worker, punctual, achiever, and persistent, while low conscientious-
ness involves being aimless, unreliable, lazy, and negligent.

Besides the general score in the trait, the NEO-PI-R offers also scores in specific 
aspects that are called facets. Every trait is composed of six facets. In the McCrae 
et al. study, the five-factor structure emerged not only in the combined sample but 
also in the great majority of cultures, showing that the same personality traits appear 
in very different environments. Regarding gender differences, considering the 
whole sample, it was found that women were higher than men in the big five dimen-
sions: they were more neurotic, extravert, open, agreeable, and conscientious than 
men. The differences were more pronounced in the traits of neuroticism and agree-
ableness. In relation to facets, men were found to be higher than women in asser-
tiveness, sensation seeking, openness to ideas, and competence, while women 
exceeded men in anxiety, vulnerability, openness to feelings, and sensitivity to 
others.

Some female/male differences were modulated by age. That was the case of 
achievement motivation: in older people, men were more achievers than women, but 
in younger subjects female scores in achievement motivation were higher than 
men’s, perhaps revealing a generational effect of an increase in women’s profes-
sional aspirations over the world. Other male/female differences were modulated by 
the gender of the person who made the assessment. Thus, women (higher in agree-
ableness) offered more positive assessments of others, especially when they assessed 
other women (i.e., they described them as lower in neuroticism and higher in 
agreeableness).

The above differences, obtained with the combined sample of 50 countries, were 
obtained also when the analyses were carried out in the specific countries that par-
ticipated in the study. Thus, it was found that differences between men and women 
were systematic and consistent with social stereotypes. They appeared despite vari-
ations in culture, age, and methods (self-report/other report data). Therefore, as per-
sonality traits are concerned, it can be said that gender differences seem to be 
universal. The amount of these differences, however, is quite small (0.5 standard 
deviation). Recently, Vianello and his coworkers [5] have found even smaller sizes 
of the differences using implicit measures of traits in a powerful sample of more 
than 14,000 participants.

These results have been replicated. Smichtt et al. [6] found the same gender dif-
ferences of small amount in 1 sample of more than 17,000 subjects based on a cross- 
cultural study in which 55 countries participated. The most interesting part in the 
study was the replication of the counterintuitive result that gender differences in 
personality measures, evaluated by the five-factor inventory BFI [7], increased with 
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the level of human development and egalitarian opportunities of the countries. 
Moreover, high levels of human development were the best predictors of the gender 
differences in personality. Both in self-report measures as in other report, African 
and Asian countries showed the smallest gender differences, while in North America 
and European countries, the differences were higher. Although the authors tried to 
explain the possible reasons of this result, in our opinion none of them was 
satisfactory.

The differences between men and women found by McCrae y Terraciano in the 
big five personality factors were also found by Weisberg et al. [8] who evaluated 
gender differences in personality structure at a less general level than traits but more 
general than facets (“aspects,” as they called them). Based on the results of factor 
analysis carried out on a group of 2643 persons residents in Canada, two “aspects” 
were found for each trait: volatility and withdrawal for neuroticism, enthusiasm and 
assertiveness for extraversion, intellect and openness for openness to experience, 
industriousness and orderliness in conscientiousness, and compassion and polite-
ness for agreeableness. Women scored higher than men in enthusiasm, compassion, 
politeness, orderliness, volatility, withdrawal, and openness, while men were higher 
in assertion and intellect. Although it was the authors’ claim that with this strategy 
gender differences are higher as compared to the trait level, the significant differ-
ences found in the study continued to be quite low.

It is well accepted that temperament is a developmental precursor to adult per-
sonality. Are differences in personality preceded by differences between boys and 
girls in temperamental variables? Else-Quest and others [9] used meta-analytic 
techniques to estimate the magnitude of gender differences of 35 dimensions and 3 
factors of temperament in children from 3 months to 13 years. The study revealed 
an overall better ability of girls to regulate their attention and a greater capacity to 
control inappropriate responses and behaviors than boys. The factor of effortful con-
trol, composed of dimensions of attention regulation, inhibitory control, and per-
ceptual sensitivity, showed a large difference favoring girls, who outperformed boys 
by a full standard deviation. The subcomponents of inhibitory control and percep-
tual sensitivity showed moderate differences favoring girls, who showed also greater 
awareness of subtle environmental changes. The study also indicated that the sys-
tematic differences in anxiety and depression found between men and women not 
seem to be rooted in early gender differences, since boys and girls were no different 
in negative affectivity, a precursor of the neuroticism factor in personality. Finally, 
small differences favoring boys were found in the surgency factor, linked to the trait 
of extraversion, indicating that boys are slightly more active, are less shy, and derive 
more pleasure than girls from high-intensity stimuli.

Different studies have tried to examine the relation of the five personality factors 
with mental health, psychological adjustment, and well-being. In general, the most 
predictive factor is neuroticism, which shows a systematic positive relation to mal-
adjustment, low well-being, and poor mental health. Neuroticism predisposes indi-
viduals to a wide range of psychiatric disorders: generalized anxiety disorder, panic 
disorder, phobias, major depression, dysthymic disorder, and borderline personality 
disorder are diagnosed more often in women than in men. Extraversion, on the 
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contrary, emerges as a protective factor, being consistently associated to higher 
well-being and good mental health. DeShong and others [10] showed that personal-
ity factors and domains measured with the Five Factor Model are able to account for 
variance of suicide ideation above and beyond demographic variables such as age, 
gender, and socioeconomic status. High neuroticism was associated with both cur-
rent suicide ideation and a history of suicide ideation and was positively related to 
two risk factors for suicide: extreme social disconnection (thwarted belongingness) 
and the belief that one’s existence is a burden for others (perceived burdensome-
ness). Individuals who reported current suicide ideation had higher scores on neu-
roticism and lower levels of extraversion than those with past suicide ideation or no 
suicide ideation and also higher levels of neuroticism facets (all but impulsiveness) 
and lower levels of three facets of extraversion (activity, excitement seeking, and 
positive emotions). Personality predicted more than 23% of variance for thwarted 
belongingness and around 15% of the variance for perceived burdensomeness. It 
appears that high neuroticism and low extraversion and agreeableness may increase 
the probability to experience strong feelings of social disconnection.

The openness factor is basically unrelated to mental health, although specific 
facets of it may be related to maladjustment, and both agreeableness and conscien-
tiousness show positive connections, although generally quite small, with well- 
being and adjustment.

Research suggests strong associations of mental health and well-being with the 
construct of self-compassion, an adaptive way of relating to the self when consider-
ing personal inadequacies or difficult life circumstances. Using meta-analytic tech-
niques, a study examined gender differences in self-compassion across 71 journal 
articles and dissertations [11]. Results revealed that males had slightly higher levels 
of self-compassion than females, and the difference was larger in samples with a 
higher percentage of ethnic minorities. Although this result should be taken into 
account, gender differences in self-compassion should not be overemphasized, 
since they are not large in size.

Feingold [12] conducted four meta-analyses to examine gender differences in 
personality in the literature (1958–1992) and in normative data for well-known per-
sonality inventories (1940–1992). The results are consistent with those of the big 
five studies: males were found to be more assertive and had slightly higher self- 
esteem than females. Females were higher than males in extraversion, anxiety, trust, 
and, especially, tender-mindedness. Gender differences in personality traits were 
generally constant across ages, years of data collection, educational levels, and 
nations.

In a much smaller study, Carrillo and others [13] made participants (half of them 
male, half female) to fill the NEO-PI-R and the Beck Depression Inventory. We 
were interested in the role that one of the big five factors, the trait of openness to 
experience, played in the development of depression symptoms. It was found that 
one specific facet of the trait, openness to actions, was negatively related to experi-
encing depression symptoms (it appeared to be adaptive), while the facet of open-
ness to fantasy functioned as a predictor of dysphoric symptoms in the case of 
women, who score higher in this facet.
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It is well known that across the lifespan women are twice as likely as men to suf-
fer from depression. Carrillo et al. [14] found a cluster of personality aspects that 
was related to the probability of having symptoms of depression, most of them 
related to experiencing high negative emotions. The authors attribute this result to 
women having learned more negative emotional responses to more life stimuli than 
men.

A very different personality trait that has received attention and shows differ-
ences between men and women is Snyder’s self-monitoring construct, a less com-
prehensive trait than the big five categories, which belongs to a long tradition in 
psychology, the dramaturgical model [15, 16]. According to it, we behave the way 
others expect us to, we are alert to subtle cues in our social environment, and, in 
general, we engage in self-presentation. Research has examined interpersonal dif-
ferences in the degree in which persons are able to control their expressive behavior; 
the emotional, nonverbal cues emitted; and the adequacy of their representations in 
different contexts. All of this is encompassed in the self-monitoring construct devel-
oped by Snyder in 1974. Typical high self-monitors are highly concerned with the 
situational and the interpersonal appropriateness of their social behavior, are par-
ticularly sensitive to the expression and self-presentation of relevant others in social 
situations, and use this as guidelines for regulating and controlling their own self- 
presentation [17]. Low self-monitors, on the contrary, are more guided by internal 
aspects, are less concerned with the social environment surrounding them, and 
value more the congruence between what they feel, think, and do. Low self- 
monitors, in turn, appear to have a lower repertoire of self-presentation skills and 
lower expressive control than high self-monitors, who show a rich range of skills to 
present themselves in society and a good ability to control their performance.

Many studies have been conducted to explore the consequences of these two 
interpersonal orientations. Data show that both the relation attitude-behavior (the 
congruence between what we believe and what we do) and the consistency across 
situations are mediated by self-monitoring: congruence is higher for the low self- 
monitor, and so is behavioral consistency. Executives, business managers, and 
salesmen, among others, used to score high in self-monitoring; accountant or 
researchers tend to score lower. As readers might have guessed, men frequently 
have higher scores on the self-monitoring scale than women (Rojo and Carrillo 
[18]). One problem with high self-monitors is that usually they do not communicate 
their internal states; the problem with low self-monitors is their dependency on their 
internal states and the poor control of them when negative. Several studies have 
found a significant relation between self-monitoring and psychological maladjust-
ment, basically social anxiety and negative emotions [19]. There are reasons to 
expect that those subjects with high coherence and high situational consistency 
would be especially vulnerable to develop depressive symptoms in presence of 
stressful events. Some results consistent with this hypothesis have been found [19].

A very relevant part of research on self-monitoring concerns the social worlds of 
the two groups. Results suggest two different orientations toward friendship and 
sexuality: friends of high self-monitors are chosen “to do activities,” while low self- 
monitors have “friends for everything.” [20] In terms of sexuality, the first group 
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shows “unrestricted” attitudes and values toward sexuality, while low self-monitors 
have relationships more monogamous and faithful [21]. In a replication of the last 
study, Avia et al. [22] assumed that sexual orientation would be explained in part by 
gender. We considered that the social/interpersonal words, as well as the sexual 
orientation of men and women are often different, due in part to the role structure in 
western culture. Our hypothesis was that a restricted sexual orientation, defined by 
the need to have close emotional links and commitment within the sexual relation, 
would be related to being a female, lower age, and a low score in self-monitoring. 
Results were consistent with our hypotheses, being gender the most discriminative 
variable.

To conclude this section, in many studies differences between women and men 
are found at the trait level, but the size of them is generally small. Largest differ-
ences have been found in the domain of motor performance, some measures of 
sexuality (masturbation and attitudes for uncommitted relationships), and physical 
aggression [23]. The cause of those differences is not easy to be explained. Costa 
and McCrae have a clearly biologicist viewpoint, and results in psychological litera-
ture are consistent with it. Other researchers, however, are more cautious: “Drawing 
conclusions about differences between men and women is a very tricky matter. 
Even if one finds such differences, is hard to interpret them. Men and women differ 
biologically, but also differ socially. They often develop within societies which do 
or treat men and women unequally. Gender differences may be socially constructed 
rather than being biologically caused” [24]. In fact, some studies show that person-
ality traits can change according to historical conditions. In one longitudinal study, 
Twenge [25] analyzed the mean levels of anxiety and neuroticism from 1950 toward 
1990 and found that anxiety increased significantly through this period. The authors 
conclude that cultural, historical changes produce parallel changes in personality. 
McCrae and Costa [26] recognized that a number of results suggest an environmen-
tal influence on traits: in women, the experience of divorce was related to decreased 
dominance and increased extraversion, while in Chinese undergraduates, openness 
and agreeableness increased when they lived in Canada.

8.3  Gender Differences in Characteristic Adaptations

Personality traits, although important, are not the only way to examine human 
personality. Personality traits are considered basic tendencies which determine 
recurring patterns of acting and feeling, but other concepts have also been used 
[27]. Characteristic adaptations are the particular forms in which people adapt 
to the environment. They are supposed to result from the interaction between 
basic tendencies and specific external influences (environment, situation, cul-
ture, etc.). While basic tendencies are assumed to be strongly determined by 
heredity, characteristic adaptations are culturally conditioned phenomena. Many 
personality psychologists have considered personality as the particular way in 
which the person adapts to the environment and have used concepts as personal 
projects [28], personal strivings [29], or personal narratives [30] to capture 

8 Gender and Psychological Differences: Gender and Subjectivity



196

relevant psychological differences. This level is related with processes, rather 
than structures. As it has been said, the focus here is on “doing,” while structural 
models are based on “having.” [31] In an influential paper, Dan Mc Adams 
asked readers a very deep question: What do you know when you know a per-
son? [32]. Most of us would think that to say that we know somebody, we would 
need to know his/her interests, values, preferences, and motives; what would 
make this person happy or sad; what would be the type of behaviors that, as far 
as our comprehension goes, he/she would never do; and what others would be 
instead expected. Clearly, traits do not give us that information. Personality, at 
this level, is related to goals, plans, and particular ways to talk about 
ourselves.

Men and women have shown a different pattern to handle work and private life. 
Levinson [33] studied the kind of dreams that encourage males and females and 
found that men tend to place all their expectations in work, while the great majority 
of women give more importance to interpersonal relations. In general, women who 
had entered the labor market have not generated a change in competitive attitudes, 
nor they have considered professionalism as a focal aspect in their lives. Eagly and 
Johnson [34] proved that at the workplace, women often use a more democratic and 
participative style in decision-making than men, and some authors have found that 
even when the achievement levels of both were the same, men used to manifest an 
achievement style direct and competitive, while women had a relational style based 
on cooperation [35]. Since the seminal study by Helson et al. [36], two different 
pathways in life have been associated with men and women: the pursuit way, or the 
commitment to work for him, and the family/motherhood way for her. In this influ-
ential study, Helson found that for women from 22 to 27 years old, motherhood was 
associated with more responsibility, self-control, and tolerance and with decreases 
in self-confidence and sociability.

In a study carried out in South Africa, Rothman et al. [37] gave a series of mea-
sures related to well-being to a broad sample of different ages. Out of 22 variables, 
10 threw significant differences, although of small amount, between men and 
women. Men scored higher in aspects related to physical aspects, cognitive, and 
self-concept, while women outperformed men in the expression of affect and spiri-
tuality. In general results showed that men show more self-acceptation, sensation of 
personal worth, and adequacy than women, who found meaning and purpose in 
their lives in a way centered around interpersonal relations and faith. Women 
showed more somatic symptoms than men, and no differences were found in the 
positive affect of both groups.

Croson and Gneezy [38] reviewed the experimental literature and found system-
atic differences between men and women in three types of preferences: risk taking, 
social preferences, and reaction to competition. Women were found to be more risk- 
averse than men, women’s social preferences were more sensitive to subtle cues 
than men’s, and their preferences for competitive situations were generally lower 
than men’s. The above differences remain among children and in different cultures, 
supporting the authors’ conclusion that the evidence provides support for nature 
over nurture explanations.
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A very interesting paper reviews evidence of gender differences in responses to 
moral dilemmas. Friesdorf et al. [39] reported the results of a meta-analytic reanaly-
sis of 40 studies with 6100 participants in which men and women were exposed to 
moral dilemmas. According to previous research, it was expected that women would 
react mainly with the principle of deontology (the morality of an action depends on 
its consistency with moral norms), while men would generally react according the 
principle of utilitarianism (the morality of an action depends on its consequences). 
Results indicated that men showed a stronger preference for utilitarian over deonto-
logical judgments than women when the two principles implied conflicting deci-
sions. A further process dissociation analysis revealed that women exhibited 
stronger deontological inclinations than men, while men showed only slightly 
stronger utilitarian inclinations than women. Since there is the agreement that deon-
tological judgments are shaped by affective processes whereas utilitarian judgments 
are guided by cognitive processes, gender differences in response to moral dilem-
mas seem to be due to differences in affective responses to harm rather than cogni-
tive evaluations of outcomes. The authors correct James Joyce’s words (men are 
governed by lines of intellect and women by curves of emotion): Both men and 
women are governed by lines of intellect and women, additionally, by curves of 
emotion.

In fact, women are ubiquitously stereotyped as more emotional than men. A 
recent meta-analytic study [9] showed that some gender stereotypes of emotion are 
accurate, while others are not. The stereotype that women experience more guilt, 
shame, and, to some extent, embarrassment was substantiated, but gender stereo-
types about pride appear groundless.

What are the processes through which the male and female universe emerge? 
What are the developmental processes that lead to differences in behaviors, atti-
tudes, motivation, and self-concept? According to C. Gilligan [40], men subordinate 
their interpersonal relations to work, since society drives them to be dominant and 
self-confident, to value their goals and success at work, and to control their emo-
tions. Women, in turn, are prepared to assume caregiving tasks, to omit aggressive 
attitudes, and to favor dependency, since they are expected to be loving and obedi-
ent, and to take good care of their physical appearance.

In the last 30 years, however, society and the expectations associated with men 
and women have changed both in the public and in the private domain. Newton and 
Stewart [41] have analyzed similarities and differences concerning personalities of 
women at midlife who had taken nonnormative life courses. The results showed that 
women with high professional status versus those in more traditional female profes-
sions were characterized as more power oriented, rational, “objective,” and proud of 
themselves, traits conventionally associated with masculinity. Nevertheless, these 
high status women were not lower than women with more traditional professions on 
conventional feminine-gendered characteristics, such as warmth in interpersonal 
relationships, care of others, and so on. Women without children were lower than 
women with children on traits conventionally associated with femininity, that is, 
they were less compassionate, were less protective of close people, and tended to be 
higher on conventional masculine traits such as keeping people at distance, to value 

8 Gender and Psychological Differences: Gender and Subjectivity



198

own independence, and to avoid close interpersonal relationships. Have their per-
sonality traits impelled women to take one or another pathway, or has been the 
pathway that has favored changes in these subtraits? Up to now, we are not able to 
answer this question.

In any case, at the level of characteristic adaptations, more gender differences are 
found than when basic dispositions are studied. These differences are not stable, 
since they would be affected by time, context, and working conditions.

8.4  Objective Biography and External Influences: The Role 
of Gender

From the above point of view, typical adaptations, in conjunction with the direct 
influence of the environment, shape our objective biography.

One of the fathers of personality psychology defined personality just as the per-
son’s biography [42], and indeed somebody’s personality can be inferred from the 
person’s life story. From a sociological point of view, it is clear that, besides our 
particular ways to adapt to private and working life, the external influences we 
receive from the environment differ greatly according to our gender. For example, 
within the same family the social roles of men and women determine different 
expectations about them that eventually might lead to differences in important life 
events. There is already ample evidence that certain developmental processes oper-
ate differently for men and women.

One experiment illustrates neatly the ways that girls and boys react according 
gender stereotypes. Hoffner [43] interviewed children aged 7–12 about their favorite 
TV character. Nearly all boys and about half of the girls selected same-sex favorites. 
Regression analyses used perceived character traits (attractiveness, strength, humor, 
intelligence, and social behavior) to predict wishful identification and social interac-
tion with characters. For male characters, wishful identification was predicted by 
intelligence and (for girls only) humor; social interaction was predicted by intelli-
gence, attractiveness, and (for boys only) strength. In marked contrast, for female 
characters (chosen only by girls), attractiveness was the only significant predictor.

Research on gender differences has expanded to reach technological domains. A 
new phenomenon among young adults relates to new technologies and ways of 
aggression, the cyberbullying. The results about the relationships between gender 
and this relatively new form of aggression are scarce. A recent study carried out in 
Hong Kong [44] with 208 undergraduate students found 2 motivational trends 
prompting students to perpetrate cyberbullying that were associated to gender dif-
ferences. Mainly, having experienced victimization was a prompting element for 
boys to perpetrate aggressive behavior on the Internet significantly stronger than for 
woman, whereas it was the feeling of having less constraint to express oneself that 
the new technologies enable what impelled the cyberbullying behavior in the case 
of women students.

Much interest is focused on the way men and women present themselves on the 
Internet in relation with personality and social behavior. Dunn and Guadagno [45] 
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have found that teenage girls and adult women are more prone to reveal information 
about them or their family than boys and men. At the same time, girls and women 
present themselves more positively on socio-emotional characteristics than men. 
What is actually interesting is that although both groups used different strategies for 
self-presentation in the virtual world (e.g., creating a more attractive personality), 
men and women selected “characters” that differed from themselves in ways that 
correspond to social norms (i.e., thinner, warmth, and so on for women).

8.5  Gender Differences in Self-Schemas

The particular way in which we see ourselves is in part determined by our history. 
We cannot see ourselves the same way if we fail or if we succeed. We learn what we 
are in part by observing what we do. But the self-concept is also determined by our 
basic tendencies and by the regular form in which we adapt to situations.

Research on self-schemas has found that there are two basic types in self- 
schemas: an independent, separate-from-others construction and an interdependent, 
connected-to-others structure [46]. Self-schemas are important: they determine how 
we process information, the way we make comparison against others, the informa-
tion we remember, and how we compensate when there is threat. According to sev-
eral results, men are more inclined to have an independent self-schema, while 
women usually show a connected type of self (“individuality” versus “sociality”) 
[47]. A study by Guimond and his coworkers [48] about the processes by which 
self-stereotyping is construed found that women are higher in interdependence self- 
construal, whereas men are higher on independence. It should also be considered 
the way in which people incorporate in their self-concept gender aspects that family 
and society shape. Hazel Markus’ pioneering studies have shown that individuals 
differ markedly in the nature of their knowledge structures about gender and in how 
gender is integrated into the self-concept.

Joseph and others [49] nicely illustrated how gender norms influence the way we 
establish our self-esteem. For men, thinking of themselves as independent and unique 
was associated with high self-esteem, while for women self-esteem was linked to 
thinking of the self as connected. Block and Robins [50] found that from ages 14 to 23, 
self-esteem (concordance between the real and the ideal self) increases in boys and 
decreases in women. Throughout that time, men became more self- confident, but 
women lost confidence in themselves. Women with high self-esteem valued close rela-
tionships with others; high self-esteem men were more controlled and emotionally 
distant in their relationships with others. The authors conclude that these differences in 
relationships reflect the very different expectations society holds for what it means to 
be a man or a woman. People whose personalities fit the cultural expectations are more 
likely to feel good about themselves and to have a self-concept close to their ideal self.

Differences in self-esteem, however, are not stable. One meta-analysis by Kling 
et al. [51] showed that self-esteem grew larger for boys but not for girls from child-
hood to adolescence and high school, but the size of this difference was smaller in 
adult and old age.
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The literature on gender differences in autobiographical memory, on the other 
hand, (the recollection of personal events) is consistent. Women construct autobio-
graphical narratives in a more detailed, longer, emotional, and coherent form than 
men, a difference that can be traced back to the way parents talk with their children 
[52]. Very early in the development, the parents teach their children which events 
are reportable and how to tell them, and these lessons are contoured by culture and 
gender. Particularly, the findings have signaled that talk about emotional events is a 
gender-typed activity. Mothers talk more about emotions with her daughters than 
with her sons.

Parents can also encourage their children to play music, to tell or read stories, 
and to play “as if” and other activities related to fantasy that, in the course of devel-
opment, make fantasy-prone individuals [53]. Several studies showed that women 
[54] and adolescent girls [55] are higher fantasizers than men and boys.

8.6  Character Strengths of Men and Women

In the last decades, Positive Psychology, a school of thought that has become very 
popular, advocates that we should devote more time and effort to study the positive, 
adaptive parts in our lives [56]. Although not centered properly in personality 
aspects, the Positive Psychology movement has offered an alternative way to look 
at human behavior and has proposed 24 “Character strengths” that make good life 
possible and provide a new, healthy way to assess people. Thus, strengths of creativ-
ity, curiosity, open-mindedness, love of learning, and ability to have a perspective in 
life (related to the virtue of wisdom and knowledge); love, kindness, and social 
intelligence (which belong to the virtue of humanity); forgiveness, humility, pru-
dence, and self-regulation (included in the broader virtue of temperance); bravery, 
persistence, integrity, and vitality (virtue of courage); citizenship, fairness, and 
leadership (belonging to the virtue of justice); and appreciation of beauty and excel-
lence, gratitude, hope, humor, and spirituality (considered part of transcendence) 
have become significant areas to examine the psychological universe of people.

Are there gender differences in strengths? From the many studies conducted, 
only a few show systematic differences between men and women. There is a well- 
documented advantage of women over men on scales of emotional intelligence: 
they score between one quarter and one half standard deviation above men, a mod-
erate sized group difference [57]. In citizenship or social responsibility, females are 
more likely than males to exhibit altruism and empathy and to feel guilty when they 
do not attend the needs of others, and they are also more likely to engage in volun-
tary services in their community [58]. A number of studies suggest more modest 
self-presentation in women than in men [59]. Although a small difference, self- 
esteem tends to be lower in women and narcissism higher in men [60]. As for tran-
scendent strengths, women score higher in connectedness, transportation, and 
elevation [61]. In the strength of spirituality, ubiquitous in empirical research is that 
women are more religious than men, although that may reflect social and cultural 
rules. According to the results by Kashdan and others [62], men are less likely to 
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feel and express gratitude, make more critical evaluations of gratitude, and derive 
fewer benefits from it. Gender differences in humor have been reported, in which 
men are more likely than women to joke, tease, and kid, but the differences could be 
ascribed to role differences in accepted standards of behavior and status. Lindley 
et al. [63] presented data on the character strengths of a large UK sample and found 
that women typically scored higher on strengths than did men. However, four of the 
top five “signature strengths” of the UK men and women overall were the same 
(open-mindedness, fairness, curiosity, and love of learning).

Biswas-Diener [64] evaluated character strengths across cultures. Kenyan 
Maasai, Inughuit in Northern Greenland, and University of Illinois students filled 
out the Values in Action Classification (VIA) to assess strengths of character. 
Results showed strong similarities among cultures but also gender differences 
between and within them. Brdar et al. [65] in a sample of 800 Croatian subjects 
found that women and men differed significantly in 10 character strengths. The five 
highest-weighted for women were integrity, kindness, love, gratitude, and fairness, 
while the highest for men were integrity, hope, humor, gratitude, and curiosity. In 
the adaptation of the VIA Inventory of Strengths in Israel, Littman-Ovadia and 
Lavy [66] worked with a sample of 635 Israeli adults and found that women scored 
higher than men in love, appreciation of beauty, and gratitude, while men were 
higher in curiosity. Once again, we observe that those gender differences (1) are 
congruent with gender stereotypes and (2) are of small amount. Shimai and others 
[67] investigated gender and cultural differences on the distribution of character 
strengths in Japan and North America and found that female were more likely than 
male to report strengths of love and kindness, whereas male were more likely to 
report bravery and creativity.

8.7  Conclusions

In the 1970s Maccoby and Jacklin [68], in a most cited study, reviewed studies of 
gender differences using qualitative methods. Their conclusion was that there were 
many popular beliefs about differences that were unfounded, since gender-related 
differences were generally small. Political and scientific elements intervene in com-
paring men and women. In the first approaches to gender differences at the 1970s, 
scholars were skeptical about differences, gender stereotypes were challenged, and 
sameness was promoted [69]. During the 1980s and 1990s, evidence about differ-
ences was gathered, especially concerning personality and social behavior. A more 
recent study by Hyde [23] proposes again the similarity between genders. Men and 
women are more alike than different.

At the trait level, psychological differences have been found between men and 
women that are similar in different cultures and times and that appeared with differ-
ent measurement methods [70]. Those differences, however, are of small amount, 
smaller than individual variation within genders. Greater contrast is found at the 
level of characteristic adaptations, where remarkable differences appeared in the 
way that men and women manage both their private life and their work. Perhaps 
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because of that the objective biography would generally include distinct life events 
for both. As a consequence, the structure of the self becomes also different. Among 
the many character strengths proposed, only a few showed gender differences, and 
those are favorable to women.

The strikingly similar men/women differences in personality traits over cultures 
have allowed researchers to propose biological explanations of them. In contrast, 
trait differences could also be thought as the sediment of a series of specific differ-
ences culture-and-society based that have come to stabilize through time, social 
impact, and behavior itself. In both cases, stable trait differences are expected, but 
the explanations of them would differ. The exact nature of gender differences and 
the roles of the evolutionary hardwiring versus social structure in bringing them 
about remain to be defined. But in the meantime, we should be aware that too much 
stress on differences can be costly for individuals and society. Dorothy Parker 
wrote:

“Man delights in novelty. Love is woman’s moon and sun; Man has other forms 
of fun. Woman lives but in her lord; Count to ten, and man is bored. With this the 
gist and sum of it, What earthly good can come of it?”

Despite (small) real differences, we can communicate with each other.
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9Self-Identity and Gender Differences

Miguel Angel González-Torres 
and Aranzazu Fernandez-Rivas

Abstract
After reviewing the origins of the concepts of identity and self, departing from 
historical psychoanalytic proposals, a special focus is pointed to the complex 
process of identity construction in both genders, including core gender identity 
and gender role identity. Different ways of approaching sexual orientation and 
sexual behaviour are examined, introducing the concept of sexual fluidity and 
studying the importance of individual variations in those dimensions. The role of 
the others in the process of identity building is analysed, from the impact of oth-
ers’ sexuality to the influence of large group processes. Depositation phenomena 
and mechanisms of transgenerational transmission are debated. In the social con-
text, special attention is paid to the imbrication of violence and sexuality, show-
ing differences between men and women around that combination throughout 
history. Finally, a point is made regarding how social considerations on the 
respective value of men and women may have very real and deleterious impact, 
much beyond feelings or worthlessness or superiority.

9.1  Introduction

Identity is a concept that in its own way eludes us. Intuitively, we know what it is, 
but it is not easy to define, and it has nuances that are overwhelming to those who 
venture into its depths. Its richness covers the fields of Psychology, Biology, 
Sexuality, History, Sociology and—why not?—Economics and Politics. Without 
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question, if we’re talking about identities that are anomalous, Psychiatry should 
arrive on the scene in order to provide comprehension and meaning. To attempt to 
deepen all of these fields would surpass the limits of a text such as this one, which 
is why one certain selection would be necessary. In order to provide the reader with 
some orientation, we should say that we’re planning to emphasise some particular 
aspects of the self-identity as it relates to gender, from a perspective that gives pre-
cedence to a psychological point of view, and specifically one in which psychoana-
lytic theory serves as a guide, not unique but certainly preferential.

There are not many references in Freudian writings relating to the concept of 
identity. It was Erikson [1] who established the key aspects of the concept, which 
we still consider relevant. Erik Erikson described identity as a global synthesis of 
functions of the self on one hand and on the other hand the consolidation of a sense 
of solidarity with the ideals of a group and group identity. He thus indicated that 
identity also implied the rejection of a series of unacceptable roles, in a manner in 
which this constructive process could have affirmative (this is how I am) and nega-
tive aspects (this isn’t how I am) discerned from it.

Otto Kernberg [2] developed this vision of identity, broadening it, observing that 
the definition of the ego identity formulated originally by Erikson included the inte-
gration of the concept of self. For Kernberg, an approach from the theory of object 
relations extends this definition by adding the corresponding integration of the con-
cepts of significant others. Westen [3, 4] had previously revised empirical and theo-
retical literature regarding identity and self, signalling the primary components of 
identity: a sense of continuity in time, an emotional commitment with a set of rep-
resentations of the self that have been self-defined, relationships consisting of 
nuclear roles and values and ideal standards of the self and the development and 
acceptance of a weltanschauung that grants significance to life and a sort of acknowl-
edgement from the significant others regarding our place in this world.

Identity is found continually under construction, and in this large process, the 
people with whom we establish relationships (the others) play a key part. In his 
famous concept of the “mirror stage”, Lacan [5] describes the so-called imaginary 
dimension in the creation of the I. This is a period of child development in which the 
child sees himself through the eyes of his mother, and upon seeing this image, he 
builds his identity. In this complex process, the desires of the mother and the others 
are introduced, such as the need to reconcile our identity with those that others 
assign to us. To that end, we feel obligated to hide aspects about ourselves that may 
be fundamental, generating an identity and a presence that is always partial and at 
the same time a continuous longing to recover what we had felt obliged to hide. The 
pressure towards conformity, towards a more-or-less subtle accommodation of the 
far-removed desire, is in the deepest parts of our nature. Because of that, in a certain 
way, within each personal identity, we can find traces of the society to which that 
individual belongs, traces that indicate the pressures taken in so that the subject, in 
development, should occupy the space for growth available and nothing more. In 
this sense, Fromm [6] assures us that the development implies “mystification”, a 
process that provides us with a costume in which we can present ourselves and with 
which we can relate with others.
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Identity has made up a topic that is very current in psychoanalytic publications, 
even having full issues dedicated to this topic [e.g. 7]. Undoubtedly, this multiplicity 
in attention, in a world as heterogeneous as that of psychoanalysis, challenges us 
with definitions that are very different with regard to the concept of identity, which 
are sometimes difficult or impossible to integrate. The idea of identity that we deal 
with below, in this text, reflects a mode of thought regarding this term, which is 
characteristic of current psychoanalytic authors belonging to various theoretical 
schools, from the North American Ego Psychology, in the most contemporary ver-
sion, up to the theory of object relations or relational or intersubjective lines of 
thought.

In order to clarify our position further, we will say that we consider identity to be 
an internal representation of our global person, which incorporates a significant 
temporal aspect: a vision of the past, which explains whence we came, including a 
social and familial narrative, a vision of the present which includes our place in the 
world and a vision of the future that includes our ideals and desires for tomorrow.

9.2  Concept of Self

When reviewing psychoanalytic literature regarding the self, we reach a level of 
confusion about the term. Different authors utilise the same terms in order to indi-
cate different realities. The concept of “I” overlaps with that of the self, or with that 
of the “ego”, or even with that of the person. The peculiar translation of Strachey 
doesn’t help in this process, which took the German “Ich”, seemingly under pres-
sure from Ernest Jones, and instead of changing it to the English “I”, as in other 
languages, ended up being transformed into the peculiar “ego”, which has had so 
much success in Anglo-Saxon psychoanalytic literature and even in international 
popular literature. Even Freud utilises the term “ego” (Ich) in two ways: to refer to 
a part of the psychic apparatus in his structural theory of the mind and also in order 
to indicate the entire person or self. This equivalence between the person and the 
self continues to this day, from authors such as Meissner [8], a true exegete of the 
work of Freud, reaching levels of analysis of extreme complexity.

Meissner [8] points out some fundamental characteristics of the self, especially 
in its role as generator of structure.

 – The self is equal to the person and, therefore, is a source of agency.
 – The self includes the three components (id, ego, superego) as substructures.
 – The self includes experiential and non-experiential dimensions.
 – The self as agent is the source of all the actions of a person.
 – The agency of the self is shared by the id, the ego and the superego.
 – The relation of the self with the tripartite model is supraordinated.
 – The intrasystemic and intersystemic conflicts reflect patterns in the diversifica-

tion and interaction of the functions of the self.
 – The concept of the self as a structure contrasts with that of the self as 

representation.
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 – The internationalisations are primarily modifications of the system of the self 
and may be ascribed secondarily to substructures or representations.

We can see that the concept of self varies according to schools of thought and 
authors. We can observe two fundamental manners by which to conceive of the self. 
One is as a substructure, considering the self as being equivalent to the I, or, rather, 
taking the self as a structure of a greater entity that contains within itself all of the 
parts of the psychic apparatus. In this sense, the concept of the self runs parallel to 
that of the I in the work of Freud, which alternated between the two usages described. 
On the other hand, there is a different usage, which we can consider to be greater 
today. This would be the use of the self as representation, equivalent to the global 
person, especially in the context of object relations. This is the more standard usage 
in contemporary psychoanalytic literature. Applebaum [9] considers the structure to 
be composed of “stable configurations of the self and the object”, developing thus 
the classic formulations of Kernberg [10].

In summation, we should say that in this text, we consider the self to be equiva-
lent to the global person, following the extensive use of the concept indicated in the 
work of Meissner [8] as well as many other authors. To that end, the idea of the 
identity of the self (self-identity), in our case, reflects the very conception of our 
person in the most global sense, including one’s generic identity with all of the 
subtleties that we describe below.

We should also indicate that the confluence of the concepts of self-identity and 
gender lead us to different analyses. One is the examination of the process of acqui-
sition of gender identity and of gender role identity. The other is a reflection regard-
ing the different factors that affect the construction of self-identity in men and 
women. We will touch upon the first topic and will concentrate more on the second, 
which to our understanding has not been sufficiently dealt with in the literature and 
is of great interest.

9.3  Gender Identity and Gender Role Identity

What are we talking about, in natural terms, when we refer to gender identity?

 1. What I am. This is the result of what my biological body affirms and the response 
that society provides in the face of it. It is important to highlight this aspect: 
contemporary research indicates that feedback from parents is vital for this ini-
tial identity construction relating to gender to take place. The body alone is not 
sufficient. To paraphrase Freud, we should say that Anatomy is, normally, 
destiny.

 2. How I feel. Independently of the body, I can feel like a woman or a man or per-
haps something intermediate between the two. Certainly, 1 and 2 tend to coin-
cide, but that is not obligatory.

 3. How I act. I represent a social role in front of the others, which includes a multi-
tude of subtleties relating to attire, language, movement and interaction.

M. A. González-Torres and A. Fernandez-Rivas



211

 4. Whom I desire. Men and women exclusively, or fluently, one or the other, accord-
ing to the moment…

 5. Whom I select as a life partner. This can be a choice in line with the above or not.

Within this conceptual variety, two elements occupy a preferential position [11]. 
They are core gender identity, based on biological and constitutional aspects, and 
gender role identity, built on a foundation of social and collective provisions. We 
direct our reflections here towards those points particularly.

The concept of bisexuality in Freud occupies a very central position in his 
thought regarding human sexual development. The social and academic attitude 
towards this proposal has gone back and forth throughout the years. Many times it 
has even been vehemently rejected. Nowadays it has been accepted once again, in 
line with the increased attention currently paid to the very early relationship with 
parental figures, especially with the mother. The processes of identification and 
fusion with the mother are today considered key to generic identity formation, 
which for Stoller [12, 13] is firmly established before the age of 2, before any type 
of Oedipal eventuality. Authors such as Benjamin [14] draw attention to the limita-
tions of the classic Freudian theory on the subject and propose a more integrated 
vision of the processes that constitute gender. For this author, the boy and girl want 
what they don’t have, in addition to what they have, not instead of what they have. 
Logically, from this point of reflection, the classic lines of thinking regarding 
“fault”, “injury”, “envy” or even “castration” acquire different nuances.

Some people, including some researchers, live uncomfortable with this complex 
reality and even reject it. It is certain that a good part of the population, possibly the 
majority of the population, displays a consistency between inner life, social role, 
desire and partner choice, but undoubtedly there is another group, perhaps bigger 
than we believe, that does not line up with this generality. For a while now homo-
sexual men and women have also become a field of study, and every day we know 
more about their lives and their internal world as well as their relationships. 
However, we still know little about those who don’t fall under that narrow definition 
of homosexuality. Those who show orientation or identities that are more complex 
tend to be considered outliers in the world of science and academia, set apart from 
normal studies. The result is a general loss: a loss, perhaps, for these people, who 
could see themselves more integrated into the social norms in which they live, and 
without question a loss for us, since the study of different lives can enormously 
enrich our comprehension of key phenomena such as identity, sexuality and 
gender.

Without question, the study of “different” sexualities and their construction is 
perceived as a danger within society in general. Sexuality, understood in the more 
broad sense of Stoller [15] as that which has to do with gender identity and desire, 
is a fundamental pillar of individual and collective identity. To establish other pos-
sible sexual identities would provoke a furious reaction in some and a more discreet 
rejection from almost everyone else. There is something intimate that breaks when 
we are faced with things that might be different, that we might desire other people 
or feel differently. It seems as though the acquisition of this generic identity, 
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especially masculine identity, were a laborious and fragile process that we should 
take care of and protect. The conduct of these extreme minorities that go from rejec-
tion to frank aggression to those who are different shows a major trace of tendencies 
and movements that affect society as a whole. Some set their attention on the social- 
political background of the gender roles, and the unequal distribution of power that 
they entail, considering social forces, expressed through certain individual attitudes, 
as the ultimate cause of the anxiety that is felt in the face of the possibility of there 
being differences. In our opinion, the anxiety has a deeper origin.

Damasio [16] describes the so-called extended self, which originates in the auto-
biographical conscience and thus comes from that identity continuity through time: 
I am who I was yesterday and who I was before then. We should say that gender 
identity and the disposition of our desire constitute aspects that are absolutely 
nuclear within this extended self. When the final certainties relating to gender are 
called into question, panic comes to the fore.

The situation regarding sexuality in contemporary psychoanalytic theory 
deserves reflection, even if it is brief. We should say that the central position that 
sexuality occupied within Psychoanalysis in its origins has changed greatly. 
Amazingly, in spite of the growing attention that biological matters awaken in many 
neighbouring disciplines such as cognitive theory, Psychoanalysis has moved away 
from what were its first signs of identity. The relational perspective, already present 
in the works of Erikson [17] and more intensely in the contributions of Klein [18] 
and his followers and still today more so in the relational theories of Mitchell [19], 
has in a way desexualised, the sexual encounter to the point of considering it as a 
simple variety of how humans connect with each other. Nonetheless, as Fonagy 
indicates in a review [20], the reality around us, which shows us the constant pres-
ence of sexual inhibitions and lack of satisfaction, conflicts and perversions, the 
tremendous intensity of guilt, jealousy and rage that are involved in sexuality, still 
reminds us the central role of sexual function. Possibly Kernberg [21], with his 
more integrated model that assigns a greater role to drives, is one of few contempo-
rary theorists, together with Laplanche [22], who continue to consider sexuality as 
central in the internal world and human behaviour.

Nancy Chodorow [23] warns us of the necessity of valuing sexuality in an indi-
vidual manner and of avoiding empty generalisations. She criticises overgeneralisa-
tion, universalism and essentialism and advocates for a consideration of the 
individual route, which each subject goes through, and of the thousand different 
ways of creating global and gender identity. She indicates to us, referring to the 
woman:

“It is apparent that gender, like selfhood, must be individually unique…There are 
many psychologies of women. Each woman creates her own psychological gender 
through emotionally and conflictually charged unconscious fantasies that help con-
struct her inner world, that projectively imbue cultural conceptions, and that inter-
pret her sexual anatomy. By making some unconscious fantasies and interpretations 
more salient than others, each woman creates her own prevalent animation of gen-
der”. It is difficult to synthesise the description of such a complex process any bet-
ter. We can possibly extend this reflection to the man as well.
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We frequently talk about gender identity or about sexual orientation as if we 
were talking about traces that, once fully formed at the end of adolescence, remained 
immovable forever. Recent works such as that of Lisa Diamond [24] put the concept 
of sexual fluency on the table. They use this term to refer to a characteristic pertain-
ing to an unknown, but significant, number of women, who feel attraction towards 
different genders at different points in their lives, without identifying completely 
with one stable gender role. Diamond points to some facts demanding explanation: 
changes in sexual identity throughout time; the sensation that identity and orienta-
tion do not presuppose anything definitive with regard to the future; the fact that for 
a group of women, non-exclusive attractions are more often the norm than the 
exception; and the diminished importance of early experiences with regard to pre-
dicting future identity and orientation. This sexual fluency seems to affect women 
more than men. These might keep themselves more rigidly glued to their identity 
and choice of sexual object starting in adolescence. Nonetheless, as the author indi-
cates, these groups of the population have not been sufficiently studied and have 
been considered anomalies, outliers, which distorted the vision of the whole. A 
specific study could lead us to reconsider this matter in the case of men as well.

9.4  Construction of Identity

The construction of a global identity within which gender identity occupies an 
important place deserves specific attention. Do men and women develop a different 
constructive process? Boys and girls depart from a psychobiological structure, 
which develops later within a familial and social context. The possible differences 
between men and women within this process have been explored insufficiently, but 
it seems clear that, given the existing differences relating to genetics, biology, psy-
chology, experience, social relations, etc., there could be differences worth men-
tioning. The identity structure of an individual is always complex, made up of 
multiple layers, the product of successive significant interpersonal links throughout 
time.

Freud laid out a famous dictum, “Anatomy is destiny”, signalling the fundamen-
tal importance of all things biological at the hour of defining the identity of the 
individual, in general, and especially in the sexual realm. The structure of our body 
was for him the frame of identity, the scaffold upon which the perception that the 
individual has of himself and his place in the world would be construed. Throughout 
the years, different authors, inside and outside psychoanalysis, have called into 
question Freud’s dictum, ascribing more value to all that is acquired throughout 
one’s experiences, be they in the confines of the family or in society in general.

Possibly, the concept of identity and representation of the self are accepted as 
equivalent in the contemporary psychoanalytic world. Authors today often link this 
representation of the self with representations of the object, thus forming pairs of 
representations that are internalised and which would form the basis of that global 
identity. In this line, personal identity includes a vision of the object in relation to 
the self, and not just of the self alone. In other words, the internal presence of the 
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other is a fundamental element in our identity: those whom we know form a part of 
our own selves. Taking gender into account, we could consider that within the inner 
structure of each person is a representation of the other sex, and thus in some man-
ner, the other sex forms part of the basic building blocks of our personality and of 
our global being. We have come close to the most-complex manner that individuals 
employ to construct their gender identity, their gender role and, finally, their desires. 
Obviously, each one of these aspects should play a relevant role in the construction 
of our self, of our global persona and, with that, of our identity in the broadest sense 
of the word. The man contains the woman, and the woman contains the man.

If we approach this from a vision of the self as the result of the incorporation to 
the internal world of internalised representations of object relations, it is clear that 
the image that we maintain of ourselves and that which others give back to us come 
to form part of this identity. There is no self without object; there is no representa-
tion of the self without representation of the other. How I feel leads to how I act, and 
this second part produces a reaction within the environment that simultaneously 
conditions the response of the former. There is a fluctuation of experiences and reac-
tions that generate identity. As with the mother, in the period that Lacan calls the 
“mirror stage”, who gives the child the image that he seeks, the others are mirrors in 
front of which we pose. In them we seek something with which to build the repre-
sentation of our self, which is to say our own identity.

It could be that this “other” of the opposite gender that each one of us has within 
has to do with the intense effect men and women have over each other with their 
mere presence. Popular wisdom is aware of this powerful force. When asked if she 
saw a possible relationship between religious people of different gender, Saint 
Teresa of Ávila affirmed: “between a saintly man and saintly woman…; a bolted and 
barred-up wall”. Phryne before the Areopagus, the mermaids charming sailors with 
their songs and the horrific stare of Medusa are but examples that demonstrate this 
influence, well known from the dawn of time.

Coming back to psychoanalytic literature, we see that Freud warns Jung in a let-
ter: “The way these women manage to charm us with every conceivable psychic 
perfection until they have attained their purpose is one of nature’s great spectacles” 
(quoted in 20). In this ambivalent line that Freud was expressing to his favourite 
disciple, prior to their definitive break, we see that the Viennese genius acknowl-
edges the difficulty that comes with seeing oneself liberated from the influence of 
the other sex, since only trained and vigilant clinicians could isolate themselves 
from that influence.

If we consider the construction of identity as construction of the self, we should 
pay logical attention to Kohut in particular, founder of the Self Psychology School 
[25]. Kohut indicates how the construction of the identity, parallel to the develop-
ment of narcissism, implies the relationship with three types of objects that cover 
different necessities. He would call those objects “self-objects”. The self-object of 
idealisation would be that which allows the child in development to cast an admir-
ing stare towards a powerful and capable person. The mirroring self-object would 
be that which gives the child back a valuable image of himself. Lastly, the twin 
object would correspond to a peer, an equal with which the relation would be built 
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based on symmetry. The connection with objects of these characteristics allows the 
subject’s self to develop soundly, reaching the necessary intensity with regard to his 
ambitions, ideals and goals. It is interesting that Kohut does not pay much attention 
to the differences between men and women in this journey. It is possible that in set-
ting aside Freudian structural theory and, in so doing, taking away the importance 
of the drives, he downplayed the study of sexuality. Consequently, gender and desire 
do not represent for him an area of special interest. Characters in Kohut’s theoretical 
narrative seem strangely asexual.

Spitz [26] describes a series of stages that are essential in the development of the 
human infant which he calls “organisers” and which have steps that are indispensable 
for understanding the development of the child’s identity. The first is the social smile, 
which presupposes the acknowledgement of oneself as a member of the human spe-
cies. The child does not smile at objects or at animals, only at humans, and thus, to 
smile is to belong to the human race, to be a part of us. It happens at the second or 
third month. The second organiser of Spitz is anxiety in the face of strangers, which 
allows for fundamentally connected figures to be differentiated (those who do not 
cause anxiety) from the rest (those who cause anxiety). This occurs at 8 months. 
Lastly, the third organiser is the NO, which appears in the second year. This is the 
simplest way to distinguish oneself: I am not you. In adolescence the NO appears 
again, with a force that did not exist at 2 years of age. The process of the construction 
of gender identity is concluded at around 3 years of age. Nonetheless, the process of 
the construction of the identity in general continues until the end of adolescence. 
Mahler [27] with his proposal regarding the initial process of separation/individua-
tion, and Blos [28] through his approach to adolescence as the second period of sepa-
ration/individuation, completes the proposals that are essential in this context.

Volkan [29] describes in detail the process of “intergenerational transmission” 
which he explains as a set of ideals and fears that pass from one generation to the 
next, having a powerful effect even in the span of decades and centuries. Standing 
out in this process is the phenomenon of “depositation” which overlaps with that of 
projective identification. The mother “deposits” within the child her dreams, hopes 
and fears and the way in which the child can escape this destiny written out for him. 
There is also a gender problem present here in the sense that the dreams of the 
mother relating to the social tribe (large group) to which she belongs refer espe-
cially to the values placed on the masculine figure in the society in which they live. 
The heroes are, in particular, men, and the stories relating to them are transmitted by 
the mother in particular. Collective identity, the feeling of belonging to the big 
group of the nation or homeland, has to do with processes of generational transmis-
sion and thus with depositation phenomena in which the mother, with her inevitably 
sexualised and sexualising vision, plays a primordial role.

The obvious influence of the environment does not impede in any way the valu-
ing of the importance of genetics in the construction of identity. The field of 
Epigenetics [30] shows us how the environment is capable of powerfully influenc-
ing the expression of genetic material, offering thus a bridge that helps us to under-
stand how early interpersonal connections are capable of acting over the chains of 
nucleotides and generating different proteins.
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Emilce Dio Bleichmar, in her extraordinary text “The Spontaneous Feminism of 
Hysteria” [31], reveals how hysteria represents, in our culture, the largest exponent 
of the profoundly conflictive dimension of feminine sexuality. In the face of the 
devaluation of her gender, the woman, in our culture, tries out vicarious forms of 
narcissisation, adding certain phallic-like traits to her femininity or addressing a 
man who tells her who she is. Thus, the infantile/dependent personality or rather 
the hysterical personality and the phallic/narcissistic personality make up a psy-
chopathological type whose pivot is the acceptance or rejection of stereotypes 
relating to gender roles. Among ourselves, the sexual enjoyment of the women 
who freely desires and obtains sexual satisfaction poses a transgression. This 
“spontaneous feminism” of the hysteria constitutes a form of reaction in the face of 
the devaluation of the feminine gender role among us. The hysterical conduct can 
thus be a manifestation of distancing of the women from the positions of power 
still in force.

Those who surround us serve a key function in the construction and development 
of our identity. The others act as a mirror and as a counterpoint, signalling what we 
lack and also what value we hold. Without question, the others contribute to the 
generation within ourselves of a sensation of pertinence to a group, they show us 
who is the other, and likewise they help us to build the experience of otherness. In a 
game of projections and introjections, such as is the relationship between the mother 
and baby, we build an individual identity that is still collective, in the mirror of those 
who are other. However, we must not forget that the image that we are given back 
by others undoubtedly contains aspects that do not belong to us, and therefore there 
is always something that is ours in the vision that we have of others and something 
of ours in that of theirs. Kristeva [32] bluntly affirms that only the acceptance of 
one’s own otherness, of the strangeness that inhabits within us, can lead us to more 
human levels of relationships with others who surround us. Our internal world is 
certainly a world, conceived of diverse parts that blend together in different harmo-
nies in order to create an interior landscape that mimics the variety and conflict of 
the external world.

Two events in the last decades illustrate that strange fluctuation in identity which 
affects both genders: on the one hand, the development of feminist proposals that 
seek a different place for women in the twentieth-century society—a place that isn’t 
the traditional one for the wife/mother or lover, in order to recover in some way the 
place of the warrior woman, in the broadest sense of the term—and on the other 
hand the woman capable of thinking and acting freely and at the same time express-
ing her aggressive drive, to struggle, to compete and, why not, to win over the man 
who travels at her side. This appearance, for some, accompanies previous and paral-
lel changes that occurred within the role of the man and the view that he had of the 
woman. The twentieth-century man becomes more misogynistic, more contemptu-
ous of the woman, searches more for his identity through the rejection of all things 
feminine that may reside in him, including, of course, any satisfaction derived from 
submission. Many point out the abundance today of men that become “weak” 
fathers, devoid of authority and power. Clinically, we appreciate how often those 
“weak” fathers seem to enjoy a narcissistic satisfaction through identifying with the 
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exciting life of their adolescent offsprings [33]. In a socially tragic evolution, the 
questioning of father’s authority comes together with the questioning of authority 
per se. Mothers today neither share authority with fathers nor victoriously take it 
from them. Authority dilutes into disappearance in Western societies, and the void 
left by this often “weak” father has not been filled by anyone. It appears that women 
begin to reach the summit of power and authority at the moment it becomes an 
empty shell.

The fading away of all personal authorities affects not only father figures but all 
authority figures in general. When we try to confront authority, we find smoke and 
mirrors; there is no person opposing us with arguments, and we are dragged by the 
faceless logic of today’s power.

At the same time, in an almost parallel fashion to the feminist movement are 
proposals, especially literary ones, that talk about the attractive side of submission 
and the surrender on the part of women who freely choose that path among many 
others. From the Story of O up to Fifty Shades of Grey, there is a whole tradition of 
narratives that are openly masochistic and which in some way demonstrate a sensi-
tive part of the woman and the entire social body. At a moment of almost complete 
liberty of thought and narration in the developed world, some women, and men, 
observe in fascinated fashion how the duality of sadomasochism seems to offer new 
modes of thought regarding parts of our desires that were previously unmention-
able. Jean Paulhan, the prestigious Parisian man of letters and lover of Anne Desclos, 
the secret author (even for him) of the Story of O, indicates with what we can guess 
is a certain relief that masochistic fantasies express a true feminine desire to be 
submissive and dominated. Philosopher Manon Garcia in her book On ne nait pas 
soumise, on le devient [34] thinks submission is not a moral fault, but a destiny 
towards which women are endlessly invited. She points out that the real enemy of 
an egalitarian agreement between sexes is women’s consent to their own submis-
sion. However, some authors such as Anita Phillips [35] observe that, as always, 
there are things that hide beneath the surface. The young woman who chooses to be 
submissive may be in search of something that goes beyond what her fascinated or 
proud partner may provide her. The submission of herself seems to open unknown 
doors and allows for the exploration of new inner worlds, and in this journey of 
discovery, the partner who exercises dominance can be merely a useful tool. Stoller 
[36] warns us that the simple search of pathology in sadomasochism presupposes a 
view that is too restrictive and which loses the importance of nuances related to the 
identity and personality of the protagonists.

9.5  Social Aspects of Self-Identity

Psychosocial identity is compounded of social and personal components, the shape 
of which can vary from context to context [11]. Surroundings beyond one’s family, 
spanning the entire society, exert a continuous influence in the construction and 
development of identity. Society as a whole is in constant change, and because of 
that, this influence varies throughout different times and places.
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Our Western society has changed its ways and the ways in which it organises 
itself in recent decades, bringing about notable changes in the roles expected of 
individuals according to gender. In general there has been a massive incorporation 
of women into the workplace, at a different pace and intensity, depending on the 
specific countries, of course, and this has obviously changed the aspects of the fam-
ily, economics, health, education and politics in the entire society. Speaking on our 
contemporary welfare society, sociologist Javier Elzo [37] says: “the mother has 
had to leave the house; the father still hasn’t returned”. The new role that women 
have has been accompanied by an apparent sense of anxiety in their masculine 
counterparts, unsure of their role in this new society and going back and forth 
between indifference and hostile rejection, even voluntary over-involvement in the 
new order. The answers to questions such as “who am I?” or “what is my role?” are 
more complex than ever before, for everyone, for women who are developing a 
professional career without abandoning the traditional position of taking care of 
their own and for men who add to their usual role an attitude of caregiving, which 
has never in history been a role of theirs.

Society hopes and fears different things regarding the conduct of boys and girls. 
Parents and adults in general are attentively watching both and react in a different 
way. Concern over sissy behaviour in a boy far outweighs concern over tomboy 
activity in a girl [11]. There is a conviction that is implicit within society, in the 
sense that masculine identity is more fragile and carries with it more risks than the 
feminine identity, because of which it is considered necessary to understand and 
provide a continuity with regard to the conduct and attitudes of masculine children, 
in order to avoid anomalies in future gender identity. It is as if that masculine iden-
tity required constant validation from the environment and particularly from women 
within that environment. As they have done time and again, poets depict these com-
plex problems with great precision: “… it is said that a man is not a man/unless he 
hears his name/come from the lips of a woman/this could be true…”. It is fascinat-
ing to witness how the personal value of the man seems linked to the mere idea of 
being one. Thus, it is the others, especially the women, who give or take away value 
from the individual. In women, gender identity seems to be not so linked to personal 
value. Feminine gender identity is provided as a given and does not depend as much 
on confirmation from third parties such as is the case with men. To summarise, we 
would say that the woman needs confirmation of her worth, not of who she is. The 
man, on the other hand, needs to have who he is confirmed, because that is where 
his value lies.

Sexuality, especially adult sexuality represented by a couple that enjoy that 
union, always makes the social group uneasy. This group, submitting to primitive 
forces, observes the couple with mistrust and promotes the disengagement of men 
and women in order to return to that primitive and infantile sexuality pertaining to 
large groups. The couple has to constantly protect itself from that pernicious influ-
ence, knowing that the struggle has no end. Large groups, in which aggression has 
taken force and therefore functioning is even more primitive, do not tolerate mature 
sexuality among their ranks, and they make moves to articulate rules that regulate 
the sexuality of the couples, looking upon love and happy desire with hostile envy 
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[38]. From this we get that two human qualities that any totalitarian system will try 
to stamp out are doubt and personal intimacy, for both threaten the total control of 
individuals by the state [39]. In his novel in 1984, Orwell [40] describes how Big 
Brother watches and regulates love and hunts down the protagonist couple that has 
escaped its control. In one startling scene, the police savagely torture the male pro-
tagonist, and in his desperation, he tries to provide the information that would stop 
the pain. But there are no questions, and therefore he finds no answer. This goes on 
until a terrifying conviction overcomes him; he shouts, asking that she be the one 
who is tortured so that he might be spared. We can imagine the smile on the torturer 
in having achieved his objective: there is no bond that resists the state; love and sex 
are at the service of the group and do not exist without it.

Throughout history the same discovery is repeatedly found: the enormous diffi-
culty in combining aggression and sexuality in woman. However, we find a long 
tradition of mixing violence and sexuality in men. The rape and capture of the ene-
my’s women is a historical act sustained throughout cultures and time periods, from 
remote antiquity up to today. Sudan, Rwanda and Bosnia are recent scenarios in 
which violence against women and forced sexuality become another aspect of com-
bat. It’s a part that covers various ends, as with any other war act, from the sowing 
of terror within the enemy to the punishment of the enemy for his actions or even 
for the victor to humiliate him, leaving him with offspring that will perpetuate the 
humiliation. Also, the possibility of an animalistic and irresponsible sexuality that 
would never be allowed within the group may make up another part of the spoils of 
war. This is why, for the man, there is no difficulty in combining his roles as lover, 
father and warrior. Together with this terrible custom, which is well known, we find 
a historic footprint of another means for fusing eroticism and militarism. The homo-
sexual link between men who fight together, more or less disguised and/or subli-
mated, forms a long tradition. The military fraternity shows a discreet path for the 
comrades to express affection, desexualised at first, that tends to be considered 
“purer” than the affection between a man and a woman. A classic example that has 
stayed in the collective memory is that of the so-called Sacred Band [41], the elite 
unit of the Theban infantry in the fourth century BC which remained undefeated 
through 40 years up to its complete annihilation by Philip II of Macedon in the 
Battle of Chaeronea. This combat group was, in accordance with tradition, com-
posed of a 150 couples, of lover and beloved who fought and died together. The 
history of this undefeated phalanx who contrast with the famous 300 Spartans who, 
guided by Leonidas, contained the Persians in the Battle of Thermopylae has 
inspired poets and narrators throughout the centuries, turning the love, sexual or not, 
between warriors as something not only acceptable but sublime. The permanence of 
this legendary group in historic memory tells us, without question, about the fasci-
nation that the combination of violence and sexuality in men has instilled in our 
culture.

Giuliana Galli-Carminati [42] and other researchers of feminine identity 
approach the concept of “woman warrior”, considering it the third pole of the female 
archetype. This would be a pole that throughout time will be left lacking all sexual 
and identity-related nuance before finally disappearing to the benefit of the two 
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other mythological female figures: the mother/wife and the lover. The authors, 
performing a brief historical analysis, demonstrate that in some of the most ancient 
civilisations, the figures of warrior goddesses occupied a distinguished place in the 
religious pantheon. In the majority of the cases, these warrior females could not 
maintain a complete sense of sexuality: or they were virgins in the current sense of 
the word (Greece), or they were limited to sexual relations without end up as moth-
ers or wives (Sumer). In Semitic cultures in particular, those from which our Western 
culture derive, the view was rather misogynist, placing the woman in positions that 
are socially valued less and therefore taking here away from violent action. It would 
be tempting to venture a possible relationship between this strict separation of sexu-
ality and violence in the Greco-Roman culture and the historical difficulty of the 
Christian civilisation in accepting a passionate and happy sexuality that goes beyond 
the reproductive. The myths of the Amazons, the Gorgon or the Furies, free and 
virgin, indicate to us how starting in antiquity the absence of sexuality was consid-
ered key in achieving a life free from submission to man. The warrior woman, inde-
pendent and capable, had to pay a price, and this was her own sexuality, and she 
renounced to couple life as well as maternity. The reappearance among our cultural 
myths of feminine figures (cinema, comics, TV series, etc.) who are independent 
and capable of violence continues to demonstrate these ancestral parameters, as if 
we still lived in classic antiquity: the sexuality of these heroines is partial or absent. 
It continues to be impossible to integrate loving passion, maternity and violence 
within the same feminine figure.

The fact that the overwhelming majority of serial killers have been men could 
shed some light for us too, regarding identities and genders. It might be said that in 
the internal world of women, there is no possibility for a representation of the self 
that is charged with such meanness. The intense antisocial traits that are accompa-
nied by the total lack of compassion that characterises psychopaths seem to charac-
terise women less, perhaps through pressure and expectations that are social, 
cultural, genetic, hormonal, etc. Of course, there are some women capable of carry-
ing out very violent and ruthless acts, but they are very rare outliers in a masculine 
world. In general, their participation in extreme sadistic acts is usually in the role of 
companion or assistants to the men who carry out the initiative in these crimes, 
either luring the victim into a trap or collaborating in the very torture and related 
assignments [43]. Remember the role of the young attractive woman who accompa-
nies the magician in her role of distracting the public and helping the master in 
executing his tricks. Lest we forget, anyway, that it is precisely this diversion of the 
audience’s attention that allows the performer to carry out his final surprise.

The impact of the social attitudes and views towards individuals according to 
their gender is not limited to the internal world of the protagonists and in favour of 
the development of identities that are more or less conflicted. Sometimes this effect 
has a vitally transcendent aspect, literally. The winner of the Nobel Prize in 
Economics, Amartya Sen, has analysed a worrying phenomenon [44–46]. In 1992, 
Sen published in the British Journal of Medicine a brief paper of great impact: “The 
Missing Women”. It analysed how in some Asian countries such as India, China, 
Korea and others the small preponderance of women vs. men which can be found in 
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the rest of the world simply did not exist. These countries were “lacking” in many 
women, with an estimated number of many million women. In order to counteract 
the argument of some regarding the determinant importance of poverty in this phe-
nomenon, Sen referred to the comparison of countries that were similarly poor in 
Africa, confirming that in those the proportion of women compared to men in the 
general population was similar to France or England and much different to the pop-
ulations of the Asian countries indicated. The reason for this tragedy was, for Sen, 
the disparity in healthcare for girls compared to boys, which was related to a clear 
preference within these social groups for men instead of women. Already in his first 
analysis, Sen indicated the general education of the population and in particular of 
the women and girls as one of the fundamental ways to overcome this scourge. After 
returning to the problem, years later, Sen finds that medical attention to boys and 
girls has been partially balanced out in many of these countries. Nonetheless, the 
proportion of men and women has continued in the same vein. One new test of the 
data reveal a reality not perceived before: the medical technology allowed for many 
of those Asian countries to now come to know the gender of the babies before birth 
and brought about selective abortion of female foetuses. In this way, even though 
healthcare had been balanced for both sexes, the number of births of women 
decreased, and the end result was the reassertion of previous proportions and, thus, 
the absence of many women. In a recent review of this reality [46], Sen shows that 
in some of these social groups, the level of education of the population has risen 
clearly, and many women have obtained access to levels of training that are much 
greater than that of their mothers. These women are now more capable of providing 
the same care to their daughters and sons, although these are the women who access 
that technology and opt to selectively abort according to the gender of the baby prior 
to birth. Undoubtedly, there is a very important social aspect at the hour of acquiring 
an identity and, of course, at the hour of assigning value to that identity. The reality 
of the “missing women” obliges us to face this absence of value in persons of the 
female sex in different social groups. The lack of value that undoubtedly is also 
transferred by women in the group, women who can’t escape those general values 
in which they are immersed and from which their lives, family and work, ideals and 
desires are forged.

We men and women weave the web of oppression. Every knot we tie submits us 
inexorably to the influence of forces beyond ourselves, which make up our identity, 
as individuals, as men and as women.
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The night dark before its hour-
heavily, steadily,
the rain lushes and sprinkles
to complete its task-
as if assisting
the encroachments of our bodies
we occupy but cannot cure.

Sufferer, how can you help me,
if I use your sickness
to increase my own?

Will be always be
one up, the other down,
one hitting bottom, the other
flying through the trees-
seesaw inseparables?

Robert Lowell. Seesaw. “Day by day”, Ed. Harper Collins 
Canada Ltd., 1977.
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Abstract
Within human sexuality, three basic pillars are entwined, mainly biological fac-
tors; individual personality or psychosexuality, which encompasses the sexual 
identity of the concerned subject, as well as the interaction and conveyance of the 
different affections to the closest beings (together with the relational aspects 
derived) and the life circumstances at each particular moment; and the sociocul-
tural environment in which it is lived.

The sexual development of an individual bears a resemblance with a relay 
race: in a chronological sequence, genetic and chromosomal influences, hor-
monal, environmental, and psychosocial factors will appear. Each of them, 
regardless of the opinion of different authors and schools, will play the main role 
in certain moments, although in the end all will have needed the others to achieve 
the ultimate goal of a grown and sexually mature and healthy individual (accord-
ing to an interactionist model), which in his turn will lead to the enhancement of 
the personal identity (therein included the sexual identity and narcissism itself).

Sexuality is therefore a more general phenomenon than plain physical sex. In 
that regard, it is worth noting a curious paradox: human sexual behavior is 
scarcely known, at least from a scientific perspective and through epidemiologi-
cal and gender-relevant designed and controlled studies.

Finally, intersex states and sexual dysfunctions represent a group of heteroge-
neous disorders and include an array of processes, which affect the general popu-
lation, generating a high impact at the life quality and interpersonal relationship 
levels, and they will be analyzed from a multidimensional and not only DSM-5 
perspective.

10.1  A Brief Introduction to the “Normal” or “Healthy” 
Sexuality

Sexuality (or sexual behavior) constitutes one of the most complex aspects of human 
experience. The human being is a social animal, which needs a connection to others 
for his physical and psychological development. In all the different academic fields 
of study of the human being, it seems to exist a broad consensus when it comes to 
be considered in terms of an ape that could not possibly exist if it was outside a close 
relational network that provides emotional and material support.

Biologists who study the central nervous system (CNS) tend to picture the human 
being as a brain interconnected with other brains, and authors such as Damasio 
point out the encounters with other human beings to be the basic element in the 
construction of the self and of human conscience: “feelings have not been given the 
credit they deserve as motives, monitors and negotiators of human cultural endeav-
ors; feelings, and more generally affect of any sort and strength are the unrecog-
nized presences at the cultural conference table” [1].

Bonding with an “other” shapes us and changes us, and the constant recording of 
those changes in our CNS determines the emergence of a nuclear conscience that 
will develop until it evolves into the so-called extended conscience, support of our 
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biographical identity, which connects our present to the life history that comes 
before us.

That interpersonal bond acquires the highest complexity in the couple relation-
ship, which involves a close and continuous cohabitation usually of two people that 
consider themselves to be a living pair, a union between two human beings, com-
mon in all of the species’ groups, as the predominant way of life. This close cohabi-
tation implies an adaptation to the needs, preferences, and fears of the other.

That same complexity is stressed during the sexual encounter, which in the con-
text of an emotionally significant relationship constitutes possibly the most complex 
bonding experience between human beings. For that reason, it is no surprising that 
this is a complex area of exploration and evaluation, in which with an enormous 
frequency alterations and problems arise. Furthermore, we, as mental health profes-
sionals, tend to consider sexual life as an interpersonal area that works at its best as 
soon as all the other spheres of personal life show no problems. Nothing could be 
further from the truth and from desire.

Desire is the driving force behind sexuality that propels us toward each other and 
which, from an academic point of view, has received much less attention than it should 
have. Sexual relations generally start with desire, and nowadays it is understood that 
desire can take place spontaneously (innate desire) as much as it can be stimulated 
externally or either through cognitive or emotional motivations. Included among the 
external or cognitive incentives are that of feeling closer to the partner, experiencing 
sexual pleasure, enhancing the own self-image, easing tension, diminishing the feel-
ing of guilt that arises from a low sexual frequency, and that of conceiving a child [2].

We should not forget that sexual life and affective life are two sides of the same bond. 
In evaluating the deep interpersonal relationships, attention must be paid to the subject 
ability to fall in love and to build a meaningful relationship that includes the sexual 
sphere. There is “love pathology” beyond sexuality which deserves a deeper attention.

When we talk about a “normal” or “healthy” human sexuality, we find ourselves 
facing an extremely complex phenomenon, difficult to be defined. The attempting 
to disentangle what the normal patterns might be is of little use, given the variation 
between life experiences and the polymorphism of sexual behaviors from different 
people and across different cultural settings.

In that regard, it is worth noting a curious paradox: human sexual behavior is 
scarcely known, at least from a scientific perspective and through epidemiological 
and relevant well-designed and controlled studies. In the mass media, the attention 
paid to this sphere is constant and debates and comments on different aspects of 
sexual behavior, and its problems take up much space in a great quantity of maga-
zines. This could lead us to think that there was ample scientific literature providing 
a basis to explain in detail normal and pathological sexual behaviors from people. 
Nothing is further from the truth. Studies of the general populations are strikingly 
scarce [3]. Taking into account the influence that cultural and social features bear on 
sexual behavior, it seems clear the need to replicate any study on sexuality in differ-
ent countries, ethnic groups, cultures, religious beliefs, etc.

The scarcity of information regarding the general population is even larger 
when we focus on concrete collectives, for instance, psychiatric patients. There are 
again scant publications on this matter, which still offer quite a partial view of that 
collective [4].
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Within human sexuality, three basic pillars are entwined, mainly:

• Biological factors. In this case, we can point out that the etiology and con-
sistence of findings in normal sexual dimorphisms of the adult human brain 
are still unresolved attending to primary and secondary brain morphogene-
sis [5] and to magnetic resonance imaging in vivo studies focused on gray 
matter growth, sexual dimorphism, and cerebral asymmetry [6, 7] or Biobank 
studies [8].
Many sex differences in the brain and behavior are programmed during develop-
ment by gonadal hormones, but the genetic, epigenetic, and cellular mechanisms 
are incompletely understood. A recent study published by Bae et al. [9] points 
out that the development and function of our brain are governed by a genetic 
blueprint, which reflects dynamic changes over the history of evolution. Recent 
progress in genetics and genomics, facilitated by next-generation sequencing and 
single-cell sorting, has identified numerous genomic loci that are associated with 
a neuroanatomical or neurobehavioral phenotype. The authors review some of 
the genetic changes in both protein-coding and noncoding regions that affect 
brain development and evolution, as well as recent progress in brain 
transcriptomics.
More recent studies have found that immune system-derived mast cells are a 
primary target for the masculinizing hormone estradiol and that mast cells are in 
turn primary mediators of brain sexual differentiation. These findings identify a 
novel non-neuronal origin of brain sex differences and resulting motivated 
behaviors [10].
And even a recent work published by Rohrback et al. [11] has revealed the exis-
tence and developmental dynamics of cerebral cortical copy number variations 
(CNVs) in mouse, showing that their prevalence increases through midneuro-
genesis. Authors’ improved sequencing approach also allowed characterization 
of previously undocumented neural CNVs below 1 Mb in size, comprising half 
of all alterations. These data demonstrate the existence of myriad CNVs, which 
genomically diversify neural cells before incorporation into the mature organiza-
tion of the brain.

• Individual personality or psychosexuality, which encompasses the sexual iden-
tity of the concerned subject, as well as the interaction and conveyance of the 
different affections to the closest beings (together with the relational aspects 
derived) and the life circumstances at each moment.

• The sociocultural environment in which it is lived.

The sexual development of an individual bears a resemblance with a relay race, 
according to Money [12]: in a chronological sequence, genetic and chromosomal 
influences, hormonal and immune system, and environmental and psychosocial fac-
tors will appear. Each of them, regardless of the opinion of different authors and 
schools, will play the main role in certain moments, although in the end all will have 
needed the others to achieve the ultimate goal of a grown and sexually mature and 
healthy individual (according to an interactionist model).
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10.2  Psychosexual Development

The sex of the embryo is determined at the moment of fertilization, depending on 
the chromosome of the spermatozoid, either X or Y.  However, during human 
embryogenesis, some weeks go by without noticeable differences, even under an 
electronic microscope, between a female and a male fetus. This is known as the 
sexually undifferentiated period in the sexual development [13].

As it has been pointed above, recent studies have shown that male rates had 
greater numbers and more activated mast cells in the cortical preoptic area (POA), 
a brain region essential for male copulatory behavior, than female littermates during 
the critical period for sexual differentiation. Inhibiting mast cells with a stabilizing 
agent blunted the masculinization of both POA neuronal and microglial morphol-
ogy and adult sex behavior, whereas activating mast cells in females, even though 
fewer in number, induced masculinization. Treatment of newborn females with a 
masculinizing dose of estradiol increased mast cell number and induced mast cells 
to release histamine, which stimulated microglia to release prostaglandins and 
thereby induced male-typical synaptic patterning. These findings identify a novel 
non-neuronal but immunity and inflammatory origin of brain sex differences and 
resulting motivated behaviors [10].

Or even it seems almost demonstrated the existence of myriad CNVs which 
genomically diversify neural cells before incorporation into the mature organization 
of the brain [11].

During the undifferentiated period, the gonadal crests, outlines of the future 
gonads, are bipotential and will evolve into testicles or ovaries depending on the 
genetic makeup. In parallel, in the same mesoderm, we find Wolff’s mesonephric 
duct and Müller’s paramesonephric duct, both outlines of the internal genitalia as 
well, but unipotentials in this case.

With regard to the external genitalia, they result from the cloaca and the cloacal 
membrane, the urorectal septum being in charge of the urogenital division of the 
rectum. All the genital outlines are bipotential, with a differentiation dependent on 
the presence or absence of testicular hormones.

Sexual differentiation comes to establish, in normal conditions, around the 7th 
week of the embryonic development, considered since the last menstruation date [13].

Thus, in the XY individuals, the gonadal crests are differentiated forming the 
fetal testicles, the germinal cells of which, differentiated into spermatogonial cells, 
will divide through mitosis, not entering meiosis until puberty. These cells are 
accompanied, forming the seminiferous tubules, by the Sertoli cells, of somatic 
origin, and the Leydig cells, at an interstitial level, in charge of the expression of 
proteins that are key in the consequent sexual differentiation, among which we can 
find the Anti-Müllerian Hormone (AMH).

In the case of fetuses XX, the gonads stay with an undifferentiated appearance 
for a longer period of time. Moreover, and also unlike the XY fetus, the germinal 
cells, differentiated into oogonial cells, proliferate through mitosis until the 4th 
month, when they initiate the meiosis stage until the diplotene stage, which stops 
shortly before birth, restarting at puberty with each ovarian cycle.

10 Psychosexual Development, Intersex States, and Sexual Dysfunctions



230

The presence of the Y chromosome becomes the determining factor of the sexual 
development of the fetal gonad. Concretely, in its short arm, we find the SRY gene 
(Sex-determining Region Y chromosome). Although the cell mechanisms through 
which it works aren’t precisely known yet, the gene SRY is deemed to perform the 
migration function and that of differentiating all the three main cell structures [13]:

• We find the germinal cells differentiation into spermatogenic cells.
• The Sertoli cells start to show a specific pattern of expression characterized by an 

increase of SOX9 (protein of the SRY family) and of AMH, together with a 
reduction of DAX1 levels, its gene being located in the X chromosome.
There is experimental evidence that SRY and DAX1 interact in early stages of 
the gonadal crests. Thus:

 – In XY individuals, there is only one allele of the SRY gene and just one allele 
of the DAX1 gene. In such conditions, SRY seems to be dominant and allows 
the testicular differentiation with the resulting expression of genes typically 
testicular, such as SOX9 and AMH. Nevertheless, not only the SRY levels 
but also their chronology of expression will be determining, given that a 
delay in the expression of SRY would allow an anti-testicular action of 
DAX1.

 – In XX individuals, the absence of SRY results in an increase of DAX1 levels 
in the gonad that is differentiated in an ovarian sense. In spite of that, DAX1 
does not appear to be essential for the development of the ovary, for mice 
DAX1. Knockout does present a fact that has classically led to conclude that 
the mere absence of SRY results in the ovary development. However, although 
the absence of SRY is imperative, it seems logical to imagine that some kind 
of pro-ovarian genes must exist, unknown to date.

• Finally, from week 8th of pregnancy, the Leydig cells will be in charge of the 
androgen production.

On the basis of such provisions, we can sum up the sexual differentiation process 
as follows (Figs. 10.1 and 10.2):
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Müllerian duct
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Fig. 10.1 Embryo-fetal sexual differentiation
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• Internal genitalia. Under the action of the testicular androgens, the Wolffian 
mesonephric ducts give rise in the male fetus to the epididymis, vasa deferentia, 
and seminal vesicles. In the female sex, given the absence of anti-Müllerian hor-
mone (AMH), the Müllerian paramesonephric ducts form the uterine tubes, the 
uterus, and the upper third of the vagina. Therefore, the Wolffian ducts degener-
ate in the XX fetus due to the lack of androgens, whereas the Müllerian ducts 
return in the XY fetus by action of the AMH. It should be noted that the action 
time frame of the AMH is short: the testicular secretion starts by the end of the 
7th week, and the Müllerian ducts become refractory to its action from the 10th 
week.

• External genitalia: the undifferentiated outlines evolve into male structures under 
the action of the dihydrotestosterone, a powerful androgen derived from the 
action of the 5-α-reductase enzyme on the testosterone. Thus, the genital tubercle 
originates the penis, whereas the labioscrotal folds enlarge and fuse in the ante- 
posterior sense to form the scrotal bags. In the female fetus, the lack of andro-
gens allows the genital tubercle to originate the clitoris, and the urogenital folds 
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to remain separate forming the labia majora. However, the mere presence of 
testosterone and AMH is not enough, for the final action will depend on the bind-
ing of each molecule to its specific receptor, and on the proper functioning of the 
subsequent molecular cascade.

Well then, that same sexual differentiation phenomenon proves to be more com-
plex and determinant, given that under the influence of the sexual hormones circu-
lating in the fetus, the dimorphic development of certain brain areas is produced as 
well. Furthermore the brain, like the internal genitalia, is monotypic, and it also 
prevails the feminization principle, unless there is an adequate level of circulating 
androgens [14].

Sexual differentiation of the human brain takes place approximately between 
weeks 16 and 28 of the embryonic development, and the specific hypothalamic and 
hypophyseal functions (cyclic in women and no cyclic in men) are determined in 
that moment.

The hypothalamus is considered to be the main regulating center of sexual 
behavior in humans. The preoptic nucleus produces the hormone that releases 
gonadotropins (GnRH), which stimulates the anterior pituitary so it can in its turn 
produce the luteinizing hormone (LH) and the follicle-stimulating hormone (FSH). 
Both control the steroid hormone secretion by the gonads (estradiol, progesterone, 
and testosterone).

This complex system of hypothalamus-hypophysis-gonads presents a secretory 
self-regulation by means of positive and negative feedback mechanisms. Moreover, 
the GnRH modulates the catecholaminergic neurotransmission, direct and indirect 
arbiter of the sexual output of the individual (while dopamine stimulates the sexual 
function, and serotonin and prolactin inhibit it, becoming crucial in this field the 
balance dopamine/serotonin). Other substances implicated in the complex world of 
the neurochemical interactions that modulate human sexuality are GABA, ACTH, 
cortisol-releasing peptide, endogenous opioids, and acetylcholine [14].

The secondary sexual characteristics are induced by the central nervous system 
(CNS) and controlled by a substantial increase of the circulating androgens or estro-
gens, as well as the female-specific functions regarding menstruation, gestation, and 
lactation. It is still unknown the precise way in which CNS “rules” the beginning of 
puberty. It has been considered that one of the implicated mechanisms is the reduc-
tion of the hypothalamus sensitivity to hormonal negative feedback [15].

Since puberty, hormonal unbalances may alter the secondary sexual characteris-
tics generating different physical alterations. Nevertheless, the influence of the hor-
monal levels on desire and sexual behavior is much less clear in this point of 
development and in subsequent stages.

Once the fundamental biological factors in the formation of human sexuality are 
determined, it is worth going deeper into the other fundamental pillar, that is to say, 
that related to the formation of a sexual identity or psychosexuality.

Communication and early social learning are of a paramount importance in 
determining the early sexual behavior. Therefore, control over sexual behavior as 
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well as of mating within our species is to a great extent determined by the earliest 
social interactions, together with the aforementioned biological determinants.

In both sexes, the inadequate availability of sexual hormones in the blood plasma 
reduces the intensity of the sexual desire. But when the levels are adequate, the 
dependence of sexual desire on their fluctuations is negligible in comparison to the 
relevancy of the psychosocial kind of stimuli. McConaghy [16] believes that the 
female sexual desire can be more influenced by psychosocial than the masculine 
one. Even though, it is surprising the paucity of scientific concerning this issue.

The development and maturing of the individual sexuality, together with that of 
the personality, go hand in hand with the establishment of the ability to experience 
love to certain objects, sexual or not (parental, filial, narcissistic, group). In the case 
of sexual love, we can say that “healthy” sexuality is accompanied by the founda-
tion of a certain degree of intimacy, empathy, and confidence in the loved object, 
which in their turn lead to the enhancement of the personal identity (therein included 
the sexual identity and narcissism itself). These values become the fundamental 
basis of a relationship in which sexual activity plays the role of positive reinforce-
ment and affective catalyst, leaving aside its reproductive function.

Sexuality is therefore a more general phenomenon than plain physical sex and a 
more restricted one than the set of behaviors derived from the libidinal drive and 
directed according to Freud toward the achievement of pleasure and, according to 
many post-Freudian authors (such as Fairbairn), toward the establishment of inter-
personal relationships [17].

There is a widespread consensus in the psychoanalytical literature on the key 
importance of the earlier relationships in the construction of the gender identity and 
the sexual orientation. Authors such as Kernberg [15, 16] from a conciliatory per-
spective based upon the theory of object relations emphasize the relevant role of the 
relational configurations that populate the internal world of boys and girls. They are 
the result of the incorporation of the so-called object relations dyads, constituted of 
one representation of the self, another of the object and an affection that bonds them 
together.

Contemporary authors such as Stoller [18–21], specially dedicated to this sphere 
of knowledge, point out how the gender identity seems to be acquired in very early 
stages.

The utmost significance that used to be attributed to the “Oedipal complex” isn’t 
ascribed to it anymore, and it constitutes now nothing but a cultural construction of 
mythical proportions. It must be noted that from certain sectors of psychoanalysis, 
it is also highlighted that the sense of the self and of the other evolve through the fact 
that separated minds are able to share feelings and intentions in a process of mutual 
recognition. This recognition can be established through a dyad mother/son, or 
father/daughter or in any asymmetrical relationship, as long as the needs of the other 
do not get falsified through constructions or representations which justify and dis-
guise domination.

The androcentrism of the Psychoanalytical Theory concerning sexual differ-
ences stems from that point, of the double absence and invisibility of that which the 
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father does in the scenario where the girl and the mother end finding their place and 
developing their subjectivity [22].

In fact the dominant factor in humans, which determines the intensity of sexual 
desire, leaving aside the aforementioned hormonal and immunological factors, is 
of an affective-cognitive kind and clearly constrained by psychosocial factors. It 
is worth noting at this point how the affective memory is related to the limbic 
system, which is the nervous substrate of affection and of the rest of the appetitive 
functions [1].

Because the sexual activation also includes the implementation of the limbic 
system under the influence of a particular cognitive-affective state, which stimulates 
the peripheral and central nervous systems that determine the congestion, lubrica-
tion and increases focused sensitivity of the genital organs, providing a central feed-
back “self-realization” of that genital activation and the subsequent psychological 
excitement.

In that regard, Kernberg [15, 16, 23, 24] adds that the sexual arousal is a specific 
affection that shows all the features of the affective structures and constitutes the 
central building block of the so-called sexual or libidinal drive as general motiva-
tional system. Sexual arousal is the basic affection that constrains the appearance of 
a more complex psychological phenomenon, erotic desire, in which the sexual 
arousal appears bound with the emotional relationship with a specific subject.

The source of desire is not an anatomic body, but a body that is built through the 
array of discourses and intersubjective practices. Both girls and boys organize them-
selves through their relationship with other subjects (for instance, the mother) who 
are not just objects for the child, because both the girl and the boy are able to recog-
nize that subject as different from them and, at the same time, as akin. That way, the 
intersubjectivity plays a role in the structuring of the psychological world. It may be 
noted that uneven consequences arise from a double sexual standard, the fact that 
admiring women or giving them recognition only for their physical attributes poses 
a difficulty to their mental balance, as well as the extra-work to which the female 
psyche is set out if it intends to reconcile the multiplicity of demands of its motiva-
tional systems [25].

To conclude this brief introduction, we will attempt to define in a simple and 
operational way that there is a general agreement to consider an “abnormal or devi-
ant” sexual behavior [26]:

That is destructive or damaging to the subject who displays it and to those who get 
involved in it
That is not oriented to the other in a strict sense
That excludes the stimulation of the own genital organs and of those of the partnerThat 
is inappropriately associated to feelings of guilt and/or anxiety
And that shows a repetitive nature of a compulsive kind

We share with many authors a preoccupation arisen from the manifest neglect in 
the clinical practice to document the medical/sexual history and its psychopatho-
logical manifestations in the individuals who visit the doctor. More frequently than 
would be desirable, it is the health professional themselves (unlike the patients) who 
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perceive this issue as a complicated area to explore, and thus subject to be avoided. 
It is essential to explore the patient love life, including sexual patterns as well as the 
fantasies and the nature of the object relations that are established in the context of 
their sexual behavior [23].

10.3  Intersex States

“Intersex” is a general term used for a variety of conditions in which a person is 
born with a reproductive or sexual anatomy that does not seem to fit the typical defi-
nitions of female or male. For example, a person might be born appearing to be 
female on the outside, but having mostly male-typical anatomy on the inside. Or a 
person may be born with genitals that seem to be in between the usual male and 
female types—for example, a girl may be born with a noticeably large clitoris, or 
lacking a vaginal opening, or a boy may be born with a notably small penis, or with 
a scrotum that is divided so that it has formed more like labia. Or a person may be 
born with mosaic genetics, so that some of her cells have XX chromosomes and 
some of them have XY.

Though we speak of intersex as an inborn condition, intersex anatomy does not 
always show up at birth. Sometimes a person is not found to have intersex anatomy 
until she or he reaches the age of puberty, or finds himself an infertile adult, or dies 
of old age and is autopsied. Some people live and die with intersex anatomy without 
anyone (including themselves) ever knowing.

Which variations of sexual anatomy count as intersex? In practice, different peo-
ple have different answers to that question. That’s not surprising, because intersex is 
not a discreet or natural category.

What does this mean? Intersex is a socially constructed category (gender cate-
gory) that reflects real biological variation. To better explain this, we can liken the 
sex spectrum to the color spectrum. There is no question that in nature there are 
different wavelengths that translate into colors most of us see as red, blue, orange, 
and yellow. But the decision to distinguish, say, between orange and red orange is 
made only when we need it—like when we are asking for a particular paint color. 
Sometimes, social necessity leads us to make color distinctions that otherwise 
would seem incorrect or irrational, as, for instance, when we call certain people 
“black” or “white” when they are not especially black or white as we would other-
wise use the terms [27].

In the same way, nature presents us with sex anatomy spectrums. Breasts, 
penises, clitorises, scrotums, labia, and gonads—all of these vary in size and shape 
and morphology. So-called “sex” chromosomes can vary quite a bit, too. But in 
human cultures, sex categories get simplified into male, female, and sometimes 
intersex, in order to simplify social interactions, express what we know and feel, 
and maintain order.

So nature does not decide where the category of “male” ends and the category of 
“intersex” begin, or where the category of “intersex” ends and the category of 
“female” begins. Humans decide. Humans (today, typically doctors) decide how 
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small a penis has to be, or how unusual a combination of parts has to be, before it 
counts as intersex. Humans decide whether a person with XXY chromosomes or 
XY chromosomes and androgen insensitivity will count as intersex.

In our work, we find that doctors’ opinions about what should count as “intersex” 
vary substantially. Some think you have to have “ambiguous genitalia” to count as 
intersex, even if your inside is mostly of one sex and your outside is mostly of 
another. Some think your brain has to be exposed to an unusual mix of hormones 
prenatally to count as intersex so that even if you’re born with atypical genitalia, 
you’re not intersex unless your brain experienced atypical development. And some 
think you have to have both ovarian and testicular tissue to count as intersex.

Rather than trying to play a semantic game that never ends, the Intersex Society 
of North America (ISNA), founded in 1993, takes a pragmatic approach to the ques-
tion of who counts as intersex. They work to build a world free of shame, secrecy, 
and unwanted genital surgeries for anyone born with what someone believes to be 
nonstandard sexual anatomy [27].

By the way, because some forms of intersex signal underlying metabolic con-
cerns, a person who thinks she or he might be intersex should seek a diagnosis and 
find out if she or he needs professional healthcare.

And how common is intersex? To answer this question in an uncontroversial 
way, you’d have to first get everyone to agree on what counts as intersex and also to 
agree on what should count as strictly male or strictly female. That’s hard to do. 
How small does a penis have to be before it counts as intersex? Do you count “sex 
chromosome” anomalies as intersex if there’s no apparent external sexual ambigu-
ity? Here is what we do know: if you ask experts at medical centers how often a 
child is born so noticeably atypical in terms of genitalia that a specialist in sex dif-
ferentiation is called in, the number comes out to about 1 in 1500 to 1 in 2000 births. 
But a lot more people than that are born with subtler forms of sex anatomy varia-
tions, some of which won’t show up until later in life.

Below, we provide a summary of statistics (Table 10.1) drawn from a revision 
article by Brown University researcher Anne Fausto-Sterling et al. [26]. The basis 
for that article was an extensive review of the medical literature from 1955 to 1998 
aimed at producing numeric estimates for the frequency of sex variations. Note that 
the frequency of some of these conditions, such as congenital adrenal hyperplasia, 
differs for different populations. These statistics are merely approximative.

Intersex conditions include a variety of syndromes in which persons have gross 
anatomical or physiological aspects of the opposite sex [29].

The following is a list of disorders of sex development that sometimes involve 
intersex anatomy [28]. Some of them will be slightly explained in more detail 
because of its high prevalence or consequences.

• 5-α-reductase Deficiency
5-α-reductase deficiency, in which an enzymatic defect prevents the conversion 
of testosterone to dihydrotestosterone, is required for prenatal virilization of the 
genitalia. At birth, the affected person appears to be female, although some 
anomaly is visible. In earlier generations, before childhood identification of the 
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disorder was common, these persons, raised as girls, virilized at puberty and 
changed their gender identity to male. Later generations were expected to virilize 
and, thus, may have been raised with ambiguous gender. Recently, there are 
reports of a small number of patients for whom early removal of the testes and 
socialization as girls have resulted in a female gender identity [30].

• Androgen Insensitivity Syndrome (AIS)
Androgen insensitivity syndrome was formerly called testicular feminization. In 
these persons with the XY karyotype, tissue cells are unable to use testosterone 
or other androgens. Therefore, the person appears to be a normal female at birth 
and is raised as a girl. She is later found to have cryptorchid testes, which pro-
duce the testosterone to which the tissues do not respond, and minimal or absent 
internal sexual organs. Secondary sex characteristics at puberty are female 
because of the small, but sufficient, amount of estrogens, which results from the 
conversion of testosterone into estradiol. The patients usually sense themselves 
as females and are feminine. However, some experience gender conflicts and 
distress [30].

• Aphallia
• Clitoromegaly (large clitoris)
• Congenital Adrenal Hyperplasia (CAH)

Congenital virilizing adrenal hyperplasia was formerly called the adrenogenital 
syndrome. An enzymatic defect in the production of adrenal cortisol, beginning 

Table 10.1 Frequency of intersex variations [28]

Not XX and not XY 1 in 1666 births
Klinefelter (XXY) 1 in 1000 births
Androgen insensitivity syndrome 1 in 13,000 births
Partial androgen insensitivity syndrome 1 in 130,000 

births
Classical congenital adrenal hyperplasia 1 in 13,000 births
Late-onset adrenal hyperplasia 1 in 66 

individuals
Vaginal agenesis 1 in 6000 births
Ovotestes 1 in 83,000 births
Idiopathic (no discernable medical cause) 1 in 110,000 

births
Iatrogenic (caused by medical treatment, for instance, progestin 
administered to pregnant mother)

No estimate

5-Alpha reductase deficiency No estimate
Mixed gonadal dysgenesis No estimate
Complete gonadal dysgenesis 1 in 150,000 

births
Hypospadias (urethral opening in perineum or along penile shaft) 1 in 2000 births
Hypospadias (urethral opening between corona and tip of glans penis) 1 in 770 births
Total number of people whose bodies differ from standard male or female 1 in 100 births
Total number of people receiving surgery to “normalize” genital 
appearance

1 or 2 in 1000 
births
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prenatally, leads to overproduction of adrenal androgens and virilization of the 
female fetus. Postnatally, excessive adrenal androgen can be controlled by ste-
roid administration. The androgenization can range from mild clitoral enlarge-
ment to external genitals that look like a normal scrotal sac, testes, and a penis, 
but hidden behind these external genitals are a vagina and a uterus. The patients 
are otherwise normally female. At birth, if the genitals look male, children are 
assigned to the male sex and so reared; the result is usually a clear sense of 
maleness and unremarkable masculinity. If the children are assigned to the 
female sex and so reared, a sense of femaleness and femininity usually results. 
If the parents are uncertain about the sex of their child, a hermaphroditic iden-
tity results. The resultant gender identity usually reflects the rearing practices, 
but androgens may help determine behavior. Children raised unequivocally as 
girls have a more intense tomboy quality than that found in a control group. The 
girls most often have a heterosexual orientation. Some of these children experi-
ence gender identity conflicts and do not feel comfortable in the sex of assign-
ment. Higher rates of bisexual or homosexual behavior in adulthood have been 
reported [30].

• Gonadal Dysgenesis (partial and complete)
• Hypospadias
• Klinefelter’s Syndrome

Klinefelter’s syndrome it’s related to an extra X chromosome present, and there-
fore the final karyotype is XXY. At birth, patients appear to be normal males. 
Excessive gynecomastia may occur in adolescence. Testes are small, usually 
without sperm production. Such persons are tall, and body habitus is eunuchoid. 
Reports suggest a higher rate of GID [30].

• Micropenis
• Mosaicism Involving “Sex” Chromosomes
• MRKH (Müllerian Agenesis; Vaginal Agenesis; Congenital Absence of Vagina)
• Ovo-teste (Formerly Called “True Hermaphroditism”)
• Partial Androgen Insensitivity Syndrome (PAIS)
• Progestin-Induced Virilization
• Swyer Syndrome
• Pseudohermaphroditism

Infants born with ambiguous genitals are pseudohermaphrodites. True hermaph-
roditism is characterized by the presence of both testes and ovaries in the same 
person. It is a rare condition. Sex assignment based on the genitals’ appearance 
at birth determines gender identity, which is male, female, or hermaphroditic, 
depending on the family’s conviction about the child’s sex. Recently, treatment 
has changed, postponing sex assignment based on the appearance of the genitalia 
at birth to adolescence, when the child is included in the decision-making pro-
cess. Male pseudohermaphroditism is incomplete differentiation of the external 
genitalia even though a Y chromosome is present; testes are present but rudimen-
tary. Female pseudohermaphroditism is the presence of virilized genitals in a 
person who is XX, the most common cause being the adrenogenital syndrome 
described previously [30].
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• Turner Syndrome
Turner syndrome, in which one sex chromosome is missing, such that the sex 
karyotype is simply X. Children have female genitalia, are short, and, possibly, 
have anomalies such as a shield-shaped chest and a webbed neck. As a conse-
quence of dysfunctional ovaries, they require exogenous estrogen to develop 
female secondary sex characteristics. Gender identity is female [30].
The cases of hermaphroditism or androgyny intersex individuals, as they start 

been calling, are not as isolated as we think. Statistics conclude that there is a case 
for every 250 people, and according to the World Health Organization, affects 1% 
of world population. In Germany, each year, 400 children are born without defined 
sex, and in the USA, every day five surgical sex assignment operations are done in 
newborns. These kinds of operations are not harmless and that endanger the patient’s 
health and may damage the genitals or decrease its sensitivity beyond his supporters 
claim that sex-role assignment prevents the baby from suffering future discrimina-
tion and relieves emotional stress experienced by parents [30].

Because intersex conditions are present at birth, treatment must be timely, and 
some physicians believe the conditions to be true medical emergencies. The 
appearance of the genitalia in diverse conditions is often ambiguous, and a deci-
sion must be made about the assigned sex (boy or girl) and how the child should be 
reared.

Problems should be addressed as early as possible, so that the entire family can 
regard the child in a consistent, relaxed manner. This is particularly important 
because intersex patients may have gender identity problems because of compli-
cated biological influences and familial confusion about their actual sex. When 
intersex conditions are discovered, a panel of pediatric, urological, and psychiatric 
experts usually determines the sex of rearing on the basis of clinical examination, 
urological studies, buccal smears, chromosomal analyses, and assessment of the 
parental wishes.

Education of parents and presentation of the range of options open to them is 
essential because parents respond to the infant’s genitalia in ways that promote the 
formation of gender identity. One option is for parents to decide against immediate 
surgery for ambiguous genitalia but assign the label of boy or girl to the infant on 
the basis of chromosomal and urological examination. They can then react to the 
child according to sex-role assignment with leeway to adjust the sex assignment 
should the child act definitively as a member of the sex opposite to the one 
designated.

If the parents decide on surgery to normalize genital appearance, it is generally 
undertaken before the age of 3 years. It is easier to assign a child to be female than 
to assign one to be male because male-to-female genital surgical procedures are far 
more advanced than female-to-male procedures. That is an insufficient reason, how-
ever, to assign a chromosomal male to be female.

Some groups oppose surgical interventions on principle. Some advocate that the 
US Congress pass laws prohibiting doctors from performing such surgery, espe-
cially because the infant cannot consent. The goal standard of treatment, however, 
is to have genitals concordant with chromosomal, biological, physiological, and 
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other genetic antecedents, thus allowing the development of a person with healthy 
gender identity. If this cannot be determined with certainty, then treatment can and 
should wait.

The voices of the intersex community begin to rise, and there are organizations 
that look after their rights as OII (Organization Intersex International) or ISNA 
(Intersex Society of North America) in the USA. They are contrary to the fact that 
sexual identity of the newborn must be decided in an operating room by the medical 
team, and advocate that it should be taken later by the individual, who must decide 
whether to have surgery or not. The question then is, and while that time comes, 
how we educate that person, as a man, woman, and obscure? The ISNA is always in 
favor of giving the child a genre although this may be modified in adulthood or 
puberty, independently of their genitalia, as the classification of “neutral” will only 
delete the individual as a stranger or outsider.

In his article “How can you assign a gender (boy or girl) without surgery?,” it 
explains how this will be based on hormonal and genetic tests, in addition to the 
experience and opinion of the physician, who can somehow predict which of the 
two sexes the baby will feel more comfortable. The ISNA is not contrary to the 
surgery, if the aim is to improve the physical health of the child or help him to meet 
their physiological functions, for example, make a hole in the penis to urinate when 
the child does not have one [31].

The case of the intersex community opens another debate that focuses on the fact 
that being male or female is sometimes independent of the sex organs you possess, 
as evidenced in the case of transsexuals. Transsexuals are becoming more visible, 
and some are beginning to choose to not been operated, regardless of their sexual 
orientation, because the genitals, among other things, serve to give pleasure. But 
there is still a long way to go before the intersex admission starts.

Although it may seem a big step forward for equality, most intersex organiza-
tions reject the “third gender” already adopted by countries like Germany, the USA, 
Canada, Australia, New Zealand, Nepal, Pakistan, India, or Bangladesh, because 
they think it can stigmatize children.

We want to highlight one paper published by the philosopher, activist, cultural 
worker, and magazine publisher Antke Engel, director of the Institute for Queer 
Theory in Hamburg and Berlin on the Journal of Queer Studies entitled “A queer 
strategy of equivocation. The destabilization of normative heterosexuality and the 
rigid binary gender order” that give us an idea of its position, seemingly contradic-
tory: to light the fact that this has not yet been even considered a possibility, it can 
be concluded that the regulations governing sexual ambiguity are not made at all in 
the interest of those affected but rather in the interest of those who wish to keep 
intact the present hierarchy of sex, in order to prevent any uncertainty [32].

The critique of identity politics has opened up a skeptical attitude towards normative cate-
gories and demands for the coherence and stability of sex, gender and sexuality. At the same 
time reflections on mechanisms of exclusion within emancipatory movements and politics 
have also gained attention. Thus, not only (hetero-)sexism and homophobia, but also dis-
criminations pertaining to the rigid binary gender order as well as racist discrimination are 
issues of importance to queer politics. Considering the critique of identity or minority 
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politics, I have come to the conclusion that rather than to proliferate or to dissolve categories 
of sex, gender and sexuality, it is more promising to render them ambiguous: that is what I 
call a queer strategy of equivocation.

The 2006 international “Consensus statement on management of intersex disor-
ders” [33] recommended moving to a new classification of intersex variations, 
framed in terms of “disorders of sex development” or DSD. Part of the rationale for 
this change was to move away from associations with gender and to increase clarity 
by grounding the classification system in genetics. While the medical community 
has largely accepted the move, some individuals from intersex activist communities 
have condemned it. In addition, people both inside and outside the medical com-
munity have disagreed about what should be covered by the classification system, 
in particular whether sex chromosome variations or the released diagnoses of Turner 
and Klinefelter’s syndromes should be included.

A recent work by Griffiths explores initial descriptions of Turner and Klinefelter’s 
syndromes and their subsequent inclusion in the intersex classifications, which were 
increasingly grounding in scientific understandings of sex chromosomes that 
emerged in the 1950s. This author questions the current drive to stabilize and “sort 
out” intersex classifications through a grounding in genetics. Alternative social and 
historical definitions of intersex—such as those proposed by the intersex activists—
have the potential to do more justice to the lived experience of those affected by 
such classifications and their consequences [34].

In Western nations, there is increasing consensus about ethical approaches to 
clinical intersex management. At the same time, as Western-trained physicians 
increasingly encounter intersex patients in other parts of the world, new ethical ten-
sions arise. Which cultural values are fair parameters for gender assignment 
decision- making, particularly in cultural milieus where there is social and economic 
inequality between the sexes? How can physicians uphold universal bioethical prin-
ciples while remaining culturally sensitive? Physicians have a primary commitment 
to patient beneficence and universal human rights, requiring to promote concor-
dance between the child’s assigned gender and his/her likely future gender identity. 
Ultimately, the potential patient distress posed by gender dysphoria fundamentally 
outweighs the influence of local cultural factors such as economics, gender, politics, 
and homophobia [35].

10.4  DSM-5 and Gender Differences

The Fifth Edition of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5) [36] assumes that sex and gender differences are related to the causes and 
expressions of medical conditions that are established for a huge number of dis-
eases, including mental disorders. Revisions to DSM-5 included review of potential 
differences between men and women in the expression of mental illness. In terms of 
nomenclature, sex differences are variations attributable to an individual’s repro-
ductive organs and XX or XY chromosomal complement. Gender differences are 
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variations that result from biological sex as well as an individual’s self- representation 
that includes the psychological, behavioral, and social consequences of one’s per-
ceived gender. The term gender differences are used in DSM-5 because, more com-
monly, the differences between men and women are a result of both biological sex 
and individual self-representation. However, some of the differences are based on 
only biological sex.

Gender can influence illness in a variety of ways:

• First, it may exclusively determine whether an individual is at risk for a disorder 
(e.g., as in premenstrual dysphoric disorder).

• Second, gender may moderate the overall risk for development of a disorder as 
shown by marked gender differences in the prevalence and incidence rates for 
selected mental disorders.

• Third, gender may influence the likelihood that particular symptoms of a disor-
der are experienced by an individual. Attention-deficit/hyperactivity disorder is 
an example of a disorder with differences in presentation that are most com-
monly experienced by boys or girls. Gender likely has other effects on the expe-
rience of a disorder that are indirectly relevant to psychiatric diagnosis. It may be 
that men or women more readily endorse certain symptoms and that this contrib-
utes to differences in service provision.

• Reproductive life cycle events, including estrogen variations, also contribute to 
gender differences in risk and expression of illness. Thus, a specifier for postpar-
tum onset of mania or major depressive episode denotes a time frame wherein 
women may be at increased risk for the onset of an illness episode. In the case of 
sleep and energy, alterations are often normative postpartum and thus may have 
lower diagnostic reliability in postpartum women.

The DSM-5 Manual is configured to include information on gender at multiple 
levels. If there are gender-specific symptoms, they have been added to the diagnos-
tic criteria. A gender-related specifier, such as perinatal onset of a mood episode, 
provides additional information on gender and diagnosis. Finally, other issues that 
are pertinent to diagnostic and gender considerations can be found in the section 
“gender-related diagnostic issues” [36].

And that’s all folks! That’s all the reflection and analysis that DSM-5 authors 
have contributed to the gender differences related to mental disorders. It’s frus-
trating, even avoiding to mention the binary conception of sexuality and the com-
plete misunderstanding of gender itself. For interested people, we recommend the 
reading of Daley A. and Mulé J. points about a critical queer response to DSM-5 
[37].

As we have mentioned above, sexual studies of the general populations are strik-
ingly scarce, and at the same time, there are again scant publications on sexuality 
and sexual behavior in psychiatric populations. It’s real time to go further in this 
strikingly area related to sex and gender in normal and clinical populations. It’s a 
matter of science but also of justice and equity.
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10.5  Sexual Dysfunctions

Sexual dysfunctions represent a group of heterogeneous disorders and include an 
array of processes, which affect the general population, generating a high impact at 
the life quality and interpersonal relationship levels.

They are usually underdiagnosed and undertreated, and in them, etiopathological 
aspects of biological, psychosocial, and interpersonal nature overlap. It is important 
to determine any underlying disorder or incurring psychosocial factors in the evalu-
ation of a patient who has sexual problems.

To such an extent, it has been stated that the sexual dysfunction might in fact be 
a symptom or a side effect and not a primary pathology [2]. In all cases, in addition, 
it is inescapable to carry out a surveillance of possible organic causes (highly fre-
quent in the case of the man’s erectile dysfunction), as well as toxic and pharmaco-
logical causes or other psychiatric disorders, preeminently of affective nature. In 
most cases, sexual difficulties are multiply determined, and there are several factors 
that contribute to the development of sexual dysfunction.

All of them share a common trait: the anxiety they cause to those who suffers 
them and/or to their partners. This anxiety may trigger the dysfunction or act as a 
factor that makes it last longer once it has set in [38].

The epidemiology shows us how the regular medical practice is not in accordance 
with the facts regarding disorders associated with sexuality, and the underrated per-
ception of this psychopathological characteristic that is so frequently neglected.

Historically, sexual response has been understood as a linear process in various 
stages, initially defined by Masters and Johnson (excitement-arousal-orgasm- 
resolution), common to men and women [39].

Kaplan et al. subsequently modified the previous model to include the concept of 
desire, which reflects the psychological, emotional, and cognitive components of 
sexual response [30]. This modified linear model is comprised of three phases: 
desire, excitement, and orgasm [2].

Recently, Basson et al. [40] defined the cyclical biopsychosocial model of female 
sexual response in which there is feedback among physical, emotional, and cogni-
tive aspects. According to this model, in women, there may be a desire that causes 
the seek for sexual activity (spontaneous desire), or there may be a neutral sexual 
position, a predisposition to perform a sexual activity that, if the stimulation is suf-
ficient and suitable, produces the transition from neutrality to excitement and desire 
(reactive desire). If the result is positive, emotionally and physically, sexual motiva-
tion increases. If it is negative, the cycle is broken, and sexual motivation with the 
partner does not increase [36]. Gratification is achieved by satisfaction and pleasure 
(with or without orgasm) and with other subjective aspects that are not strictly sex-
ual and can have much importance, such as communication with the partner, emo-
tional intimacy, expression of affection, sharing physical pleasure, pleasing the 
partner, self-esteem, relaxation, or well-being.

As regards nosology, in the first version of the Diagnostic and Statistical Manual 
of Mental Disorders (DSM) of the American Psychiatric Association, only two 
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sexual dysfunctions are set out: frigidity (with regard to women) and impotence (to 
men) [40, 41].

The category of psychosexual disorders was included for the first time in the 
third edition of the Manual (DSM-III) in 1980, where they are defined as “inhibi-
tions in sexual desire or the psycho-physiological changes that characterize the 
sexual response cycle” [42]. The diagnostic of “inhibited sexual desire” includes 
inhibitions within any of the sexual stages indicated by Masters and Johnson in 
1966: excitement-arousal-orgasm-resolution [39].

In 1987 the DSM-III-R considers that “Inhibited Sexual Desire” is subdivided in 
two categories “Hypoactive Sexual Desire Disorder” (lack of interest in sex) and 
“Sexual Aversion Disorder” (phobic aversion to sex). Since then, a progress is made 
with regard to both the diagnostic classifications and the definition of sexual dys-
functions [43].

The DSM-IV (published in 1994, followed by its revision or DSM-IV TR in year 
2000) gathered four categories of sexual dysfunction, following again the linear 
model of sexual response by Masters and Johnson: “disorders of sexual desire, 
arousal, and orgasm, and disorder of sexual pain” [44].

The Fifth Edition of this Manual (DSM-5) incorporates several changes in the 
diagnostic criteria [36]. New researches discredit the validity of the Master’s and 
Jonhson’s model, later development by Kaplan, given that both, the strict distinction 
between the excitement phases and the linear sexual response model, were inade-
quate to explain sexual behavior.

The most remarkable changes that have been carried out in the DSM-5’s chapter 
of sexual dysfunction are:

• Addition of gender-specific sexual dysfunction: three sections for women and 
four in the case of men, as opposed to five and six, respectively, in the DSM-IV 
TR.

• Removing and merging of some previous disorders: Female hypoactive sexual 
desire and female sexual excitement disorder have been merged into a single 
disorder called female sexual interest/arousal disorder, based on data suggesting 
that the sexual response is not always a linear and uniform process and that the 
differentiation between certain stages (particularly desire and excitement) can be 
artificial [45, 46]. Another peculiarity to be taken into account is that the sexual 
excitement includes both a subjective and a physiological or genital arousal [36]. 
These two are often different from each other, and studies have shown that there 
is a poor correlation between subjective and physiological arousal. Thus, healthy 
women with sexual arousal disorder have shown normal genital vessel conges-
tion as a response to erotic stimuli despite their protests of experiencing a low 
subjective arousal [46]. According to the circular model of Basson et al., desire 
and excitement are difficult to separate, and normal desire includes a reactive 
component [47].

• Genito-pelvic pain/penetration disorder has been added to DSM-5 which repre-
sents a merged of dyspareunia and vaginismus, given that they were highly 
comorbid and difficult to differentiate.
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• On the other hand, male dyspareunia and male sexual pain, present in DSM-IV 
TR, are not included in the DSM-5, because of its low appearance rate [48]. The 
sexual aversion disorder has been eliminated due to its infrequent use and lack of 
research support, sharing a great number of features with phobias or other anxi-
ety disorders [49, 50] (Tables 10.2 and 10.3).

• Time pattern: a 6-month minimum duration of the disorder is required. This 
change avoids overdiagnosis of transitory difficulties.

• Frequency pattern: requirement for any given disorder to be present in the 
75–100% range of the occasions to be able to support a specific sexual dysfunc-
tion diagnostic, with the notable exception of those disorders induced by sub-
stance or medication.

Table 10.2 Diagnostic changes in DSM-5

Female sexual dysfunctions Male sexual dysfunctions
Female sexual interest/arousal disorder Male hypoactive sexual desire disorder
Female orgasmic disorder Erectile disorder
Genito-pelvic pain/penetration disorder Premature (early) ejaculation

Delayed ejaculation

Table 10.3 Diagnostic changes proposed by the DSM-5 regarding sexual dysfunctions [51]

DSM-IV-TR diagnoses Changes in DSM-5
Female dysfunctions
  Female hypoactive desire disorder Merged into: Female sexual interest/arousal disorder
  Female arousal disorder
  Female orgasmic disorder Unchanged
  Dyspareunia Merged into: Genito-pelvic pain/penetration 

disorder  Vaginismus
Male dysfunctions
  Male erectile disorder Changed to Erectile disorder
  Hypoactive sexual desire disorder Changed to Male hypoactive sexual desire disorder
  Premature (early) ejaculation Unchanged
  Male orgasmic disorder Changed to Delayed ejaculation
  Male dyspareunia Not Listed
  Male sexual pain
Other dysfunctions
  Sexual aversion disorder Deleted
  Sexual dysfunction due to a 

general medical condition
  Substance/medication-induced 

sexual dysfunction
Unchanged

  Sexual dysfunction NOS Replaced by Other specified sexual dysfunctions and 
Unspecified sexual dysfunction

Note: Individual changes to DSM nomenclature and criteria are in bold
DSM Diagnostic and Statistical Manual of Mental Disorder, IV-TR 4th Edition-Text Revision, NOS 
not otherwise specified
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• Repercussion: the condition of provoking interpersonal difficulties as was speci-
fied in the DSM-IV TR has been modified into that of resulting in a significant 
upset.

• New excluded criteria: The disorder should not be explained by a nonsexual 
mental disorder and/or must result from serious difficulties in the relationship or 
other significant stressors.

• To the previously existing specification of “for life” (the disorder has existed 
since the individual reached sexual maturity) versus “acquired disorder” (the 
disorder began after a period of relatively normal sexual activity) and “general-
ized” (in all sexual encounters) versus “situational” (only in some situations), a 
new important dimension scale has been added, being it now possible to cata-
logue as mild, moderate, and serious.

• A new group of criteria named “associated characteristics” is included, where 
we can find (1) partner factors, such as sexual or health problem; (2) relation-
ship factors, such as lack of communication or discrepancies regarding sex-
ual stimuli; (3) individual vulnerability factors (such as poor self-image, 
history of sexual abuse), psychiatric comorbidity (depression, anxiety), or 
environmental stressors (loss of job); (4) cultural and religious factors, such 
as prohibition regarding sexual intercourse and pleasure, and different atti-
tudes toward sexuality; and (5) medical factors for the prognosis, course, or 
treatment [30].

• Introduction of a “list of criteria,” appearing an essential specific diagnostic cri-
teria “A,” which demand a certain number of sub-criteria for its diagnosis.

10.5.1  Female Sexual Dysfunction

The prevalence of sexual dysfunctions in women has been estimated around 40% of 
population in several studies [38, 52].

The most commonly reported sexual dysfunctions for women are interest and 
arousal dysfunctions, according to the National Health and Social Life Survey 
Study around 31–64%, followed by the inability to experience an orgasm average 
35%. Less common are genito-pelvic pain/penetration disorders with a prevalence 
less than 25% [53, 54]. In addition, there is a large proportion of women who expe-
rience multiple sexual dysfunctions [52].

According to the National Health and Social Life Survey, more women (43%) 
than men (31%) gave information about their sexual problems. Among those women 
who gave information about any kind of sexual difficulty, problems related to sexual 
desire were the most common (average 64%), followed by difficulties with orgasm 
(average 35%), difficulties with arousal (average 31%), and sexual pain (average 
26%) [53].

In women, the most influential factors of sexual dysfunction are psychological 
problems such as depression or anxiety, conflict within the relationship, fatigue, stress, 
lack of privacy, physical or sexual abuse, medications, or physical problems such as 
endometriosis or genitourinary syndrome of menopause. Moreover, there have been 
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reported that women’s sexual function is more impacted by BMI than men’s. 
Overweight and obese women are less satisfied with their sexual frequency and rate 
sexual life as less important; these differences were not found among men [55].

Significant differences have not been reported about the risk for sexual dys-
function between women who have sex with women as in those who have sex with 
men [52].

Another factor to be considered is age. Most studies offer evidence that sexual 
activities as well as the sexual function decrease with age. This decline has been 
seen to usually start from the 30s to 40s age bracket. In addition, many women 
describe a decline specifically associated with menopause that consists of atrophy 
of urogenital tissue, decreases in vaginal lubrication and vassal congestion, and 
decline in the erotic sensitivity of nipple, clitoral, and bulbar tissue. These changes 
added to the decrease of testosterone production cause declining in libido, sexual 
responsiveness, comfort level, and sexual frequency.

Gender differences in sexual dysfunctions are more present with advanced age, 
especially in the 75- to 85-year-old groups; in these population groups, 39% of men 
are sexually active versus 17% of women [56]. Only a small percentage of women 
in longitudinal studies (5–15%) informed of an increase in sexual functions and 
activities with age. Nevertheless, it must be clarified that a decline in sexual func-
tions and activities doesn’t automatically imply the presence of a dysfunction or a 
sexual disorder [56, 57].

It is worth noting that women vary significantly when they are assessed about the 
importance that they grant to the practice of sexual intercourse, as well as their 
sexual practice of preference, their views on the optimal sexual frequency, and the 
stimulation amount necessary to obtain adequate sexual arousal and satisfaction 
[58]. It isn’t hard to imagine that the multidimensional gender variable can explain 
such a wide variability.

• Female Sexual Interest/Arousal Disorder
It is a clinical condition characterized by absence or reduction of interest in sex-
ual activity, sexual thoughts or fantasies, desire to have or to initiate sexual activ-
ity, pleasure during sexual encounters, response to any sexual/erotic cues, and 
genital or non-genital sensations during sexual activity. The subjective sensation 
of excitation correlates sparingly with genital lubrication, so complaints of lack 
of pleasure are sufficient to establish the diagnosis even in the presence of lubri-
cation and vaginal congestion [30].
Despite DSM-5 recent publication, the current nosography has not forestalled all 
criticism, and different authors such as Sarin [59] argue that the new criteria 
exclude an important number of patients with desire and excitement diminution. 
Moreover, Clayton et al. [60] support the same argument and state that the major-
ity of women who fulfilled DSM-IV TR criteria for the sexual excitement disor-
der will not fulfill any of the A criteria proposed for the female sexual interest/
arousal disorder in DSM-5 [36].
The prevalence of this disorder is still unknown due to the new DSM-5 diagnos-
tic criteria. Previous studies done with DSM-IV TR criteria showed that low 
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desire was the most common sexual problem in women, reported by 30–40% of 
women [26].
According to the study Prevalence of Female Sexual Problems Associated with 
Distress and Determinants of Treatment Seeking (PRESIDE), reduced desire 
associated with distress is reported by approximately 9% of women aged 
18–44 years, 12% of women aged 45–64 years, and 7.4 % of women aged over 
65 years. Low arousal was reported by 26% of women [42].
The female sexual/arousal disorder appears, from an epidemiologic point of 
view, more frequently in women, in their adult life and after a period of normal 
sexual activity, coinciding with extrinsic stressing factors or with periods of psy-
chological unease sometimes influenced by various psychiatric disorders (major 
depressive disorder or anxiety disorder) and/or organic disorders [61].
This disorder shows a complex physiopathology. In that regard, it is important to 
consider a biopsychosocial approach; consequently several risk factors should be 
detected such as organic disorders (hormonal disorders, inflammatory diseases, 
urologic conditions, substance abuse, etc.), aging, depression or anxiety, abuse or 
sexual violence, low self-esteem, restrictive cultural and religious ideas, intel-
lectual and educational level, factors linked to the moment in the menstrual 
cycle, etc. Relationship problems are particularly relevant in the onset of this 
disorder [30].
It is not uncommon for the decrease of the sexual desire of one of the members 
of the couple to be in fact a response to an increase in the desire and demand of 
the other member, or either that the desire decrease alternates and is transitory 
for both members of the couple. Moreover, there appears to be a strong influence 
of genetic factors on vulnerability to sexual problems in women [52].
Otto Fenichel [62], from a psychoanalytical perspective (integrating gender par-
adigms), interprets the female frigidity as the existence of an anguish before the 
damage arising from the complete satisfaction of the sexual interests, anguish 
that culminates in different ways:

Women that through the educational constraints of class, status and personal beliefs suffer 
a pejorative internalization of the vital aspects related to sexuality (mostly female sexual-
ity), which results in a true horror at the penis, filth, violence and aggressiveness of the 
male, all of them symbolic representatives of the sexual act

Women that show a rejection more or less conscious toward their sexual partner
Women whose frigidity reveals problems inherent to the lack of resolution of the 

Oedipal conflict or either the pre-Oedipal fixation to the mother and rejection of the mascu-
line role

Women that through their frigidity find a masochistic gratification in the shape of pas-
sivity or either use it as a defense against the intense feelings of guilt arisen from a sexual 
satisfaction that is considered despicable at an unconscious level and culturally constrained 
(concept of habitus coined by Pierre Bourdieu) [63]

Nevertheless, remember what we pointed before in this chapter: the utmost sig-
nificance that used to be attributed to the “Oedipal complex” isn’t ascribed to it 
anymore, and it constitutes now nothing but a cultural construction of mythical 
proportions. It must be noted that from certain sectors of psychoanalysis, it is also 
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highlighted that the sense of the self and of the other evolve through the fact that 
separated minds are able to share feelings and intentions in a process of mutual 
recognition. This recognition can be established through a dyad mother/son or 
father/daughter or in any asymmetrical relationship, as long as the needs of the other 
don’t get falsified through constructions or representations which justify and dis-
guise domination.

The androcentrism of the Psychoanalytical Theory concerning sexual differ-
ences stems from that point, of the double absence and invisibility of that which the 
father does in the scenario where the girl and the mother end finding their place and 
developing their subjectivity [22].

In fact, the dominant factor in humans, which determines the intensity of sexual 
desire, leaving aside the aforementioned hormonal and immunological factors, is 
of an affective-cognitive kind and clearly constrained by psychosocial factors. It is 
worth noting at this point how the affective memory is related to the limbic system, 
which is the nervous substrate of affection and of the rest of the appetitive func-
tions [1].

• Female Orgasmic Disorder
Orgasm constitutes the climax or fulfillment of sexual pleasure, comes to last an 
average of between 3 and 25 s (with a great inter individual variability), and is 
accompanied by a rhythmic contraction of the perineal and anal muscles, of the 
pelvic reproductive organs, and by a massive relief of the sexual tension, fol-
lowed by a muscular relaxation and by a subjective feeling of psychological and 
physical well-being. It is followed by a certain decrease in the consciousness 
level and can be accompanied by a drowsiness, generally superficial.
In women, the orgasm is usually achieved through the simultaneous stimula-
tion of the clitoris and of the vaginal walls, and it is accompanied by an invol-
untary contraction of the lower third of the vagina as well as of the uterus in its 
entirety. After the orgasm, men experience a refractory period of between some 
minutes and several hours, during which they are not able to experience a new 
orgasm. This period is not usually experienced by women. It is worth noting 
that overall sexual satisfaction does not correlate with orgasmic experience due 
to many women report optimal sexual satisfaction despite the absence of 
orgasm.
Female orgasmic disorder, historically named anorgasmia or inhibited female 
orgasm, is defined as marked delay in, marked infrequently of, or absence of 
orgasm or markedly reduced intensity of orgasmic sensations [36].
It could be accompanied by physical discomfort (somatic equivalents), in the 
form of pelvic pains, itching, vaginal discharge, mammary tension, and 
dyspareunia.
The prevalence is broad, between 10 and 40%, and it is influenced by several 
factors such as age, culture, educational and religious sort, or subjective feelings 
of discomfort perceived by each woman [52]. These women may have commu-
nication difficulties in sexual matters and usually present sexual interest/arousal 
disorder associated.
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Lifelong female orgasmic disorder is more frequent in women without a partner, 
and its prevalence diminishes with age, being more frequent during adolescence 
and youth, probably due to the decrease of psychological inhibition at an older 
age, less forced to adhere to social conventions, a greater sexual experience, or a 
combination of them all [30].
Acquired female orgasmic disorder is a frequent disorder in clinical populations 
and obeys a variety of causes. Among them stand out certain disorders of a psy-
chological kind such as the disproportionate fear of a pregnancy, the rejection of 
a sexual partner or of any potential partner, the previous negative conditioning 
toward sex accompanied by an excessive fear of sexual intercourse, and the fear 
of a control loss of the impulses (represented by the orgasm) that may symbolize 
a dyscontrol of the aggressive or destructive kind toward the partner. It is gener-
ally accompanied by difficulties in the excitement stage, and in occasion by 
anankastic personality traits [30, 64].

• Genito-Pelvic Pain/Penetration Disorder
This disorder consists in difficulties with vaginal penetration, marked vulvovagi-
nal, or pelvic pain during vaginal intercourse or penetration attempts, marked 
fear or anxiety about pain in anticipation of, during, or as a result of vaginal 
penetration, or marked tensing or tightening of the pelvic floor muscles during 
attempted vaginal penetration [36]. These clinical pictures can be the origin of an 
active avoidance of sexual relationships in the future, with the subsequent dam-
age to the couple relationship and the psychological distress that it entails.
In the past, these disorders that cause pain were diagnosed as dyspareunia or 
vaginismus. Dyspareunia is a recurrent or persistent genital pain that occurs 
before, during, or after sex. It is related (and often coincides) with vaginismus, 
which consists of the involuntary, episodic, or persisting contraction of the peri-
neal muscles in the lower third of the vagina at the introduction of different 
objects such as the penis, specula, fingers, sexual toys, and even tampons [30].
The prevalence of this sexual dysfunction is approximately 15%, and it is fre-
quently associated with other sexual dysfunctions, particularly reduced sexual 
desire and interest (female sexual interest/arousal disorder) [36].
This disorder is more frequent in young women of a high educational level and 
belonging to high socioeconomic groups, with a negative attitude regarding sex 
either because of previous traumatic experiences, history of sexual abuse, or 
social and educational constraints. Nevertheless, the association of sexual or 
physical abuse with this dysfunction is a matter of controversy in the current 
literature [36, 52]. Other risk factors are vaginal infections, menopause, and 
postpartum period.

• There is relatively recent research on chronic urologic pelvic pain syndrome in 
men that suggests men may suffer some similar problems. However, there is not 
enough clinical and scientific evidence to justify the existence of this diagnosis 
in men, so it would be diagnosed as another specific or unspecified sexual 
dysfunction.
This kind of disorders according to the psychoanalytic theory is framed in the 
“conversion hysteria.” Painful coitus can be a consequence of the tension and 
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anxiety triggered by the sexual act in the individual, which provoke mostly in 
women the involuntary contraction of the perineal and vaginal muscles tamper-
ing its performance (Vaginism), even though this is not its only cause.
We would like to point out how psychoanalysis systematically tends to monopo-
lize the discourse of truth on female sexuality, a discourse that narrates the truth 
of the logic of that same truth, precisely, that the femininity only takes place 
within models and laws which have been enacted by masculine subjects. This 
entails that there are not two actual sexes, but just one. One bare practice and 
representation of the sexual, with its own story, its needs, its reverses, its lacks, 
and its negative side or sides, whose support is still being the female sex.
The thesis of the psychosexual development maintained by Freud since 1908 
implies that girls aged 3–5 years discover that they do not have a penis and 
conclude that they lack something, which they have been castrated. That is the 
concept of “penis envy” which, together with that of “fear of castration” of the 
boys, operates not only at an individual level but also in the collective 
consciousness.
This fact has had negative effects, depriving women of a self-determined sexual-
ity, dispossessing them of their creative ability. By the end of the nineteenth 
century, the terms “vulva” and “labia” do not appear in the Webster Dictionary 
(derived from An American Dictionary of the English Language, de Noah 
Webster, 1928) to refer to the female genitalia, staying confined to the term 
“vagina.” Well, the problem is that Freud went even further, stating that the great-
est desire of every girl, and later of every woman, would be the desire to possess 
a phallus (“penis envy”) and that desire could only be replaced by the desire to 
conceive a baby.
Irigaray [25] relates it thus: the woman would only complete herself through 
maternity, in bringing to the world a child who is a “penis substitute” and, if she 
is completely lucky, a child who owns a penis of his own. The perfect fulfillment 
of becoming a woman would consist, according to Freud, in reproducing the 
male sex neglecting one’s own.
Together with the imaginary nonexistence of the female genitalia are in fact 
addressed other nonexistences. Jacques Lacan, for example, wrote something 
like this: a woman only exists if it’s excluded of the nature of things, which is the 
nature of words, and it must be said that if there is something that women them-
selves complain about enough for the time being, it’s just that they do not know 
what they are saying, and that’s the whole difference between them and me [15].
The rivalry between both sexes in psychoanalysis has been formulated, preemi-
nently, in genital terms, confusing form with content, genitalia with the wide 
scope of human actions that masculinity symbolizes. While it pretends to provide 
with a scientific explanation of the sexual behavior, psychoanalysis limits itself 
to the reinforcement of the myth. Women and men inserted in that cultural and 
allegedly scientific discourse will keep on picturing all creativity and empower-
ment in a woman (in nontraditionally female areas) as some kind of usurpation 
or transgression: phallic women and men threatened with mutilation. The dis-
guising and reinforcing of the hierarchic order of sexes through an insisting 
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recurrence to the differences between them will continue to be made, reducing 
the complexity of the conflicts which are inherent to them, alterity and human 
inequality [15].

10.5.2  Male Sexual Dysfunction

Different studies show a high prevalence of sexual dysfunction symptoms in men, 
reaching 64.3% in those older than 40 [65].

A recent study on Australian male population aged between 20 and 64 years who 
have been sexually active in the last year confirms that 34% of men refer to at least 
one sexual difficulty [66].

• Male Hypoactive Sexual Desire Disorder
The basic diagnostic criteria in this disorder are the decrease or absent of sexual/
erotic fantasies or thoughts as well as the desire for sexual activity. Sometimes, 
it is associated with erectile or ejaculation problems.
The prevalence of this disorder is unknown, but some studies report that this 
dysfunction is diagnosis in 1% between 18- and 44-year-old men, increasing 
with age [67].
Several risk factors have been identified such as substance abuse, diabetes mel-
litus, hormonal dysfunction, neurological diseases, depression or anxiety, fatigue, 
relationship and interpersonal problems, self-directed homophobia in gay men, 
lack of adequate sex education, trauma resulting from early life experiences, and 
cultural and social factors [67].

• Erectile Disorder
In erectile disorder, historically named impotence, the male can experience a dif-
ficulty or even an impossibility to obtain or maintain a penis erection during 
sexual activity or a marked decrease in erectile rigidity.
It is the most common sexual problem in men, provided that it happens occasion-
ally, as an episode, and doesn’t create difficulties when it comes to establish 
future interpersonal relationships. It is also relatively frequent in elders a further 
delay in the obtaining of the erection and the orgasm (responding to a physiologi-
cal cause typical of the age) or in those cases in which takes place an inadequate 
sexual stimulation in terms of the stimulation object, intensity, and/or length. 
When the problem is more relevant and lasting, we will be talking of an actual 
psychogenic impotence.
Only 2% of men younger than age 40–50 years report frequent problems with 
erections, whereas 40–50% of men older than 60–70 years may have significant 
problems [67].
Risk factors associated with erectile disorder are age, cardiovascular diseases, 
obesity, diabetes mellitus, hypercholesterolemia, smoking, sedentary lifestyle, 
depression and other mental illnesses, psychological conflicts (low self-esteem, 
low self-confidence, or decreased sense of masculinity), and socioeconomic con-
straints [68].
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New studies have found that frequency of sexual activity appears to predict the 
development of erectile dysfunction, so that men who have less sexual activity 
experience more risk of erectile problems [69].
However, it is worth underlining that there is a medical basis for the disorder of 
between 20 and 50% of the males who suffer erectile disorder. The pathologies 
associated with a higher extent are vascular, endocrine, neurological diseases 
and Peyronie syndrome, without overlooking side effects due to the use of phar-
maceuticals (medication could explain until 25% of cases) [70]. In fact, almost 
2/3 of the most commonly prescribed medication list erectile dysfunction as a 
side effect [67].
Usually, erectile dysfunction caused by organic factors is generalized and grad-
ual in onset. On the other hand, erectile problems due to psychological etiology 
are, in general, situational and acute in onset after a stressful life event. 
Dysfunction in men less than 40 years also suggests psychological difficulty [36, 
67].
Spanish psychiatrist Castilla del Pino [71] links sexual impotence to various psy-
chogenic causes, such as the response of frustration to a previous and failed 
sexual experience, which provokes in the individual a depreciation of his self, of 
his self-esteem, and of his erotic narcissism and which triggers an inhibition 
about any other future sexual experience. Or either he links it to feelings of guilt 
regarding a relationship considered morally reprehensible itself or due to the 
choice of a particular sexual partner. When the erection disappears at the moment 
the penetration is attempted, we are talking about a vestibular impotence. In this 
case, as long as the erotic foreplay lasts, the erection is maintained, disappearing 
the moment the partner adopts a “passive” role and allows penetration, moment 
at which anxiety appears. Impotence can also be interpreted as the result of a 
homosexuality in disguise.
For this author [71], it is interesting the frequency with which it is seen at the 
clinical setting the impotent subjects maintaining stable relationships with part-
ner that don’t add too much “conflictuality” to the dysfunctional fact at stake and 
that even sometimes seem to enjoy and benefit from it. He proposes, as possible 
explanations of this enabling behavior from the partner, the adoption on his part 
of a role similar to that of the mother or the presence in the partner himself of a 
diminution of sexual desire.
The presence of a satisfactory erection during masturbation or during REM sleep 
stage directs us toward a psychogenic origin of the clinical picture. On the other 
hand, multiple primary psychiatric disorders can be accompanied by difficulties 
in the male erection, among them the major depressive disorder, schizophrenia, 
or the obsessive-compulsive disorder [67], all of which, however, in the DSM-5 
entail an exclusion chapter [36].

• Delayed Ejaculation
In the case of the male, the orgasm is announced by the subjective feeling of an 
immediate and inevitable ejaculation, followed by the rhythmic contraction of 
the prostate, the seminal vesicles, and urethra, culminating with the emission of 
semen.
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This sexual disorder is characterized by a marked delay in ejaculation or inability 
to achieve ejaculation, despite the adequate sexual stimulation and the desire to 
ejaculate. The problem rarely occurs during masturbation, being more frequent 
when sex is practiced with a partner [30]. This orgasmic disorder is less frequent 
in males than in women [67], but the prevalence is not clear due to the absence 
of a precise definition for this syndrome. Only 75% of men refer to ejaculate 
always during sexual activity, and less than 1% refer problem to achieve ejacula-
tion for more than 6 months. This picture is much less frequent than impotence 
or premature ejaculation, and it should be differentiated from orgasmic anhedo-
nia (ejaculation without orgasm) and retrograde ejaculation (ejaculation into the 
bladder). The prevalence remains constant until around age 50 years, when the 
incidence begins to increase. It could be related to the loss of fast conduction 
peripheral sensory nerves and the decrease in sex steroids [36].
In the last decade, there has been a rise in the incidence of this disorder, which 
has been attributed to the increase in the use of antidepressants and the high use 
of pornography websites. Recent studies carried out on male adolescents who 
used to consult frequently these websites before a sexual interaction have found 
that they will not develop neuronal synapses that allow them to respond to the 
couple’s interactions with the sufficient pleasure to reach the climax [67].
It is important to rule out primary organic causes: interruption of the nerve sup-
ply to the genitals due to surgical procedures or traumatic injuries, neurodegen-
erative diseases such as multiple sclerosis and diabetic and alcoholic neuropathy, 
drug abuse, or hormonal problems [36].
Primary anorgasmia in males usually reveals serious pathological dysfunctions 
in those who suffer from it, including among others obsessive ruminations (for 
instance, of guilt, or filth and contamination) associated or not with rituals of 
atonement, rigid and restrictive familiar and social environments, and difficulties 
in interpersonal relationships, and in some cases it has been described the con-
currence of an attention-deficit disorder that may condition the difficulty to 
achieve a sufficient excitement to trigger the sexual climax [26].
There are two antithetic points of view to explain this dysfunction: inhibition and 
models of desire deficit.

In the inhibition model, behaviorists suppose that the male does not receive enough stimula-
tion to reach his orgasmic threshold. The advocates of a psychodynamic model who support 
that same idea suppose that the symptoms are a conscious (or unconscious) expression of 
the male aggression, who deprives of or holds away from his partner something this 
covets.

In the desire deficit model, Apfelbaum postulates that the delayed ejaculation is a desire 
dysfunction that is mistaken for a performance disorder [72].

When it comes to secondary anorgasmia, it almost always reveals unresolved 
interpersonal and couple problems of which the subject is more or less aware, 
obsessive-compulsive disorder or a clear hostility toward potential sexual 
partners.

• Premature (Early) Ejaculation
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Among males, the main cause for sexual dysfunction that appears in their ques-
tions to the medical practitioner is premature ejaculation [30], which consists in 
persistent or recurrent pattern in which the ejaculation produced during the sex-
ual activity occurs approximately within 1  min after vaginal penetration and 
before the individual would wish to. The DSM-5, in its diagnostic criteria, refers 
only to the “vaginal penetration,” although it is completely possible that the 
 disorder occurs in homosexual men who do not practice it. If the ejaculation 
occurs within 30–60  s following penetration, the disorder will be considered 
mild. If it occurs between 15 and 30 s after penetration will be moderate, and if 
it is in the first 15 s, the disorder will be severe [36].
It is estimated that up to 30% of the world male population report concern about 
how rapidly they ejaculate. With DSM-5 new criteria, only 1% of men would be 
diagnosed with this disorder, but this prevalence varies among countries and dif-
ferent ethnic groups due to cultural differences and different attitudes and 
believes toward sex [67]. Among its etiological factors, a polymorphism of the 
dopamine and serotonin transporter genes has been found in patients with per-
manent premature ejaculation. In contrast, acquired premature ejaculation has 
been associated with factors of a urological, endocrine, neurological, and psy-
chological nature [73, 74].
This clinical picture is more frequent among young males and is fostered by fac-
tors of a psychological kind, such as anticipatory anxiety based on the fear of not 
being able to sexually satisfy the partner, or adverse conditions of a cultural and 
educational kind. It is more common among men with university education than 
among those with a lower educational level. It is believed that the problem is 
related to their concern for the satisfaction of the partner, but the exact cause is 
unknown. It also has been a certain biological predisposition in the form of a 
brief latency in the ejaculation in those people under intense sexual stimuli [75].

10.5.3  Other Concepts Related to Human Sexuality

• Sexual Aversion
This clinical picture is the most extreme manifestation of sexual interest/arousal 
disorder in the shape of a rejection to everything related to sexual practices, with 
an active and lasting avoidance of the performing of sexual intercourse.
Gender, age, and neurobiology can play an important role in the etiopathogenesis 
of this complex disorder [76].
The association of symptoms frequently observed in the anxiety disorders and in 
the mood disorders forces us to effect an exhaustive differential diagnostic of all 
of them.

• Hyper Erotism
At the polar opposite of the decrease or rejection of the sexual desire, we meet 
hyper erotism or excess in the libidinal desire or sexual impulse. This picture is 
accompanied by a predominance of cognitions and mental images full of sexual 
contents, generic or specifically crystallized around certain people, absolutely 
independent and detached from any coital and reproductive function.
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This phenomenon is more akin to young individuals who can find in their excess 
of sexual desire a source of conflicts and concerns given its undaptative nature.
And we have also founded new bibliography broadening the hyper erotism spec-
trum as a multidimensional concept [77].

• Female Multiple Orgasms
As in literature there is no record of the clinical presence of a premature female 
orgasm (the equivalent to premature ejaculation in males), it has been described 
cases of spontaneous multiple orgasms, without sexual stimulation, in women 
suffering from temporal lobe epilepsy, as well as cases of spontaneous multiple 
orgasms associated with different physiological functions such as yawning or 
laughing in women under different pharmacological antidepressant treatments 
(fluoxetine, mirtazapine, trazodone, and clomipramine, among others) [30].
On the other hand, and taking into account that the presence in women of a 
refractory period following an orgasm is exceptional, if during the sexual inter-
course the stimulation performed by the partner is maintained, it is common for 
the female to experience several consecutive orgasms in proportion to the time 
length of the stimulation. The same goes for the case in which the stimulation 
takes place during masturbatory practices [78].

• Postcoital Dysphoria or Postorgasmic Illness Syndrome (POIS)
The term postcoital dysphoria refers to a particular psychophysical state 
subsequent to the performance of the coitus, more frequently in males, that can 
last from some minutes to several hours and includes a mixture of asthenia or 
superimposed fatigue and a clinical picture of anxiety, somatic anguish, 
irritability, and affective lability which vary in terms of severity. It’s possible to 
reach an state of true psychomotor agitation and the development of phobic 
symptoms and of avoidance behaviors related to the sexual act. Nevertheless, 
most frequently, the clinical picture is mild and total the recovery from it.
Postorgasmic illness syndrome (POIS) is a rare but debilitating cluster of poste-
jaculatory symptoms affecting men. It is a chronic disorder manifesting as a 
constellation of flu-like and allergic symptoms within seconds, minutes, or hours 
after ejaculation. POIS can be followed by mental sequelae such as diminished 
concentration and irritability. POIS negatively affects the life of patients by limit-
ing sexual encounters, dampening romantic prospects, creating internal struggles 
to avoid eroticism, and affecting patients’ schedules. First described in 2002, the 
prevalence and incidence of POIS are still unknown owing to a paucity of studies 
but are likely underreported. There are approximately 50 cases of POIS in the 
literature. Despite the debilitating effects of POIS, the pathophysiology of POIS 
is still not well elucidated.
There are five preliminary diagnostic criteria for diagnosing this condition [36]. 
POIS is categorized as primary or secondary. The autoimmune-allergy hypothe-
sis is the most accepted hypothesis explaining the pathogenesis of POIS. A com-
peting hypothesis involves a disorder involving endogenous m-opioid receptors. 
Another hypothesis invokes impairment of the cytokine and neuroendocrine 
responses. There are no known treatment modalities for POIS; patients have 
been symptomatically treated with antihistamines, selective serotonin reuptake 
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inhibitors, and benzodiazepines. A trial of hyposensitization therapy with autolo-
gous semen was successful. A trial of nonsteroidal anti-inflammatory medication 
helped one patient described in a single case report but failed to successfully treat 
other patients [79].

• Postcoital Headache
With regard to the postcoital headache, it is characterized by the appearance of a 
headache immediately after coitus, which can last several hours, and generally 
responds badly to conventional analgesic treatments.
The classic presentation of this disease is in the form of a pulsating headache, in 
the frontal and occipital regions, being apparently more prevalent in females 
[52]. Its ultimate cause is still unknown, having been found to involve vascular, 
muscular (tensional headache), and psychogenic factors. Coitus can also trigger 
migraine attacks in those who have a predisposition to them [80].

• Masturbation
Masturbation or onanism is a universal sexual practice of genital self-stimulation 
that usually consists of more or less intense and rhythmic massage of the clitoris 
in the female case, and of more vigorous one of the penis in the case of males (in 
both cases stimulation can reach other erogenous zones), in which practically all 
men incur, as well as 80% of women at some point in their lives [30].
This practice has been frequently censored and forbidden by different societies 
and more or less developed cultures, on the basis of restrictive medical, moral, 
and religious stances, going so far as to consider it a causal factor of severe 
physical and psychiatric illnesses. However, none of these assumptions has been 
substantiated.
Masturbation is common during childhood, within a self-exploratory behavior 
that also may seek pleasure which starts between the second and third year of 
age. After Freud’s work, supposed rediscover and demystify the relevance of the 
sexual life of children, it started to be understood as a normal form of sexuality, 
as the final step of self-eroticism toward the search of an outside object with 
erotic connotations [71].
In later times, coinciding with an increase in the socialization of children, mas-
turbatory behaviors play a key role and enable the interest and curiosity about 
one’s own genitals and those of the other, a basic fact in the maturation of the 
sexual identity and in the discovery of the opposite sex, being frequent in this age 
the exhibitionist behaviors both in boys and girls, which thus increase the feeling 
of pleasure as long as an unfortunate and disproportionate restrictive and/or 
punitive attitude from the part of parents and caretakers does not foster a dispro-
portionate sense of guilt in them.
In puberty, and later during the adolescence, the onanistic activity increases due 
to the conjunction of the hormone “apocalypse” that entails the development of 
the secondary sexual characters, the increase in sexual desire, as well as the con-
flict typical of the teenager, which in one hand strives for the strengthening of his 
sexual identity through the achievement of the coitus and on the other hand must 
comply with social and moral demands which impose on him a control of his 
sexual impulses.
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It should be noted that during the adolescence, masturbation is accompanied by 
coital fantasies that do not take place during childhood. These fantasies mean a 
crucial step forward in the development of sexual identity, as well as in the posi-
tive reinforcement of the egosyntonic adult sexual role. In this sense, non- objectal 
masturbation can turn to be a psychopathological manifestation revealing an 
underlying psychical disorder.
Castilla del Pino considers the masturbatory activity at these ages to accomplish 
two fundamental tasks [71]:

In one hand the concretion of sexual excitations in the genital sphere.

On the other hand, fantasies by which masturbation is accompanied target almost 
invariably real sexual objects, so we are talking about the first (fantasized) 
rehearsal of an aloerotic sexuality.

• Masturbatory activity is usually maintained until the adult life, when it comes to 
be substituted by coitus, even though this substitution is not absolute and mas-
turbation usually persists in adults, sometimes as another component of the gen-
eral activity of the couple in the sexual encounter, some other times with the 
adaptive function of substituting in a more or less persisting way an unsatisfy-
ing or nonexistent couple relationship, or in parallel to the couple relationship 
regardless of the satisfaction it grants, providing an experience of intimate 
enjoyment.
An exception to this view on masturbation is met when it acquires compulsive or 
restrictive characteristics, or either it is accompanied by other psychopathologi-
cal manifestations. In many cases, compulsive masturbators hide a fear of impo-
tence and substitute real sexual relationships (inexistent) with others that are 
fantasized and accompanied by masturbatory activities.
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Abstract
The body and corporality constitute the nuclear axis of our identity. In Foucault’s 
words, “we are embodied”. In this respect, the paradigm of gender is what dif-
ferentiates human beings at birth in the most nuclear way. The social dimension 
enters the individual and shapes her/him corporally (embodiment).

This chapter includes the anthropology of gender and the body, together with 
the cult of the body in Western society, underlining its repercussions for women, 
the body and language, with the latter understood in Heideggerian terms as the 
medium that lives within us and shapes us, the body and gender as a nuclear ele-
ment in constructing an individual’s identity and, more specifically, in construct-
ing female identity. The female body over the course of history and its 
medicalization and removal from public life, the body and corporality according 
to psychopathology, postmodern bodies and body image, providing the global, 
complex vision that is the construction of human identity and, in particular, 
female identity are also featured in this chapter.

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-030-15179-9_11&domain=pdf
mailto:margarita.saenzherrero@osakidetza.eus
mailto:janire.cabezasgarduno@osakidetza.eus


266

11.1  Introduction

The body, corporality and its psychopathology are symptomatologically analysed 
by descriptive psychopathology. However, many manuals do not even possess a sec-
tion on the psychopathology of the corporality representing the body, the nuclear 
axis of our identity. The paradigm of gender is what differentiates human beings at 
birth in the most nuclear way. Gender begins from birth and before. The first thing 
one asks about a baby is its sex. Despite biological diversity and the existence of 
syndromes such as Turner (X0), Klinefelter (XXY), hermaphroditism and pseudo-
hermaphroditism, we present ourselves in a binary manner, being gender one of the 
taboos that are most difficult to break in our culture; it has been learned and inter-
preted as a value in our families and social and cultural environments over the 
course of history.

Hence, the duality of gender may initially seem inevitable as in general, sex and 
the role of gender attributed at birth are interpreted as a permanent element over 
one’s lifetime [1].

In November 2013, Germany became the first European country to waive the 
obligation to record the sex of a newly born child on its birth certificate [2], a mod-
est but important legal revolution which enables intersexual people to select the 
male or female sex at the hour of their choosing. Even though in some nonocciden-
tal societies transgender has lengthily being recognized as a third gender, it wasn’t 
until recently that legal recognition of non-binary gender has begun. Australia was, 
among western countries, the former one to first recognize a third classification, 
following a review regarding disorders of sex development published in 2012 by 
Furtado et al. According to them, it’s hard to predict, even for children with normal 
genitalia at birth, the psychosexual characteristic that each individual will develop 
in adult life. It’s a matter of great complexity. Hence, a more conservative approach 
is being conducted in those children, according to which a joint decision is made 
between the physician and the patient’s parents to avoid indicating a gender during 
childhood [3]. Therefore the legal recognition of the third sex seems imperative.

Furthermore, the social construction of gender identity is independent of sexual 
orientation. The notion of gender challenges the personal and emotional levels of 
the perception of our culture. What is natural? What is moral? What is normal? 
What is cultural?

From the sociological viewpoint, the body is individual (our being as a person), 
social (the use of the body as a metaphor and an organizer of the world around it) 
and political (the body’s disciplines, rules, uses and ideals, which differ in each 
culture and are modified over the course of history).

Our scope needs to be broadened by including gender when psychopathological 
aspects are involved. Over the course of history, whenever dynamics changed, 
symptoms changed. There is a need for a discourse including these aspects, and it 
should not be limited to academicians, historians, anthropologists or sociologists 
but directed at mental health in general. The first question in the construction of our 
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reality must simply be how we know what we think we know: Is gender identity 
really limited to a binary form? Identity may be more or less masculine, more or less 
feminine and more or less androgynous. The duality is so descriptive that it transfers 
to sexual orientation, establishing the homo/hetero opposition, with scant consider-
ation of asexual people.

Therefore, it seems necessary to force open the discourse and incorporate all that 
is hidden. For many years, men have been regarded as the neutral model and women 
the sexed one. Masculine education has been preferred for constructing the citizen 
and a female education for constructing the partner and/or mother of the citizen. 
Inequalities between men and women reflect the social hierarchization and male 
domination that is a reality in most societies of our world.

The social dimension is part of the body, if corporality is a process of social 
interaction. There are various forms of regulating and disciplining the body both in 
men and in women. With regard to the socialization of women, what is strengthened 
is the importance of ties and affectivity, while in numerous cultures, public space, 
decision-making capacity and the means of production, economic and political 
power lie in the hands of men.

Femininity provides us with an identity that makes us someone to be perceived 
and viewed and someone who is in a permanent state of bodily insecurity and sym-
bolic alienation. Appearance plays a key role in this identity. The adolescent girl 
discovers sexuality for the first time, not through an encounter with her body, but 
through someone else’s gaze that undresses her [4].

From the corporeal experience, women’s bodies are markedly represented by 
instrumentalization, dissociation and tension. The body is an instrument, the object 
for performing a variety of functions of a social, reproductive and productive nature. 
Maternity and corporal reality would be constitutive elements of an identity that on 
many occasions is dissociated with a sexuality and sensuality in tense coexistence. 
Bance [5] mentions the tension produced in the experience of sexuality as an area of 
exploration, pleasure and action, although at the same time this may lead to distress, 
repression and the danger of sexual aggression.

The impact of the feminist movement and gender theories has been crucial in 
social anthropology. However, psychopathology does not understand this type of 
paradigm as nuclear in the construction of individual subjectivity and therefore in 
how it is reflected in mental distress, especially in women, the principal users of 
community mental health services.

Nevertheless, feminist collectives are not responsible for the appearance of the 
concept of gender. Rather, it is a researcher into human sexuality, Dr. John Money, 
who used gender for the first time in its cultural acceptation, based on intersexual 
states in the human species being a scientific reality [1].

The Spanish philosopher, Amelia Valcárcel [6], sees the problem as power. We 
lack the power to address the problem. What determines what we are at present 
depends on the possibility of opening up orthodox medical discourse, given that the 
vocabulary of science is masculine in the main.
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11.2  Body and Anthropological Aspects

From an anthropological point of view, report anthropologists Marilyn Strathern 
and Carol McCormack [7], reason and mind have always been related to masculin-
ity, while body and nature have been related to femininity. Nature, represented as 
feminine, is subordinate to a culture that is masculine.

Margaret Mead’s [8] impact on gender anthropology, along with Simone de 
Beauvoir’s work and the arrival of the contraceptive pill, was a landmark that 
marked a change in the twentieth century for women:

I shared the general belief in our culture that there was a natural temperament which cor-
responds to each sex, which could, in extreme cases, become distorted or distanced from its 
normal expression. I failed to suspect that the temperaments we consider innate in a sex, 
could be rather a change, mere variations of the human temperament, which can be approxi-
mated by their education, with a greater or lesser success according to the individual, the 
members of one or both sexes [8].

The revolution does not lie in conquering male privilege but in eliminating the 
distinction, Marilyn Strathern points out [9].

Gender anthropology questions the accepted aspects of sexual dimorphism, 
including the difference in height between men and women, which applies neither 
to the population as a whole nor to all ethnic groups. Even though not all men are 
taller than all women, some existing cultural imperatives give rise to this impres-
sion. In numerous societies couples are formed in accordance with scales of height, 
creating the impression that women are shorter. Another widely accepted aspect is 
that women possess less muscular strength, a smaller breathing capacity, a finer 
skeleton and a different weight and fat distribution. However, when we take a look 
at images of prehistoric women, we find out that they are more robust and have 
much more body hair that seems to exist in a “natural” form in Western women 
nowadays. The latter are increasingly thinner, with less body hair and more infan-
tilized in terms of their genitals, except for their breasts which are increasingly 
larger.

In different cultures throughout the world, body care occupies a main space in 
female identity along with the history of art. The woman’s body and its ornaments 
are the way to attract the gaze of the opposite sex.

In a few African and Asian cultures, neck rings are worn to create the appearance 
of a longer neck. The custom of wearing neck rings is related to an ideal of beauty: 
an elongated neck, giving thus rise to their name “giraffe tribes”. Padaung women 
of the Kayan people begin to wear neck coils as young as 2 years old. Neck coils at 
such a young age can lead to the deformation of shoulder blades and have other 
medical consequences on the long run; as if they are removed, the neck muscles 
prove not strong enough to support the head. Strangely enough, in Western coun-
tries analogous procedures are being held, such as height-increasing surgery, using 
a head implant to increase the height and attractiveness needed, for instance, to 
become a model.
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Further example of body modification can be found in foot binding. Foot bind-
ing, also called “lotus foot ancestry”, is the custom of applying tight binding to the 
feet of young girls in order to prevent further growth. Tiny, narrow feet in women 
were considered attractive and made their movements more feminine. It became 
very popular in China as men considered it highly attractive, and it still takes place 
in Guangzhou, China. Western fashion nowadays involves women wearing high 
heels which can also deform their feet, and in the nineteenth century, most women 
possessed a permanently deformed rib cage caused by the habitual wearing of cor-
sets that conformed to the fashion for narrow waists.

While in some parts of Africa and in Asian countries the lower lip of girls is cut 
by their mothers or by another woman from their settlement, Mursi women in 
Ethiopia wear lip plates that deform their lips, and Western women get silicone 
injected into theirs in an attempt to gain attractiveness.

Ablation of the clitoris, feminine genital mutilation, affects 135 million women 
and children throughout the world. It is widespread in a large part of Africa for reli-
gious reasons. In Western countries, female genital cosmetic surgeries, which 
include vaginoplasty, labiaplasty and hymenoplasty (reconstruction of the hymen to 
a pre-sexual state), are now more common than years ago, as the practice of plastic 
and cosmetic surgery grows year by year in Western countries. In June 2017, the 
International Society of Aesthetic Plastic Surgery [10] released the results of their 
annual Global Aesthetic Survey for procedures completed in 2016, showing an 
overall increase of 9% in surgical and non-surgical cosmetic procedures when com-
pared to 2015. In the USA, the leading country on the Rank, 4,217,862 were carried 
out in a single year. Women continued to drive the demand for cosmetic procedures, 
accounting for 86.2% of cosmetic procedures worldwide, being breast augmenta-
tion, liposuction, eyelid surgery, abdominoplasty and breast lift the most popular 
procedures requested.

Aside from body care, motherhood is the principal aspect of female identity in 
Western culture. It defines women. But, according to Elizabeth Badinter, there is 
no such a thing as maternal instinct. In Greek mythology, Zeus brought a baby to 
Hera to suckle on her milk while she was asleep. Suddenly, she woke up and 
pushed the child away, spurting milk which created the Milky Way. In eighteenth 
century France, upper-class women often did not breastfeed their babies, prefer-
ring to employ wet-nurses from the poorer classes and reclaim their social lives. 
Elizabeth Badinter [11] contends that the politics of the last 40 years have pro-
duced three trends affecting the concept of motherhood and, consequently, wom-
en’s independence. The first one is what she calls “ecology” or the desire to return 
to simpler times; the second, a behavioural science based on ethology, the study 
of animal behaviour; and lastly, an “essentialist” feminism, which glorifies breast-
feeding and the experience of natural childbirth, while disparaging drugs and arti-
ficial hormones, such as epidurals and birth control pills. The reasons underlying 
this change are various, as she states: “a series of economic crisis have left women 
disenchanted with the workplace. Daughters have reacted against the feminism of 
their mothers. Most of all, we have seen the return of a naturalist ideology. Under 
the pretext of a return to nature, women in our time are being enlisted under the 
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flag of natural child-raising. We decry the materialism and consumerism that 
made us throw out the timeless wisdom of nature, and we dismiss their offerings 
as tools of maternal egotism. Today’s ideal of motherhood requires that we give 
birth in pain, without the benefit of an epidural, since this robs us of our first act 
as a mother. We are enjoined to nurse for 6 months, a year, or longer, day and 
night, whenever our child wishes, regardless of the mother’s situation. With all of 
its demands, the naturalist ideal of the twenty-first century means that it takes a 
woman as much time and energy to raise two children as our grandmothers spent 
raising four. This ideal of the modern mother represents a big change in the condi-
tion of women. For some, this new way of life may deliver a kind of joy, allowing 
women to immerse themselves fully in the act of being a mother, but for others it 
is a burden, a source of anxiety and isolation. By failing to take account of wom-
en’s diversity, by imposing a single ideal of motherhood, and by pursuing the 
notion of a perfect mother, they fall into a trap, which has disastrous consequences. 
As seen in countries such as Germany or Japan, wherever the duties of the good 
mother weigh too heavily on women’s freedom, the birth rate has sunk too low for 
the species to continue”.

Mithu Sanyal [12] has reviewed the invisibility of the female sex throughout the 
history of the Western world. In the first texts, the vulva was seen as principally a 
wound and then a crack by a world that rejected its existence through denial. Female 
genitals are the point where the interior meets the exterior. Psychoanalyst Harriet 
Lerner wrote in the 1970s about the difficulties experienced by many women in 
naming their own genitals and their inability to explore their own body. What they 
touched lacked a name. The absence of an explicit recognition and nomenclature for 
the girl’s genitals had to have pathogenic consequences. At the end of the nineteenth 
century, the terms vulva, clitoris and labia did not appear in the dictionary; just as 
the only word for female genitals in the dictionary today is vagina.

Freud deprived women of a self-determined sexuality. To challenge this is to 
fight a monster, a myth that has taken on life of its own through two words: penis 
envy. Sanyal asserts that psychoanalysis has committed matricide by killing the 
mother and placing the father at the heart of culture. It is odd that Lacan, who cre-
ated the concept of the “Law of the Father”, displayed reluctance to exhibit in his 
own home “The Origin of the World”, Gustav Courbet’s famous painting featuring 
a close-up of female genitalia. The painting, which may be seen nowadays at the 
Museum d’Orsay in Paris, was kept hidden behind a sliding door created by 
Surrealist painter, André Masson. With Freud, there is just one libido, the masculine 
one, from the moment it is identified with the forms of domination. Simone de 
Beauvoir in The Second Sex [13] criticizes psychoanalysis by stating that the con-
cept of penis envy is symbolic of envy of power, symbolizing the privileges allowed 
to boys, the place the father holds in the family and the universal predominance of 
boys, reinforcing masculine superiority. The descriptions of the female libido are 
poor, stemming their study from the male libido and not from itself.

Sexuality, violence, appropriated bodies and medicated bodies are often related 
to women, as Michel Foucault [14] expressed in Histoire de la Folie à l’Ȃge 
Classique, in which he questioned the medical view from the classical hysteria 
diagnosed by Charcot.
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The twentieth century is considered revolutionary for women in Western culture. 
Society was deeply transformed in the manner in which male and female conception 
was perceived. Women could join the workforce and take up further education. In 
the 1950s, the arrival of the contraceptive pill brought a revolution in reproductive 
control changing the life of many Western women.

Unfortunately, at this point we shall acknowledge that the revolution has not 
meant that women have entered the workforce and social life in the same way as 
men. The shift from private to public life has not guaranteed an actual transforma-
tion in real life for women throughout the world. Modern conceptions remain tradi-
tional. In today’s world, media and the market, including the pharmaceutical one, 
are at the core of women’s bodies. And the same can relate to the female sexual 
organs, for which a large market has grown, in contrast with men, such as creams to 
protect women from their own malodorousness.

As the philosopher Pierre Bourdieu [15] affirmed: “There is a symbolic violence 
against women that leaves them moving from one space to another”. The body’s 
increasing power as the identity of the human being turns women into objects. And 
objects are more easily manipulated both economical and symbolically.

The symbolic violence suggested by Bourdieu implies that the androcentric 
world is presented as neutral, keeping most women trapped inside, trying to do what 
should be done, while receiving as message that inequality does not exist and that 
they are to blame for not being able to reach a certain position. To a certain extent, 
this resembles the learned helplessness described by Seligman.

11.3  Body and Language

Heidegger [16] recognized that the entire evolution of Western philosophy and sci-
ence, from Greek philosophers onward, was based on descriptions of the world as a 
human observer would see it from God’s perspective. Yet every human being lives 
in the world as a part of it, not apart from it. If we fail at taking the initial step of 
creating distinction between subject and object, between the human being who 
describes and the world that is described, what different view will we provide of our 
experience of life? Who am I as an individual? Do I take charge of my life or do 
others take charge for me? Heidegger [16] sensed that the evidence was based on the 
sea of language in which we are immersed from birth. This knowledge is transmit-
ted by two difference mediums: isolated words, as they are pronounced, and the 
diverse forms of language, teaching, bias, traditions, rituals and customs that shape 
culture. People do not create language, but are created by it; we don’t speak through 
language, but rather it speaks through us. “Language is the house of being. In its 
home, Man dwells”, Heidegger said [17].

This vision of language underlines, among others, that it is impossible to under-
stand language separated from the bodily act of speech. It presents language as the 
most important way in which a person can display his/her real world to others. It 
demonstrates that language exists in the social space between people within our 
sense of being which is created in all its aspects: corporal, mental and spiritual. As 
Heidegger said in 1971 [16]:
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If we take language directly in the sense of something that is present, we find it in the act of 
speech, the activation of the organs of speech, the mouth, lips, tongue. Language is reflected 
in speech as a phenomenon that occurs in Man. It is demonstrated by the names that Western 
languages have given to it themselves: glossa, lingua, langue, language, lenguaje. Language 
is the tongue. (p. 96)

We can contrast this vision of language with the concept grounded in the twenti-
eth century in which language is a form of communication [18]. Maturana and 
Varela [19] called this perspective “the metaphor of the tube”, since communication 
resembles a tube through which a person, the addresser, sends an idea to another 
person, the addressee, who receives it. According to this, the communication pro-
cess comprises a single subject, the addresser, while the addressee becomes an 
object in the process. However, contained in Heidegger’s analysis is the fundamen-
tal way in which human beings are physically present some with others. Language 
is a form of being. Heidegger’s work underlines the critical importance of the ways 
in which language governs the experience that people have of their bodies and the 
actions of those surrounding them.

Merleau-Ponty, a disciple of Heidegger, believed that our experience of the body 
comes from the sensations of feeling and being felt. Both Heidegger and Merleau- 
Ponty believed that an understanding of language was inseparable from the bodily 
act of speaking. Language does not exist within individuals but in the social inter-
mediate space. This matrix of language (languages, traditions, custom and other 
social uses) creates the identity of each individual. People do not select the history 
that makes up their personality; nor can they relinquish it easily when its conse-
quences are undesirable. This personal narrative chooses us as much as we choose 
it. His work on philosophical hermeneutics showed that the division between the 
mind and the body, upon which modern medicine is based, is a socially generated 
interpretation and is imposed on life as human beings experience it, rather than a 
reflection of an objective reality situated beyond human experience [20]. From this 
perspective, biomedical science has continued largely unaware of its own condition; 
it is neither the only valid tradition nor the mirror of reality [18].

Language, seen from the perspective of cognitive sciences, throws new light on 
the relationship among ideas, language and the body. The perspectives of philo-
sophical hermeneutics and cognitive science locate language in the interactions 
between people and not within the mind of each individual. More than a vehicle that 
transports abstract communications between individual minds, it is coordination of 
bodily states between members of a social group that preserves the integrity of the 
group and of each individual [18].

Hence, Robin Lakoff argues that language uses us as much as we use it, meaning 
that, just as the thoughts we wish to express guide our choice of forms of expres-
sion, the way in which we perceive the real world dominates our form of expressing 
ourselves. The relationship among the language, mentality and social behaviour of 
each human group raises anthropological concerns.

Language, as a symbolic system, is not neutral with regard to gender, just as it is 
not neutral with regard to ethnicity or social class. Language has an androcentric 
bias. Girls and boys learn to symbolize while they are still young, when they are 
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barely aware of the meaning of their words. Linguistic transformations can influ-
ence the form of understanding and interpreting the world. Therefore, language has 
a clear impact on individuals. One of the key criticisms by feminists of Foucault’s 
work is precisely the lack of gender perspective in his analysis of language [21].

One of the expressions of sexism in most European languages, especially those 
of Latin origin, consists of the use of masculine lexical form to talk of both male and 
female, while feminine lexical forms are usually semantically gender-specific. The 
use of generic male form gives rise to phrases in which it is impossible to tell 
whether the speaker is referring exclusively to men in particular or to human beings 
in general. For instance, the word “man” could refer to person (either feminine or 
masculine) or an adult male. Man is a universal term for human as well as for the 
whole of men, while the word woman doesn’t have that capability. Woman is the 
particularity, the “alternative” to man, bringing out this way that it isn’t as worthy as 
man is to represent humanity; it is different and, at the same time, inferior. Language 
is full of such examples, where woman’s quality of different and inferior is stated, 
sharing and perpetuating this values through speech [22].

Monique Wittig was aware of the power that language has to subordinate and 
exclude women. She believed it to be another order of materiality, an institution that 
can be modified. As Wittig asserted, “language throws bundles of reality onto the 
social body”. This involves redescribing the already existing options within the cul-
tural fields, which are deemed unintelligible and impossible. The human being, 
from what it is, accesses reality through language, in a medium “obstructed by 
words”. To describe a man as Don Juan, we resort to literature, but in the case of a 
woman, we use psychiatric vocabulary: nymphomaniac. Why has male sexuality 
been constructed culturally as promiscuous, but not its female equivalent? To what 
extent is the construction of sexuality related to the survival of the species?

The development of a language that represents women fully and adequately has 
proven necessary to promote their political visibility. This has been of great impor-
tance when taking into account the underlying cultural situation, in which the life of 
women is inadequately represented or not at all.

On the other hand, women are traditionally labelled as talkers, while, as a matter 
of fact, ethnographic evidence shows that men speak more than women while con-
versing with one another. This contradiction connects to the fact that women are not 
compared with men in terms of their capacity of communication. Rather, the paral-
lelism established is that of silence, so that any expression is interpreted as “talking 
too much”. Not only do men talk more, they also interrupt more frequently, provid-
ing another example of male domination. The stereotype of silence as a quality that 
is highly valued in women was forged by reinforcing the negative image of the 
woman who dares to speak in public, an image that continues to form part of the 
collective imaginary in the contemporary world [1].

For the anthropology of gender, of great interest are Foucault’s ideas on the role 
of language in the construction of the body and sexual identities, with regard to the 
distribution of power between men and women. In his view [23], there are norma-
tive discourses that transmit the “truth”. This implies that certain forms of knowl-
edge are considered truthful, and group thinking may be controlled through the 
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discourses that carry the norm. Such discourses would create categories of identity 
closely linked to what is considered to be normal or abnormal in societies, maintain-
ing relationships of domination and power. This exerts a powerful influence on the 
idea that people possess their identity. The problem is that, when Foucault speaks of 
the sexed body, he is speaking of the male body as normative. He does not analyse 
the attitudes and behaviour of women with regard to the social expectations of how 
their bodies should be.

If de Beauvoir’s assertion [13] that “one is not born a woman but rather becomes 
one” is correct, woman is in itself a term in process, a becoming, a constructing that 
cannot rightfully be said to begin or end. As an ongoing discursive practice, it is open 
to intervention and resignification. This is the notion of body not as an available sur-
face that awaits signification but as a set of individual and social limits that remain 
and acquire meaning politically. Referring to an original or authentic femininity is 
against the present need to analyse gender as a complex cultural construct [24].

De Beauvoir’s theory had consequences that she did not initially consider. If sex 
and gender are radically different, then there is no evidence that a specific sex is the 
same as a specific gender; in other words, woman is not necessarily the cultural 
construct of the female body. And the same is applied in the case of men. This asser-
tion about the sex/gender division reveals that sexed bodies may be of many differ-
ent genders. If sex is not limited to gender, it follows perhaps that there are genders, 
forms of culturally interpreting the sexed body that is not limited to the apparent 
duality of sex.

The new term transgender refers to individuals, behaviours and groups that 
diverge from the most traditional dual gender roles and cross accepted limits. It 
includes a varied group of androgynous or transsexual people, in which the desire 
for surgical reassignment of genitals is not essential. The term is employed as a 
synonym to express the third and fourth gender and encompasses the Hijras of India 
and Pakistan [25] and eunuchs of eastern harems [26]. It is used to mean “other” in 
the sense that generic duality is broken [1].

In practice, the expression queer, which originally meant strange or unusual, is 
employed to define a wide group of people: lesbians, gays, bisexuals, transgender, 
transsexuals, homosexuals and intersexuals. Basically, these are people, behaviours 
or groups that transgress normativity. As indicated by the philosopher, Beatriz 
Preciado [27], in her Contrasexual Manifesto, if a woman wants she can become of 
neither female nor male gender: neither woman nor man.

11.4  Body and Gender

Gender is the cultural construct created by society as a whole with regard to anatomi-
cal sex, and it’s one of the most difficult taboos to break in our culture. According to 
the era and culture involved, it will be determinant for the destiny of a person.

One of the problems faced is that the term “women” indicates a common identity 
[24]. John Waters’ film Female Troubles, starring Divine, proposes implicitly that 
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gender is a type of persistent characterization that passes as reality and that is pre-
cisely because female doesn’t seem to be a stable notion; its meaning is as vague as 
woman.

As the title by Denise Riley “Am I That Name?” suggests, a question raises by 
the possible multiple meanings of a name. Being a woman evidently needn’t be 
everything one is. Not just because a person with a set gender goes far beyond the 
specific attributes of his/her gender but because gender is not always constituted 
coherently or consistently, and it intertwines with racial, class, ethnic, sexual and 
regional types. Hence, it is impossible to separate gender from the political and 
cultural intersections in which it is produced and maintained.

Is gender something that people possess or is an essential attribute of what a 
person is? If gender is constructed, can it be constructed differently or does its con-
struction entail some form of social determinism that denies the possibility of the 
agent acting and changing? How and when is gender constructed?

As stated above, Simone de Beauvoir [13] asserts in The Second Sex that one is 
not born a woman but rather becomes one. For de Beauvoir, gender is constructed, 
being in its approach implicit that gender is something variable and volitional. Can 
therefore the construction be circumscribed to a form of choice? De Beauvoir holds 
that one becomes a woman but always under the cultural obligation to do so. And, 
as laid down in her study, there is nothing to guarantee that the person who becomes 
a woman is forced to be of the female sex. If the body is a situation (a body always 
interpreted by cultural meanings), sex by definition has always been gender [28].

This gives rise to two positions: on one hand, those who maintain that gender is 
a secondary feature and, on the other, those who hold that the very notion of person 
placed in language as a “subject” is a construction, granting the male an original 
(natural) value and underlining in the female a mask-like nature.

In the philosophical tradition that began with Plato and continued with Descartes, 
Husserl and Sartre, the ontological differentiation between soul (conscience, mind) 
and body always acts in defence of relationships of subordination and political and 
psychic hierarchy. Not only does the mind subject the body, but it perhaps plays 
with the fantasy of escaping totally from its corporeality. The cultural associations 
of the mind with masculinity and the body with femininity are well documented in 
the field of philosophy [29].

Foucault, in the first volume of The History of Sexuality [23], said that the cate-
gorization of sexual difference takes place through a form of historically specific 
sexuality. In his interpretation of the diary of a hermaphrodite, Herculine Barbin, 
Foucault held that Herculine is not an identity but the sexual impossibility of an 
identity. The demand for an identity is a culturally limited principle of order and 
hierarchy, a regulatory fiction. Hence, gender is performative, shaping the identity it 
is supposed to be. Accordingly, gender is always a doing. On the Genealogy of 
Morals, Nietzsche asserts that there is no being behind doing, acting and becoming; 
doing is everything.

Brigitte Baptiste, the Colombian biologist, university professor and director of 
the Humboldt Institute said in Inventing the Body [30]:
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Ever since I can remember, I’ve felt that my body wanted, even needed to grow differently. 
That it wanted to live with different features, with a different view of the world. Needless to 
say, like many others, I was inside the wrong body. As I grew, I had to ignore and conceal 
what I imagined my body wanted to be. I learnt to draw. I drew my body and I drew the alien 
body I eventually wanted to transform into. And many years passed before the pain of not 
being what I wanted to be pushed me to change into Brigitte. In my search for feminity, for 
a role in this world that corresponded with all that I had learned, I wanted to be Brigitte 
Bardot on the silver screen in the 70s. Because in reality, the notions that we have of gender 
all derive from literature, from art, from family conversations, TV and films.

Hitherto, most studies of gender socialization have focused on social behaviours. 
From a young age, peers and parents, as well as other adults such as teachers, or the 
media, contribute to the different socialization of boys and girls, which, as many 
studies confirm, influence many aspects of behaviour and thinking in accordance 
with gender schemas. By reinforcing sex-appropriate activities as well as by provid-
ing resources to support different interests for boys and girls, parents influence, 
among others, the career choices of their offspring. Children are encouraged to be 
like others of their own sex and form cognitive constructions or networks of associa-
tions about the sexes [31]. Nevertheless, lately there is increasing recognition that 
biological predispositions play a role in gender-related characteristics as in other 
psychological traits. Studies conducted in females with congenital adrenal hyperpla-
sia (CAH), i.e. that are exposed to an excess of androgens early in gestation, when 
compared to unaffected females, often their sisters, show that androgens masculinize 
personal-social characteristics, cognitive abilities and activity and occupational 
interests [32]. Anyhow, we shouldn’t forget that the brain is the synthesis of biology 
and socialization, which means that the experiences we have change our brain.

In nature, a great biodiversity can be found, allowing different forms of interac-
tions and perpetuating life. Humans live under strict cultural constructions such as 
gender, where a control of the body, of what may or may not be done is established, 
within nature, there is no right or wrong behaviour, within nature, gender has no 
boundaries.

Rubin [33] asserts that before the transformation of a biological man and woman 
into a man or woman with gender, each boy or each girl possesses all the sexual 
possibilities available for human expression.

Theories based on Lévi-Strauss’s structuralist anthropology present the problem-
atic differentiation between nature and culture in an attempt to support the differen-
tiation between sex and gender: the underlying idea is that there is a natural or 
biological woman who subsequently becomes a socially subordinate woman, with 
the result that sex is to nature what gender is to culture. If this were the case, the trail 
of the transformation of sex into gender as a stable mechanism could be followed in 
all cultures, but it’s not.

In marriage, the woman is not considered to have an identity, but a term of rela-
tion that differentiates and at the same time establishes links between the various 
clans of the patriarchal society. The bride, the gift, the object of exchange is a sign 
and a value that initiates a channel of exchange that not only achieves the functional 
aim of simplifying the trade but also reinforces the internal links and the collective 
identity of each clan. Despite pointing out how important women are to society and 
the forge of alliances as the “supreme gift”, comparing women to gifts, in fact, 
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objectifies women as well as dehumanizes them. Simone de Beauvoir [13] taking up 
Lévi-Strauss’ ideas on marriage states that this is not a link established between 
men and women but between men through the use of women.

Gender stereotypes are social constructions that constitute deeply rooted ideas in 
the conscience that escape the control of reason. “Gender is a norm, and norms may 
or may not be explicit, but, when they operate as the normalizing principle in social 
practice, they usually remain implicit, difficult to read, discernible most clearly and 
dramatically in the effects that they produce” [34]. The aim is for it to seem per-
fectly natural for men to be better equipped for some specific roles and women for 
others. However, gender stereotypes are not stable and change from one culture to 
another. While, for instance, wearing a kilt is to be socially masculine in Scotland, 
it is unthinkable for a German boy to wear a skirt to school. Personal adaptation to 
stereotypes responds largely to people’s need to feel socially integrated [1], and 
those who don’t adapt are considered aberrant.

However, there is more to the problem than the existence of culturally con-
structed characteristics associated with the gender stereotype, such as the associa-
tion of those stereotypes with the male gender being valued as superior.

While male ruling the world would have made sense a thousand of years ago, when human 
beings lived in a world in which physical strength was the most important attribute for 
survival (and men, in general, are physically stronger than woman—taken account some 
exceptions), we live in a vastly different world nowadays, being the most qualified to lead 
not the physically stronger person, but the more intelligent, knowledgeable, creative and 
innovative one. And a man is as likely as a woman to be intelligent, innovative or creative. 
We have evolved, but our ideas of gender have not evolved very much [35].

The social differences between men and women are not immutable, nor are they 
universal or objective. People are educated from a young age in accordance with 
social paradigms about the interpretations of being a man or a woman. And this is 
usually accepted wholeheartedly, finding it normal. The precept of being of a spe-
cific gender in the case of women generates failures: a variety of inherent configura-
tions that in their multiplicity exceed and challenge the precept through which they 
were generated [24]. Being of a specific gender is generated through discursive 
routes, being a good mother, being a sexually desirable object, being a skilled 
worker. This represents a large amount of guarantees that satisfy a variety of distinct 
demands. Over history, this has been idealized or manipulated from the perspective 
of making maternity women’s raison d’être.

From our viewpoint, this, per se, seems to generate psychic distress and show 
associated psychopathology, explaining the need to include this paradigm in corpo-
rality and body image.

11.5  Body and Historical Aspects

In the history of psychiatry, the pathological condition of the female body is a con-
stant. For Greeks, hysteria is a word that means uterus. Plato [36] in his text Timaeus 
(which was later integrated into Western medical tradition through Galen and the 
Hippocratic writers) asserted that:
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The matrix or womb in women, which is a living creature within them, longs to bear chil-
dren. If it is left unfertilized long beyond the normal time, it causes mayhem in the body; it 
blocks the breathing channels and causes in consequence acute distress and disorders of all 
kinds. If it is not “appeased by passion and love”, the womb moved from its natural position 
within the body and, attaching itself to soft internal tissues, gave rise to a wide variety of 
symptomatic disturbances [36].

Through the history of psychiatry, the woman’s body has been catalogued as 
being more prone to illness. Women suffer from nervous disease, neurasthenia, 
sickness and gloom more frequently, while chlorotic women are often described in 
nineteenth-century Gothic literature. Galen, reproducing Greek’s medicine model, 
thought women to be more likely to suffer mental illnesses and to be weaker and 
cripple. He also believed they were predisposed to be compliant and servile. The 
conception that female organs were inverted and underdeveloped within the body 
was held by Galen and subsequently by medieval philosophers. Albertus Magnus 
reckoned that women were not in their nature human beings but a failed birth. This 
conception of the female sex was maintained until the sixteenth century. Over his-
tory, the male sex is the only one that has been truly constructed, while the female 
has been constructed in opposition to him [37].

From a historical viewpoint, male domination was highlighted from the end of 
the Medieval period through the change of inheritance laws, the ban of women from 
universities and the Church’s debates on women’s duties. Accordingly, the Church 
had a negative view, with the Dominicans and the Inquisition removing women 
from other professions (such as doctors or translators, which weren’t infrequent in 
the Roman Era). On account of the influence exerted by the Church, women were 
confined within the domestic environment, the indissoluble matrimony making 
them disappear from public life.

The art historian Julia Varela [38] explains that in the artistic world (masculine in 
the main as well), the power inequality between men and women can be objectified, 
given that every painting is a depositary of the social relationships and encloses an 
interpretation of the world. An example can be found in the Annunciation from the 
pictorial images of the late fourteenth to seventeenth century, where the Virgin 
shifted from being the “mother of God” to “the Lord’s slave” whenever the weight 
of religiousness grew.

The imbalance of power between men and women becomes an increasingly 
accentuated process. In the era of Descartes, rationality was masculine and women 
moved to the private space. There were new urban strata in which the arrival of the 
bourgeoisie meant that the woman was spouse, mother and housekeeper.

The French Revolution did not bring about a change for women. It was respectful 
with institutions and bourgeois values. In the fifteenth century outstand Olympe de 
Gouges’ contributions. The author of the famous Declaration of the Rights of 
Women (1791), which began with the following words, “Man, are you capable of 
being just? It is a woman who poses the question”, was subsequently executed by 
guillotine. Mary Wollstonecraft, the author of the famous Vindication of the Rights 
of Woman (1792), and the feminist John Stuart Mill, who issued the first call in the 
British Parliament in favour of female suffrage (1867), were also key figures in the 
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women’s rights history. Finally, the voting right was granted in the UK and Germany 
in 1918, in Spain in 1931 and in France in 1944 (4 years ahead of de Beauvoir’s 
book was published). In Switzerland, women were not allowed to vote until 1971, 
while some countries such as Saudi Arabia have just recently approved women’s 
voting rights.

Bertha Pappenheim, a Jewish feminist in the twentieth century who found fame 
as the first woman to found an orphanage in Germany, fought for women’s rights 
and translated Wollstonecraft’s Vindication of the Rights of Woman. Wollstonecraft 
was the mother of Mary Shelley (author of Frankenstein) but died in childbirth, 
leaving the baby to be raised by her father, a political anarchist. Mary was cast out 
by her father when she began a relationship with the poet Shelley, with whom she 
had to flee the country in order to marry. Some articles show that perhaps the 
Frankenstein monster, who was able to think and feel emotions but was not human, 
recalls the situation of women in the late nineteenth century, when they were unable 
to study, had no access to family inheritance, lacked the vote and were judged on 
whether they would form a good marriage. Bertha Pappenheim was also famous in 
the history of psychiatry for being the subject of Breuer and Freud’s famous case 
“Anna O”. She suffered a “hysterical collapse” when she had to care for her infirm 
father. Twenty-one at the time, Bertha stopped eating and displayed multiple physi-
cal symptoms including mood swings and absences. She also had rage outbursts, 
during which she broke objects and suffered from headaches and morphine depen-
dency. According to today’s classifications, she might have been diagnosed with 
emotional instability disorder or borderline personality disorder. However, as men-
tioned above, her life took a different course. Such was her role in the social reinte-
gration of women that her image was used for West Germany’s first set of stamps, 
which were devoted to the benefactors of humanity. Many people are unaware of 
how Breuer and Freud’s famous clinical case developed.

Another prominent case was that of Blanche Wittman, a Parisian nicknamed “the 
Queen of Hysterics”. She was admitted very young to the Salpêtriére Hospital 
where she got famous for her hysterical crises, which were recorded in paintings of 
the time. This took place in the context of what was called “moral therapy” imported 
by Pinel and implemented in asylums such as Salpêtriére. The aim of this “therapy” 
was to temper passions and destroy deliria through kindness, persuasion and respect 
for the doctor’s authority. Therapy sessions looked almost like authentic perfor-
mances, as seen in the famous painting A Lesson at the Salpêtriére where one of 
Charcot’s famous classes can be seen, in which Blanche, a Salpêtriére resident for 
many years, is held in Babinski’s arms in a show to which members of Parisian high 
society were invited. The large amounts of photographs from that time are well 
known. At the start of the century, very long exposure times and proper lighting 
were needed in order to create the right conditions for the photographs; the hysteri-
cal women were capable of warning of a possible “crisis” to allow the time for them 
to get ready [39]. The hysterical women of the Salpêtriére led Foucault [14] to ques-
tion the role of the doctor, who was none other than the great Charcot. However, few 
people know that following Charcot’s death, Blanche left the Salpêtriére to return 
some years later as an employee, initially in the photographic laboratory and from 
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1900 on in the radiology service. She proved herself to be commanding, hardwork-
ing and a good organizer in her work.

The Aimée case, known for “curing” delirium, may perhaps be the least followed 
one. Aimée, who gained fame for her “self-punitive paranoia” as Lacan termed it, 
was meant to be known in asylums as “the delirium pensioner”. With the real name 
of Marguerite, she ended up working as a cook and governess, without displaying 
any further signs of madness. She even worked in the house of Lacan’s father. 
Marguerite’s son, who subsequently became a psychoanalyst, learned on the couch 
of his teacher, Lacan, that his mother was the subject of the famous case of Aimée 
(“the loved one”).

The study of the body experience, from the perspective of phenomenology and 
anthropological psychiatry, has provided great knowledge of the alterations of the 
experience of one’s own body in different mental diseases. This is especially true in 
those in which there is a confrontation between the body and personal identity, and 
it is necessary to consider the process of individual identification and a category of 
personal identity disorders [40].

The gender perspective is essential to explain body experience and identity, and it 
needs to be included in order to understand in depth how certain disorders are more 
frequent in women in our culture. Husserl believed subjectivity to be the core problem 
of knowledge, and it only exists in embodied form. The integration of the individual 
in actions is performed through the body; it is expressed in it and also reveals the deep 
sense of fullness of the woman as a person. The question of subjectivity is deeply 
transformed by gender. Matthew Ratcliffe, in his book, Feelings of Being, describes 
existential feelings such as isolation in Sylvia Plath’s novel, The Bell Jar [41],

I knew I should be grateful to Mrs. Guinea, only I couldn’t feel a thing. If Mrs. Guinea had 
given me a ticket to Europe, or a round-the-world cruise, it wouldn’t have made one scrap 
of difference to me, because wherever I sat—on the deck of a ship or a street cafe’ in Paris 
or Bangkok—I would be sitting under the same glass bell jar, stewing in my own sour air. 
(1966, p. 178)

Sylvia Plath’s work is inseparable from her existence and the feminist view, as her 
contemporary, Anne Sexton, expressed in her poems. They were women, they were 
poets, and committed suicide. Both were diagnosed with depression and were in 
psychiatric treatment. To fully understand her novels in depth, it is necessary to look 
at what a woman was supposed to be at that time. The following is part of the testi-
mony of her friend and writer, Jillian Becker [42], on the final days of Sylvia Plath:

I had met her in September 1962, shortly after her marriage to Ted Hughes had broken up. 
I felt sorry for her. I admired and envied her talent… On a freezing afternoon in February 
1963, Sylvia arrived with her children… Her doctor spoke to me on the phone. He told me 
not to do everything for the children, that Sylvia must look after them, she must feel that 
they needed her. So I asked her to come with me, when I took them to the bathroom, when 
I prepared their meals, when Nick needed feeding and changing. But she didn’t pick up 
soap or a towel, or a spoon, or a safety pin. I’d leave the room, but she’d wait for me to 
return. My choice was to let them go unwashed, unfed, unchanged, or do the job myself. 
Mostly I did it…Sylvia suddenly said: “I must get back. I have to sort the laundry… My 
husband asked her if she was sure she wanted to go. She said she was. So he drove her 
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home. Only when he stopped at a red light did he hear the sound of weeping. He parked the 
car and went to sit on a jump seat opposite Sylvia. He implored her to let him bring them 
back to our house. She refused. He came back and told me that he wished she had stayed on 
with us, that he didn’t think she could cope on her own. On the Monday morning at about 
eight o’clock the phone rang. I answered, and Dr. Horder told me Sylvia had put her head 
in the gas oven and was dead.

As a confessional poet, Anne Sexton exploited the intimate details of her life for 
her poetry. “Poetry milks the unconscious”, she said. Sexton lamented and cele-
brated female identity, sexuality and power by revealing painful and shocking per-
sonal details about her life. Although she always insisted that her poetry was not 
autobiographical, her exploration of difficult and taboo female subjects, such as 
abortion, menstruation, menopause, masturbation or desires, was made with such 
frankness that most readers and critics felt that the line between Anne the woman 
and Sexton the poet was often blurred.

Female subjectivity is constructed in relation to the body, taking care of others, 
and love as nuclear. Responsibility for others (children, husband, parents) occupies 
an important part of female identity. Values such as sacrifice, effort, caregiving 
responsibilities and the ability to withstand hardship are part of most religions and 
culture and are a breeding ground for expressing psychic disturbances in women 
much more frequently than in men. Elfriede Jelinek (2004 Nobel Prize winner) [38] 
said in her novel Die Liebhaberinnen (Women as Lovers) that, in female lives, love 
is working. Art, literature and history provide us with many examples of it.

Virginia Woolf, in her essay A Room of One’s Own, published in 1929, expressed 
the real position of women at that time which still remains: “For most of history, 
Anonymous was a woman”. “Imagine that men were only represented in literature 
as women’s lovers, and were never friends, soldiers, thinkers, dreams; how few 
parts in the plays of Shakespeare could be allotted to them; how would the literature 
suffer”. If this were the case, literature would be dramatically impoverished and so, 
she argues, has happened by closing the doors on women’s writing. Satirically, she 
describes her perplexity about why are there so many books written by men about 
women but none the other way round.

“A woman must have money and a room of her own if she is to write fiction”. “It is fatal to 
be a man or woman pure and simple: one must be a manly woman, or a womanly man” [43].

11.6  Body and Corporality

Corporality and body awareness have possessed a descriptive basis since Jasper’s 
[40] work in 1913:

The body itself is aware for me like my existence, and at the same time I see it with my 
eyes and I touch it with my hands. The body is the only part of the world that is simul-
taneously felt from within and its surface perceived. It is an object for me and I am that 
very body. I feel physically and I perceive myself as an object in two ways, but both are 
indissolubly united.

11 Gender, Corporality, and Body Image



282

The body that I am and the body that I have are linked by Jaspers in the form of 
a simultaneous experience of bodily sensations and feelings arising between them. 
The body schema articulates all corporeal experiences, providing a clear reference 
point of what we really are (bodily).

Awareness and corporality are key concepts in Jaspers’ psychopathology, and it 
is through them that the awareness of self is lived. That is, through the feeling of 
their unity, of their identity and finally, of their opposition to the external, the self 
becomes aware of itself.

Contact with the outside world is made by dint of our body. The latter, on the one 
hand, belongs to the world of things and, on the other, to our own world. We both 
are a body and have a body. When we feel sad and weary, the experience of the spirit 
and the body itself merge in an overall manner at the same time. Alternatively, as 
Fernando Colina states in his book Escritos Psicóticos [45]:

What we know and do not know about melancholy comes from the body: it is the source of 
melancholy as much as its chamber, it is the library, the lesson, the tongue itself. The body 
refers us to two extremes: the somatic, which is the mute, the organic and the pulsional; and 
to the flesh, yearning, language, the writing of desire between the signs of the body. Sadness, 
as if we were dealing with a blanket, is always that of the body, that is, of what is dying, of 
the most constant, visible loss.

German language distinguishes neatly by means of two different words between 
the body as an object or objective reality (Körper) and as a lived or experienced real-
ity (Leib) [40]. These two forms of knowing the body aren’t, though, that well 
expressed in Spanish. Ortega y Gasset [46] called the former “extra-body” and the 
latter “intra-body”. The latter has no colour, nor defined form, unlike the extra- body. 
It comprises fundamentally the feelings of movement or tactile feelings of the vis-
cera and the muscles, the impression of the contraction and dilation of the blood 
vessels, the small perceptions of the flow of blood in the veins and arteries and the 
feelings of pleasure and pain. The intra-body is therefore not so much the body seen 
from within as the body lived from within. The terms are distinguished: the body is 
something that is anatomical and physiological, and corporality is a lived experi-
ence, specifically, that of the body as a phenomenological reality.

Marcel [47] published in 1927 his conception of “corps vécu” which includes the 
notions of “my body in that it is mine, my body as being in the world and the body 
as a sign of existence”.

Sartre [48] distinguished between the body as a being for itself and the body as a 
being for another. It represents a form of being in the world, of occupying it, pro-
jecting it, recalling it, sharing it. This is why it occupies a space, projecting and 
recalling within a time and shared by others. Living corporally is precisely what 
provides a meaning of reality or what is the same, a reality with a meaning. Being a 
man and being a woman is giving meaning to the world. The world into which we 
have been cast, according to Heidegger’s expression, is constituted from corporal 
intentionality. It is the body that, by creating space and time and in meeting with 
others, makes the world real.

Existential analysts distinguish three types of world, i.e. three simultaneous aspects 
of the world that characterize the existence of each being in the world [49]: the first of 
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them is the Umwelt, i.e. the world that surrounds us—the biological world. The sec-
ond corresponds to the Mitwelt, literally the co-world, the world shared with our fel-
low people. And the last of them is what is called the Eigenwelt, or self-world, and 
comprises the personal relations of the individual with him/herself.

The experience of the body is ambivalent. Living in one’s own body is not only 
to ensure its ownership or to state its potency but also to discover its servitude and 
recognize its weakness. It represents the periodic memory of progressive decay and 
finitude. Health is expressed by corporal silence, by the absence of symptoms. 
However, at specific moments this intentionality hides itself and concentrates on 
itself, and the body leaves the Mitwelt to concentrate on the Eigenwelt, i.e. it is ill, 
or, which is the same, “deprived of all spontaneous coexistence with its body, the 
patient talks of it as a foreign object” [50]. In depressive states, as asserted by López 
Ibor and López-Ibor Aliño [51], in the presence of illness, the corporal reality of the 
subject becomes problematic, and his/her attention concentrates on it. In health, the 
body is silent or a peripheral awareness, in the words of Lhermitte [52].

The paradigm of the non-availability of the body is its illness. As Merleau-Ponty 
states, the illness reminds me that I haven’t just got a body (Körper; corps objectif), 
but I am also a lived body (Leib; corps phénoménal or corps propre); it makes me 
painfully aware that this instrument, my body, is escaping from control and availabil-
ity. “Being aware of one’s body at all times is being always exposed to humiliation or 
ridicule and of finding consolation in domestic tasks or in chats with friends” [15].

Bodily space is thought to be the place of the self and subject to the experience 
of “what is one’s own”. It is simultaneously object and subject; it is in the world and 
perceives most bodies. The body represents the place of existence of the human 
being [54]. In fact, for Janet [55], agreeing with Ribot [56], personality is not found 
in the soul, it is found in the body. Consequently, it is impossible to progress in the 
study of personality without having previously understood the nature of possessing 
a body, a body that is distinct from others, being this especially significant in women, 
in whom the body is much more present in the construction of their subjectivity.

According to the objectification theory postulated by Fredrickson and Roberts in 
1997 [57], in Western societies the female body is socially constructed as an object 
to be looked at and evaluated, primarily on the basis of appearance [58]. This sexual 
objectification that occurs whenever a woman’s body, parts of it or sexual functions 
are separated out from her person, both in social encounters and visual media 
depicting them, reduces women to the status of mere instruments or, in other words, 
treats women as bodies and, in particular, as bodies that exist for the use and plea-
sure of others. The widespread and repeated exposure to sexual objectification leads 
to women and girls internalizing an observer’s perspective of their own bodies; they 
come to perceive themselves as an object to be looked at and appreciated by others 
based on their appearance; they come to self-objectification [57].

Female morality imposes itself above all through a constant discipline that con-
cerns the body, a pressure on clothes, beauty, forms of behaviour and looking after 
the body. It’s the naturalization of an ethic, which includes female subservience, 
bowing, lowering the head, bending the body, smiling, averting the gaze, accepting 
interruptions and in the way women are taught to fill space, walk and adopt appro-
priate body positions. It is as if femininity could be summarized in the act of 
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lessening oneself, limiting territory and restricting movement and shifting one’s 
body, especially in public places. Equality and respect result from learning. Men 
and women have to learn and interiorize these aspects to allow them to live in 
equality. There is, however, a violence that comes from equality. Women do not 
know how to behave in this system of equality. They participate in the system when 
they go down the street and in the face of a provocative gaze that looks into their 
eyes and says “you are a thing”; they avert their gaze, as a part of the program for 
which they are trained [6]. Women are confused, nobody has taught them how to 
set limits; they only avail themselves of the recipe of patience and gratitude. 
Humankind still does not know what it is because it does not know how to behave 
as a non-natural species. The violence of equality comes from men who experience 
the situation of equality as a continuous attack on their virility, as exemplified by 
“putting women in their place”. This is related to the maintaining of the brother-
hood system. Equality taken in the wrong way can give rise to new violence from 
a feminist perspective.

The body is the experience of doing, feeling, thinking and wanting, and they can-
not be separated [59]. From birth, we are designed to seek relationships including 
the emotional component. Hence, emotions are bodily provisions. Our medium is 
other human beings. Everything is interconnected. Everything arises in co- 
dependency. There is no you and them, only us. The mind and the world are one. 
The body is the medium for experiencing the world and consequently all learning 
processes. In this way, the body is the medium with which I have my own world. We 
perceive the world from and with the body. We are embodied [60].

Some neuroscientists [61, 62] have reached the same conclusions by different 
routes to phenomenology and psychiatric anthropology concurring with contempo-
rary philosophers such as Clark and Noë. Mind, body and world interact in the 
adaptation of the individual.

11.7  Body and Postmodernism

The body is a metaphor, a container, a mirror or a barrier. It is the absolute place, the 
small fragment of space where I am, in Focault’s words, literally, embodied. “I can’t 
move without it. I can’t leave it where it is. I can go to the end of world, I can hide 
under the sheets, I can make myself as small as possible...it will always be there” 
[53]. The body has become a main topic of contemporary debate and tensions as the 
contemporary culture is dominated by the omnipresence of the body and the sub-
jecting of it to models whose reproduction is almost impossible for the vast majority 
of the population, especially for women. Many bodies feel increasingly greater dis-
satisfaction with their reflection in the mirror leading them to a path, often with no 
return, of continuous and dangerous modification of their bodies. Like Narcissus, 
who stunned by the sight of himself fell madly in love with his own image reflected 
in water and caused his own death by throwing himself in, a trend has been encour-
aged toward the continuous modification of the body, making it turn out its own 
show in front of the mirror.
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The body is the space in which living with each individual’s personal identity is 
embodied. As Foucault states [53]:

Est docile un corps qui peut être soumis qui peut être utilise’, qui peut être transformé et 
perfectionné. (Docile is the body which may be subjected, which may be utilized, which 
may be transformed and perfected.)

According to Laín Entralgo, the body is “the being of man”. The problem faced 
by modern man was already described by Nietzsche: “The most characteristic fea-
ture of modern man is the singular contrast between an interior to which no exterior 
corresponds and an exterior to which no interior corresponds”.

In 1976, Foucault wrote at the end of La Volenté de Savoir that sex has become 
“the imaginary point that each individual has to pass in order to have access to their 
own intelligibility, to the fullness of their body, to their identity. Intelligibility, full-
ness, identity. The confrontation with oneself has become a confrontation with a 
body from of which we cannot distance ourselves”. He stated “sex has become more 
important than our soul; it has become almost more important than our life”. As to 
describe the contemporary situation, it’s only necessary to replace the word “sex” 
with “body”. In our culture, the body has become more important than our soul, it 
has become more important than our life [45]. As was engraved on the temple of 
Apollo in Delphi “knowledge of oneself is the first step to wisdom”. “Know your-
self” is, at the same time, the cornerstone of philosophy, i.e. of a love for wisdom. It 
is the first rule of a life for which teaching was proposed. In the words of Heraclitus 
“knowing yourself has been imposed on all men”. Practical knowledge appears as a 
female figure holding an instrument in her hand, a very valuable one at the time, one 
that enables contemplation and knowledge of oneself: the mirror. He alludes to the 
importance of the mirror to act correctly; the wise individual must know himself/
herself. The mirror also reflects the reverse of knowledge in itself, as self- 
contemplation may have ill effects. This was, in Schopenhauer’s words, Narcissus’s 
big mistake [63].

In The Disciple [64], Oscar Wilde wrote that when Narcissus died, the nymphs 
roamed tearful as they missed his presence, and they went to the lake telling it: “You 
must certainly be missing Narcissus as he came every day to view himself in your 
mirror, in your waters”. The response from the lake was the following: “yes, it’s 
true; I miss Narcissus very much because every day when he came to look at me and 
to be reflected in my waters, I saw in his pupils, in his eyes, how beautiful I am”. 
This extract reveals a narcissistic relationship where one does not see the other but 
oneself in the gaze of the other.

There is, on the other hand, a disdain born from the body itself as a vulnerable, 
corruptible and finite biological space. The disdained body as flesh, weight, a bur-
den, makes it the spirit that vivifies, while the flesh is worthless. The world of art has 
used bodily distortion as a formula of expression of the modern man, as reflected in 
the work of painter Francis Bacon.

By not limiting itself to its physical dimensions and spreading out, the human 
body reaches much further from its skin covering, just like the dress and adornments 
that form part of the body have been incorporated and hence are a manifestation of 
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the individual itself, this being much more important in women where both the body 
and the body image are much more present in their identity. Care of the body and its 
different ornaments form a way of seducing and therefore achieving the gaze of oth-
ers. Even the Neanderthals used pigments for make-up [65]. Through body art, the 
human body perceives the world through its senses; and there is no feeling without 
contact. It is through the body that the world touches us. As the poet Paul Valery 
said: “There is nothing deeper than skin”. Artists such as Marina Abramovic say 
that what is corporal and suffering may be reconverted through art and performances 
in which the body is used as a canvas. The same occurs with the wounded bodies 
painted by Frida Kahlo, in which the wounds that take time to heal reinforce the 
artist’s creativity. Kahlo was able to transform the terrible chronic pain of the 
wounded body into pictorial reality.

In body modification culture, bodies, used as the location for the oddest modifi-
cations and freak and grotesque culture, form an expression of postmodernism, e.g. 
the carnal art of Orlan, who gives her body to artistic creation. She undergoes 
repeated plastic surgery with the aim of presenting herself as a work of art through 
a chin like that of Botticelli’s Venus or a forehead like the Mona Lisa’s. However, 
this is where the relationship of medical and patient power is inverted. She takes 
control in progressive body transformation [65]. Artists such as the photographer 
Cindy Sherman have used their own bodies to portray roles that are culturally 
defined as female, roles that are earmarked for women in the media using images 
from B movies: film star, housewife, naïve girl. Films in which women are pre-
sented as vulnerable, weak and even mad. Unlike the photographers who seek loca-
tions, Sherman seeks spaces that are interior, private, domestic and categorized as 
female. She shows photos of the female body that are increasingly dark, grotesque 
and fragmented. In the 1980s, she reduced the female body to its subproducts, 
vomit, menstrual blood, viscera and in her photos of the following decade, she 
equipped her body with real and invented prosthetics [65].

De Beauvoir [13] asserts that the female body must be the situation and instru-
ment of women’s freedom and not a defining and limiting essence. This conversion 
process, which cannot be said to have a beginning or an end, is open to resignifica-
tion. Hence, the body seems to be a set of individual and social limits. We women 
are fragments, pieces and incompleteness; thus, in this lack we find the origin of 
distress and associated psychopathology. Alluding to an original or authentic femi-
ninity is a nostalgic ideal, as philosopher Judith Butler asserts. Following de 
Beauvoir’s theory of “one is not born a woman but one becomes one”, she proposes 
that the current need to analyse gender is a complex cultural construction. Hegelian 
tradition entwines desire with recognition; the desire is always a desire for recogni-
tion and anyone of us constitutes a viable social being only through the experience 
of recognition. Insofar as desire is involved in social standards, this is linked to the 
issue of power and the person who meets the requisites of what is recognized as 
human versus the person who does not [24]. Female human bodies are very often 
disdained by others, and, as a consequence of this disdain, they are subject to abuse, 
ill-treatment, abasement and murder. Female desire represents a dangerous energy 
for the established order, and the female body finds itself between disdain and 
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exaltation. Many examples can be found in literature, cinema and history: the 
femme fatale, vamps with come-to-bed eyes, with a dark gaze, provocative clothing, 
the cult of romantic love and fatal destiny. The diva of this era is Marlene Dietrich 
in The Blue Angel. The dream of the First World War was the devil as a woman, the 
woman as desire, exotic and sophisticated. The Second World War saw the appear-
ance of pin-ups, girls with big cheeks. In the 1940s and 1950s, the most representa-
tive pin-up was Rita Hayworth, who was famously slapped in a scene showing the 
abuse of power [65]. By dint of this type of social determinism, servitude became 
voluntary and ended up finding pleasure in the renunciation of itself, as in the 
famous case of the triumphantly beautiful but ill-starred Marilyn Monroe, whose 
femininity was caricaturized until she took her own life; her sensuality laid in being 
tragic [65]. To censure the body is to censure, at the same time, the breath, the word. 
The subject is subordinated through language, and an individual prefers to exist in 
subordination than not to exist at all [24]. The pathologization of the female body 
has been a reality in the history of psychology, just as women do not appear in his-
tory until the nineteenth century. Practically the whole of history “anonymous was 
a woman”, as the writer Virginia Woolf [43] reminds us. In The Portrait of a Lady, 
Henry James explains:

“There is no such thing as an isolated man or woman; we are each of us made up of a cluster 
of appurtenances. What do you call one’s self? Where does it begin? Where does it end? It 
overflows into everything that belongs to us and then flows back again”. A kind of collage, 
with the hope that things endure, however divided and fragmented they may be, like any 
mind. The body seems to offer, in these conditions, the final anchorage point to cling onto. 
It is the anchorage point to be grasped as a being, to be organized, manipulated,  transformed, 
exceeded as a person or individual in the eyes of others. This post-human perspective raises 
questions about certainty over identity and reassurance about oneself, which are also altered 
by the discovery of other experiences and other constructions of the body through the work 
of feminist artists (Nancy Spero, Judy Chicago, Cindy Sherman, Barbara Kruger), homo-
sexual artists and queer culture. Queer culture, according to Beatriz Preciado [27], goes 
much further by suggesting that this dichotomy does not exist, without even a difference 
between a true femininity/masculinity and another, impostured one. All gender identity is a 
performance, a masquerade.

11.8  Body Image

Body image refers to one’s perceptions and attitudes related to one’s own physical 
characteristics, including thoughts, beliefs, feelings and behaviours [66]. This basic 
expression in the field of corporality was introduced by Schilder [67] in 1935, soon 
after the introduction of various concepts from psychoanalysis into the study of 
body schema. He also pointed out that this body image represents an emotional 
experience, as feelings are states of the self, and the self is, above all, a corporal self.

Schilder’s basic idea is that “there is no perception without action”. The postural 
model of the body is insufficient as it reflects a passive receiving subject while we 
can only be sure that a perception is correct when the manipulation of the object 
perceived is correct.
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Henri Wallon [68] sought new responses by studying the childhood origins of 
body awareness. According to him, the genesis of the awareness of the body is a 
function of the mirror, given that initially children identify the organs of others bet-
ter than their own. They quickly learn their mother’s breast or hands. Postural sen-
sitivity develops from the movements the mother makes with them. Children need 
to be moved and positionally changed because their bodies cannot be understood to 
be anything but a “body of relation”. The abstract and global idea of their body will 
not appear until they are at least 6–7 years old, when it can develop a symbolic func-
tion. Wallon attributes a leading role to the function of the baby as a tonic. When the 
mother takes the child in her arms, the latter becomes tense or flaccid, resistant or 
adaptable. Ajuriaguerra [69] goes further and develops a complete child psychopa-
thology based on corporality, classifying children according to body tone. The body 
is the language between mother and baby, and when there are problems, both must 
search the tonic relationship and work through caresses and relaxation techniques. 
This first mother–child communication gives meaning to the body as a vehicle of 
expression of human language for the rest of adult life.

The French philosopher Merleau-Ponty, connecting to the ideas of Wallon and 
Ajuriaguerra, disregards the psychoanalytic components of Schilder’s ideas assert-
ing that they are insufficient as the body schema is defined not through action but 
through the meaning given to it, which is its function. Merleau-Ponty [50] stresses 
the classic Heideggerian distinction in the field of corporality and speaks of a “body 
in itself, a body for self and a body for others”. The body’s function in each sphere 
is, for Merleau-Ponty, the unifying element. Hence, for example, to suffer a phan-
tom arm means to miss all the actions that only that arm could perform. The body’s 
practical field is conserved even when the anatomical one no longer exists.

Phenomenology has considerably enriched our knowledge of the experience of 
the body by enabling Cartesian dualism to be overcome. Setting out from the sub-
ject’s relationship with its world through the immediate contents of conscience that 
are phenomena, the body acquires a very special nature. This is the medium in rela-
tion to the world, but even more, it is the very condition of the experience lived. The 
body schema is the form of expressing that my body is in the world. There is no 
possibility of distinguishing the body as an object that I have from the body as the 
subject that I am. Marcel [47] expresses this in terms of “I am and I have body” and 
Marías [70] as “I am installed in my body”, that is, I am corporeality.

Until that moment, Cartesian dualism proposed that human nature was the union 
of the body (Res extensa) and the soul (Res cogitans), being the body a mere object, 
giving no place for any embodied cognition. For phenomenology, such a distinction 
is an abstraction, an intellectual construction, as the phenomenon we experience is 
of a unitary nature. Corporal experience is accompanied by the experience of a here 
and now, of oneself in the world, i.e. it is closely linked to the experience of time, of 
space, of the self and of the world.

Body and world form an entirety; quoting Ortega y Gasset, I am me and my cir-
cumstance [71]. I am someone corporal, linked for this reason, through corporeality, 
to worldliness. I am in my body and I am in my world [72]. Corporality is worldly, 
directed toward the world, related to it from its origin. If the world and the body 
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cannot be separated and if the body is essentially worldly, it has, therefore, to par-
ticipate in the world’s nature, just like the eye participates, in Goethe’s words, in the 
sun’s nature [40]: “Wär nicht das Auge sonnehaft/Die Sonne könnt es nie erblicken”; 
“were not the eye of the nature of the sun/how could it behold the sun”.

Therefore, motor functions are seen in their meaning, performance and expres-
sion. The process by which the brain constructs a body schema requires the integra-
tion of exteroceptive, proprioceptive and interoceptive information, with each other 
and with the executive activities of the movement associated with it, achieving this 
way a symbolic content that enables a harmonious and effective corporal experience 
and functioning [73].

In this process are involved the so-called mirror neurons, a group of neurons, 
both motor and sensorial, widely spread in some brain areas, which have been pro-
posed to be involved in the unconscious understanding of others mental states. 
When we witness a given facial expression and this perception leads to understand-
ing that expression as a particular affective state, we don’t just accomplish this type 
of understanding only through explicit inference from analogy. The other’s emotion 
is first understood by means of embodied simulation [74]. Unconscious and auto-
matically, we mentally re-enact what the other is doing, “as if” our brain recreated 
the neural processes being conducted in the other’s mind. This has been postulated 
to be at the base of empathy, among others, being thus at the base of the foundations 
of social relationships.

The cognitive–emotional genesis of the body image is learned and acquired 
through life. With the passage of time, the neurobiological mechanisms involved in 
body image are strengthened by experience, principally in childhood and adoles-
cence, a time when the neuronal networks making this possible are established. For 
this reason, every individual has a different concept of self-body image, which 
forms part of his/her personal experience [44]. The body remembers everything that 
it has experienced at any time and all is stored.

Somatic markers are emotional and of a different nature, aware or unaware, asso-
ciated with the brain’s representation of the body state to modulate the organism’s 
response beyond mere cognitive aspects. This involves emotional processes that 
anticipate the rational process, and these are established according to past emotional 
experiences, a concept introduced by Damasio [73].

The representation of oneself gradually develops from the age of approximately 
a year and a half [75], when a notion of “I” [76] and “I that I know” is acquired [77]. 
The visual recognition of oneself is the most frequently studied, but there are other 
important aspects such as emotions, especially embarrassment [78], empathy [79] 
and altruism [80]. The recognition of oneself is connected with autobiographical 
memories and with the ability to imitate [81]. Pretense and the denial of oneself are 
early signs of the ability to understand mental states, that is, of the presence of a 
theory of the mind [82].

For Schilder [83], body image transcends the knowledge of one’s own physical 
space in which corporal activity takes place to locate itself in a different temporal 
and mental space that enables one to be able to detach, imagine, symbolize and even 
distort the schema itself.
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Slade [84] describes body image as the picture we have in our minds on the size, 
the shape and the structure of our body and our feelings toward each of its constitu-
ent parts.

The ideal of the male body image has remained unaltered since the Greeks, with 
Michelangelo’s David of the Renaissance continuing to construct the ideal of the 
male image in the present-day collective imagination.

However, in the case of women, a great transformation in the ideal of beauty has 
occurred. Beginning with the prehistoric Venus of large proportions, through Titian’s 
fleshy Renaissance Venus, a progressive slimming of the body image that started in 
the nineteenth century with chlorotic women has been carried forward to propor-
tions that are impossible to reproduce nowadays without attaining a state of exces-
sive or even extreme thinness while retaining a large bust. Despite their impossibility, 
many women try to align with these sociocultural ideals, failing to achieve them. 
This perceived discrepancy between a person’s assessment of their actual and ideal 
body frequently results in body dissatisfaction, which has been related to conse-
quences for both physical and mental health, including depression, anxiety, low 
self-esteem and eating disorders. Research suggests that women and adolescent 
girls experience higher levels of body dissatisfaction than their male counterparts. 
The association between media exposure and body dissatisfaction and disordered 
eating among women and girls has been supported by extensive research. However, 
while mass media is considered to be the most influential and pervasive cause of 
body dissatisfaction, recent research demonstrated that social networks use is sig-
nificantly linked to body image and eating concerns. As the use of social networks 
has become an integral part of contemporary society, it needs to be taken into con-
sideration for further research [58].

Recent research has expanded the focus of eating disorders to include body 
image, body dissatisfaction and channels like the thoughts and cognitions on one’s 
own body affecting body image and the image that one possesses of oneself. Once 
cognitive schemas on the body are formed, they are maintained firmly and may give 
rise to distortions in the body image.

11.9  Conclusions

We are embodied. The body forms a nuclear part of our being. Through this review, 
we tried to present how anthropological and sociological aspects influence on the 
ways in which the body is presented under the influence of history and culture. 
From the corporeal experience, individuals, and especially women, possess a repre-
sentation of their body in which it is an instrument, an object for performing various 
functions of a social, reproductive and productive nature. Maternity and corporal 
realities are constituent elements of an identity marked by instrumentalization.

Although much more research is needed and we are aware that many of these 
theories are speculative, it seems necessary to include the gender paradigm in the 
psychopathology of the corporality that represents one of the pillars of the construc-
tion of our being in the world. The body seems to offer, under these conditions, the 
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final anchorage point to cling onto. It is the anchorage point to be grasped as a 
being, to be organized, manipulated, transformed, exceeded as a person or individ-
ual in the eyes of others.
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Abstract
There is a recurring confusion about the terms and names used to describe dis-
sociation and dissociative disorders. By this we mean somatic disorders, conver-
sion disorders, dissociative disorders, Briquet syndrome, depersonalization 
disorder or split personality disorder, to mention just a few, without clear-cut 
boundaries among these diagnostic entities.

In order to describe the psychopathology of dissociative symptoms, it is use-
ful to know the genesis of the disorder, the cultural-historical context that saw its 
birth and how it has evolved to the present day. We will be using the same term 
to refer to different clinical syndromes according to the age being dealt with.

It is common to relate dissociation with hysteria and hysteria with women. 
Today it is a well-known fact that these associations are not always clear. The 
idea of dissociation was coined by Pierre Janet in France in the late nineteenth 
century and was used to diagnose female patients who for the most part pre-
sented with hysteria, in a historical period and in a city in which hysteria was 
related solely to women. Prior to Janet, Charcot had already put forward a 
psychological explanation for hysteria, with traumas as triggers and somatic 
symptoms as the most significant manifestations. Freud later challenged the 
conversive mechanism with the dissociative one as an explanation for hysteria, 
and both terms have found their way into modern-day psychopathological 
descriptions, bringing about a chaos in terminology. We will try to shed light 
on the confusion created by the different terms and also try to prove that there 
is insufficient evidence to support the idea that dissociative disorders are pre-
dominantly found in women.
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12.1  Introduction

Modern-day psychopathology keeps dissociation and dissociative symptoms within 
the bounds of the psychopathology of consciousness. It defines dissociation as a 
restriction of the field of consciousness, which denotes a disruption in the normal 
and continuous flow of ideas, thoughts, perceptions, etc., that brings about a split 
between cognitive and perceptive elements and behavioural ones, the behaviour 
adopting automatic modes [1]. All of the processes involving a restriction of con-
sciousness have the following psychopathological elements: drop in the levels of 
alertness and attention, spatial and temporal disorientation, automatic behaviour, 
post-critical amnesia, absent delirium and partially preserved sensory reactivity. 
Other symptoms that are considered dissociative are the dissolution of the self or 
split personality, dissociative amnesia, depersonalization, derealization, auditory 
hallucinations [2], trance states [3] and somatoform symptoms.

We owe the term dissociation to Pierre Janet, since its genesis can be found in his 
désagrégation psychologique [4] and also to the reformers of the eighteenth-century 
associationism, such as Maine de Biran or Herbart, because they provided Janet 
with a conceptual framework, which was later elaborated upon by Sigmund Freud, 
another key figure in the emergence of the new concept.

Moving on we find the fin-de-siècle spirit, which reached its zenith in cities like 
Paris and Vienna at the turn of the century. The artists in Paris were familiar with 
Charcot’s theories about nervous diseases. Neurasthenia, whose root cause was con-
sidered to be the hectic pace of life in the city, became a fashionable affliction. 
Psychiatry had a strong influence on the spirit of the day, and there is a considerable 
overlap between the patients described by psychiatrists and the characters portrayed 
by novelists and playwrights.

Ellenberger [5] cites similarities between Janet’s Irene (1907) and Zola’s Pauline, 
from his work La joie de vivre, between Hofmannsthal’s Elektra and de Breuer’s 
Anna O and between Freud’s Dora and the characters in the short stories by 
Schnitzler. In this cultural-historical context, we can find a predilection for hysteria 
as the diagnosis for the women of the day. Consciousness and its alterations become 
increasingly important and inform the different conceptions that will illuminate 
psychology, psychopathology and clinical psychiatry [6] throughout the twentieth 
century.

In 1875 Eugène Azam spoke for the first time of the “French split personality”, 
embodied by Félida. He first described the case as “temporal amnesia”, later calling 
it “double awareness” and finally “split personality”. So many cases of split person-
ality were published during the nineteenth century that Ellenberger saw the need for 
a classification. It is important to point out that all of the cases involved women, 
Hélène Smith, Estelle, Mary Reynolds or Miss Beauchamp, and that only one man 
is mentioned, Ansel Bourne, treated by Williams James. An interesting point to 
debate is whether the proliferation of split personalities among members of the 
female sex was an epidemiological reality or simply the result of the cultural trend 
in vogue at the time. Two centuries later we can see how this mental disorder has 
evolved over time. Today its prevalence seems to be greater in the USA than in 
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Europe, and according to the latest studies cited in the bibliography, contradictory 
information exists about its prevalence among one sex or the other, undermining the 
notion that women are more prone to suffer from the condition.

But dissociation not only manifests itself in split personality, today called mul-
tiple personality disorder, but also underlies different mental disorders, with differ-
ent psychological and physical manifestations. Dissociation not only includes 
dissociative amnesia, depersonalization, derealization and fragmented identity but 
also, according to Pierre Janet and other psychiatrists working during World War I, 
a poor integration of somatomorphic components [7]. Different authors [7] have 
proposed the name psychological dissociation, instead of somatomorphic dissocia-
tion, to illustrate that many somatic symptoms have a dissociative mechanism at 
their core.

The extremely high number of women among those affected by these types of 
disorders in the nineteenth century must be understood as a cultural bias pertaining 
to the age. In this century the role of the female body was limited to maternity. 
Women were considered weak and prone to suffering from mental disorders [8]. 
Many women during this century were labelled as chronically sick [9]. In all likeli-
hood girls and women got sick in no small measure due to the horrible conditions 
imposed upon them, but few doctors at that time would have seen social factors as 
possible aetiological causes. Ross [10] reminds us of the pathological countertrans-
ference towards “hysterical women” at the Salpetriere and states that this attitude 
has been repeated in the twentieth and twenty-first centuries towards dissociative 
identity disorder. With the arrival of psychoanalysis and a new interest in female 
sexuality, the famous cases of Anna O and Dora appeared, treated by Freud, and 
these women were considered “hysterical, delirious or depressive” [9]. Once again 
discrimination was an important factor in the treatment of certain diseases, which 
were considered almost exclusive to women. The stress of modern life was cited as 
an aggravating factor that made nervous diseases in women even worse, since 
women were generally perceived as more delicate and sensitive.

But whether there is a preponderance of dissociative disorders among women 
over men is something that has to be ascertained. We will try to use all the facts and 
figures known at present to see whether the disorder occurs more predominantly in 
one sex or the other. We think it is important to find an explanation for the statistical 
data that can be found for different disorders and to elucidate if these depend on 
factors specific to women or factors determined by culture.

12.2  Janet and Systematic Anaesthesias

There is little doubt that the term dissociation had its origin in Pierre Janet, more 
precisely in his idea of désagrégation, at a very specific time and place in history, the 
French fin-de-siècle. Sigmund Freud also deserves a mention, because it is precisely 
around this time when references to the concept of dissociation start appearing in 
his work. He will soon drop the idea in favour of repression, and his theories will 
move in a new direction, leaving hypnosis behind and embracing the new ideas of 
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psychoanalysis. Both authors had conflicting views as to which was the origin of 
dissociation, but their studies overlapped at different points, often leading to the 
same conclusions.

Different concepts start appearing in the works of Pierre Janet (suggestion, sub-
conscious, narrowing of the field of consciousness, psychological misery, fixed 
ideas) that will lay down the foundations and blaze the trail for his désagrégation 
psychologique. His greatest work is L’automatisme psychologique (1889), the result 
of the research he carried out in the lab of Le Havre hospital, in which he expounds 
his theory of disaggregation [4].

It was thanks to his clinical observations of patients, and partial catalepsies, that 
Janet came up with the idea of partial consciousness, the dissociation of the content 
of consciousness in different compartments. He described women who performed 
actions subconsciously, that is to say “actions that had all the features of a psycho-
logical fact except one, which is that the subject is unaware of what he is doing in 
the moment he is doing it” [4].

Psychological automatism does not direct all conscious thinking but only a small 
group of phenomena partially separated from the overall consciousness of the indi-
vidual, which continue to act of their own accord and in a different manner. These 
partial automatisms have as their simplest form of expression partial catalepsies and 
suggestions by means of distraction.

For Janet ideas develop into acts. It is no coincidence that his psychological 
automatism should have carried the subtitle “Experimental-psychological essay on 
the inferior forms of human activity” [4]. Distraction, according to this author, 
seems to split the field of consciousness into two parts: one which remains con-
scious and another that the subject seems to be unaware of. The distraction would 
be equivalent to an anaesthesia, by means of which we can suggest acts but also 
hallucinations. While the distracted consciousness is occupied with other ideas, the 
suggested act is performed without the subject knowing about it.

By means of suggestion, Janet discovers that he can suppress certain sensations, 
producing in the subject partial blindness or deafness. A suggestion of a negative 
hallucination or systematic anaesthesia was used. The first term came from Bernheim 
(1886) and the second from Binet and Fére, the latter seeming more accurate to 
Janet, since he viewed the phenomenon as analogous to the systematic paralysis of 
movement [11].

Janet’s understanding is that during conscious perception of sensations, there is 
an operation in two stages. First there is a confluence of all of the sensations coming 
from the different senses, and then there is an active synthesis of these sensations as 
they cluster together and aggregate themselves to a given perception. It so happens 
that in the “distracted hysterical” [4] subject there are a set of sensations which dur-
ing the second operation escape from consciousness. They cannot be linked to the 
personality of the subject, and therefore, the self is not aware of them. Synthesis is 
weak and restricted.

Janet considers “systematic or even general anaesthesia an injury, a weakening, 
not of sensation, but of the ability to synthesize sensations rendering a personal per-
ception, all of which implies a true disaggregation of psychological phenomena” [4].
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We can see that this initial concept of dissociation, Pierre Janet’s psychological 
disaggregation, is a concept that stems from the analysis of somatic phenomena, 
partial catalepsies and systematic anaesthesia and that it describes “the dissociated 
body” of sick people, generally hysterical women. Even in the prologue to his phi-
losophy thesis, psychological automatism, he cites the names of four women, 
Léonie, Lucie, Rose and Marie, who were the women that Janet considered as hav-
ing “the conditions of a good psychological experience” [4]. Later, in 1898, Janet 
[12] published Névroses et idées fixes, in which he gathered all of the articles he 
published between 1891 and 1897 on the subject of different psychopathological 
disorders and their therapy, and which were the result of his work in the ward of 
Charcot in La Salpêtrière, treating hysterical patients, among whom were Madame 
D., Isabelle, Marcelle, Justine, Madame A., etc. One of the few references to male 
patients is the case of Achilles, who suffered from manifestations of demonic 
possession.

“It is undeniable that what gave hysteria coherence over a long period of time 
was its exclusively female nature” [13]. Pearce [14] outlines a remarkable text of 
Thomas Sydenham (1624–1689), a predecessor of Charcot who says about hysteria 
that women “are rarely quite free from it; those men who lead a sedentary or studi-
ous life are subject to the same complaint..., Men are less subject to it than women 
because of their more robust habit of body”. Also, in the seventeenth century, 
Thomas Willis and Lepois thought that hysteria might be applicable to men “given 
its lodging in the nervous stock, spanning the brain and the spinal cord”, remember-
ing the prevalent theory of sympathies.

Up until the twentieth century, three possible origins for hysteria were consid-
ered, the uterus, the brain and the nerves. The first option justified that only women 
should suffer from the condition, but later on its origin was generally thought to be 
located in the brain and owing to the analogy between crises of hysteria and epilep-
tic convulsions, it was determined that there had to be only one organ involved in 
the pathology. This is how the concept of hystero-epilepsy came into existence, 
consecrated by the Charcot school.

In this fin-de-siècle in París, hysteria continued to be a condition exclusively 
related to women. Records detailing manifestations of hysteria were always con-
nected with female patients. It was Charcot himself, however, who demonstrated 
that hysteria was also a male affliction. One of his students, professor Pierre Maire, 
said to his teacher: The most salient feature of Charcot’s work on the subject of 
hysteria, the main formulation that will not be lost and that will serve as a guideline 
to future generations of doctors, is his demonstration that male hysteria exists [15].

We cannot forget the historical context in which this shift to male hysteria took 
place. The most important phenomenon in the industrial world of the nineteenth 
century was the railway, which can be considered, in the words of Hacking, “the 
epic symbol of the psychologizing of trauma” [16]. The railway gave the very idea 
of accident its modern meaning, that is, among other things, that something can 
happen randomly or without apparent cause. The term railway spine appears, coined 
by John Eric Erichsen, to refer to those symptoms that did not match any recogniz-
able physical injury. Three years later Russel Reynolds [16] tries to demonstrate that 
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certain disorders such as paralysis, spasms or other alterations of the sensations 
might depend on the morbid state of a sole idea, or an idea together with an emotion, 
and such a formulation cannot elude being compared to hysteria. This syndrome 
was a chance for Charcot to turn hysteria into potentially male. Gynaecologists and 
obstetricians claimed this territory as their domain, so the best way to take the dis-
ease away from the gynaecologists was to declare that it belonged to both sexes. Up 
to then male hysteria was recognized but within the context of an “effeminate” [16] 
personality. Charcot [17] in his lessons on the disease of the nervous system (1887) 
discussed the symptoms that Russel Reynolds had described, provoking, by means 
of hypnosis, the symptoms in a male subject whose masculinity was beyond ques-
tion. Thus “memory, hysteria, hypnosis and physical trauma were closely linked 
together in the lectures by Charcot” [17].

After having worked for 6 or 7 years in Le Havre, Janet [18] arrived at La 
Salpêtrière and followed the teachings of his master Charcot, which ended with 
his thesis in medicine L’état mental des hystériques, in which he outlined and 
completed his studies on the subject of hysteria. According to López Piñero and 
Morales Meseguer [19], the historical foundations of Janet’s initial thinking 
could be traced back to his being a student first of Ribot and then of Charcot. And 
it is precisely Charcot’s contributions on fixed ideas, as core to certain neuroses, 
what formed the starting point of Janet’s theory of dissociation. In his work 
L’état mental des hystériques, the author explains the existence of purely somatic 
phenomenology whose aetiology is psychological, and Charcot is the first one to 
link these physical symptoms with traumatic phenomena. According to Janet 
hysteria is a mental illness in which there is cerebral stress and also very vague 
physical symptoms. There is a weakening of the field of consciousness which 
prevents certain sensations and images from being perceived, and they remain 
beyond the scope of personal perception and that lack of synthesis enables para-
site ideas to form, and since these are completely isolated from the control of 
personal consciousness, they manifest themselves as disorders in the physical 
appearance. These parasite ideas are the germ of Janet’s fixed ideas, which are 
the cause of mental accidents in hysterics and were the way Charcot explained 
traumatic hysteria.

Well, gentlemen: thanks to recent findings in the science of hypnotic neurosis, we have been 
able to intervene to a certain extent, and advance experimentation in the study of cases of this 
nature. We know that, in individuals in a state of deep hypnosis, it is possible to give birth to, 
by means of suggestion and intimidation, an idea, a coherent group of associated ideas, 
which settles in the mind in a similar way to a parasite, becoming isolated from everything 
else, and which can translate externally in corresponding motor skill phenomena [17].

Charcot devotes himself to the study of hysteria, which affects not only women 
but also men and children. It is a disease with multiple symptoms such as contrac-
tions, paralysis, anaesthesias, convulsions, hallucinations or deliriums. From 1878 
onwards he becomes interested in hypnosis, a method by means of which he can 
provoke in his patients the symptoms of hysteria, and he defends that hypnosis and 
hysteria are only possible in people with weak and degenerate nervous systems.
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Charcot is criticized by Liébeault and Bernheim who deny there is a link between 
hypnosis and hysteria and defend that the prerequisite that is necessary for hypnosis 
to be performed is suggestibility and not the mental disease. After this attack Charcot 
begins his work on the psychologizing of hysteria, and without forgetting its neuro-
logical grounding, he proposes a psychological explanation, admitting personality 
disorders caused by traumas as a triggering factor in hysteria. This approach permits 
a therapy to be developed, and such a therapy would be devised by two of his dis-
ciples, Freud and Janet [20].

At the end of the nineteenth century and beginning of the twentieth century, the 
role played by emotion in the triggering of hysteria became controversial. According 
to Janet past traumatic events that “were forgotten” remained active at the subcon-
scious level forming fixed ideas, endowed with a life of their own in a dissociated 
consciousness. From Janet’s point of view, emotion produced a state of dissociation, 
narrowed the field of consciousness and enabled the fixed idea to settle. From 
Freud’s point of view, however, emotion, because of its charge of excitation, sub-
mits the body to an overcharge that it is not able to get rid of through the normal 
channels of abreaction (release of emotional tension).

12.3  Freud and Conversion

In the Preliminary Communication of 1893, Freud and Breuer extend to all hysteria 
the pathogenic formula proposed by Charcot for hystero-traumatic paralysis.

Freud describes in this work two psychological operations in the process of trau-
matic neuroses [21]. First is a mechanism of dissociation, by means of which there is 
a rupture in the association between a function of the body and the rest of its psycho-
logical activity, and the second is a Clivage (Spaltung) which would keep this separa-
tion or diversion completely apart, to the point it becomes unbridgeable, leaving all 
these dissociated phenomena inaccessible to any form of association. In order for 
these mechanisms to kick in, there must be a charge of intense affective value. The 
difference between Janet and Freud’s understanding regarding this dissociation is 
that the former explains it as a result of a deficit in the synthesis function or a narrow-
ing of the field of consciousness, while the latter links it to the affective charge.

For Freud the cases of male hysteria described by Charcot could be paradigmatic 
for female hysteria, because it is in women and in a decidedly female world where 
he creates his theories. In these cases, the subjects suffered a trauma, a railway acci-
dent, which made them feel terrified, while in hysterical women experiences which 
could be considered traumatic could be found as content in their attacks, but it was 
not the memory that was in itself traumatic, rather, it had happened in a moment of 
predisposition, and that is the reason why it became a traumatic memory. Freud’s 
understanding is that this memory is unconscious, meaning it can be found in a 
second state of consciousness [22].

Freud assumes that the symptomatic complex of hysteria justifies the hypothesis 
of a dissociation of consciousness, with separate psychic groups being formed, but 
he does not share the views that were current at the time about the origin of such 
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dissociation. For Janet dissociation was a primary feature of hysteria and was depen-
dent on a genetic weakness in the capacity for psychical synthesis, which meant 
degeneration in hysterical individuals unavoidable, a hypothesis that is not shared by 
Freud. At the beginning this author was in agreement with Breuer’s “hypnoid states”.

The split of consciousness, as remarkable as double consciousness, in well-known classic 
cases, exists in a rudimentary way in all hysteria: therefore, the inclination to dissociate, and 
along with it, the emergence of altered states of consciousness, which we will summarize under 
the name of hypnoids, would be the fundamental phenomenon underlying neurosis [23].

The hypnoid states are singular states of consciousness, of dreamlike qualities, 
with a diminution in the associative faculty. Any representation emerging from one 
of these hypnoid states is excluded from normal associative connections, broke off 
from the remaining contents of consciousness, and as a consequence, dissociation 
appears, which is acquired and not primary [6].

In the aforementioned Preliminary Communication, the authors defend the idea 
that traumatic memories retain all of their emotional charge, and the same as a “for-
eign body” exert an influence on personality, a hypothesis that was backed up by the 
famous case of Anna O.

It will take Freud a long time to leave Breuer’s theories behind and formulate his 
concept of “conversion” in the so-called defence hysterias. Unlike Janet, who consid-
ered the dissociation of consciousness one of the defining features of hysteria, Freud 
[24] (1894) considered the capacity for conversion one of the defining features.

In hysteria, the unbearable representation is rendered harmless by transforming the magni-
tude of stimulus into somatic excitations, a process for which we propose the name of 
conversion. Conversion can be total or partial, and it happens to the motor or sensory inner-
vation more closely linked in one degree or another to the traumatic event. The mnemic 
footstep does not disappear because of it, but forms here onward the node of a second 
psychical group [24].

His theory explaining hysteria and its evolution can be traced in the medical 
histories of four of his patients, all of them women, from Breuer’s hypnoid state up 
to his concept of repression [6]. One can see the transition from the hypnoid hyste-
rias of Anna O and Katherina to the defence hysterias of Elisabeth and Lucy, in 
which the terms dissociation and repression converge, although this is always seen 
as a defence mechanism.

The concept of repression appears in Freud’s work (1894) for the first time in the 
neuropsychosis of defence [24] and on numerous occasions later on in his Studies 
on Hysteria (1895) [23]. Freud explains that the “dissociation of the contents of 
consciousness (the result of the act of repression) is a consequence of the volition of 
the patient, being set into motion by an effort of will power, whose motive can be 
determined” [24]. “I viewed the psychical spilt as a result of the process of repul-
sion, that I then called defence, and later on, repression” [24].

The growing importance of psychoanalysis, subsequent to the Studies on 
Hysteria by Breuer and Freud, made the concept of dissociation fall into discredit, 
and it was ultimately replaced by the model of repression. Both Freud and Janet 
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believed that psychological trauma played an important role in the forming of 
symptoms, but with the advent of Freud’s concept of defence, the psychoanalytical 
theory broke away from the theories about dissociation current at the time, and the 
popularity of what had been one of the most characteristic theories of the late nine-
teenth century and early twentieth century dropped until all interest in it all but 
disappeared [25].

12.4  Dissociation and Conversion in Modern-Day 
Classifications

The concept of dissociation found in the work of Pierre Janet does not refer to the 
same idea found in the work of Sigmund Freud, as we have already seen in this brief 
analysis of its conceptual and historical evolution. After the French fin-de-siècle, the 
term was used to describe psychopathology in a very different nosologic field, that of 
psychosis, bringing about a dramatic change in the understanding of the term. The 
main goal of this study of dissociation and the dissociated body is, however, con-
cerned with the fact that the notions of Pierre Janet have provided a framework for 
modern-day diagnostic manuals, both the DSM in the USA and the ICD in Europe 
[26]. In the changes that were proposed for the DSM-IV, we can already find the term 
“dissociative identity disorder” (300.14), instead of “dissociative personality”; “dis-
sociative amnesia” (300.12), instead of “psychogenic amnesia”; or “dissociative 
fugue” (300.13), instead of psychogenic fugue. All of these terms correspond with 
manifestations that can be explained by means of Pierre Janet’s dissociation.

Pierre Janet defined hysteria as a form of mental depression characterized by the 
narrowing of the field of personal consciousness and a leaning towards the dissocia-
tion and emancipation of the systems of ideas and functions that make up personality 
[27], these systems of ideas and functions belonging either to the psyche or the body.

Classically there have been different diagnostic visions between American and 
European psychiatry. The former has avoided the somatic manifestations of the dis-
sociative disorders, in such a way that the DSM-III-R defined the fundamental fea-
ture of dissociative disorders as “a disorder or alteration in the integration of 
functions connected with identity, memory or consciousness” [27] and in the 
DSM-IV [28] it was added that there could also be a disorder in the perception of 
the environment. We can see that in these diagnostic systems the somatoform symp-
toms are not considered of a dissociative nature but are labelled as a somatization 
disorder, pain disorder, conversion disorder, sexual disorder or dysmorphic body 
disorder. In stark contrast, the International Classification of Diseases, the ICD-10 
does contemplate that dissociation can affect somatoform functions. “Dissociative 
disorders have in common a partial or complete loss of the normal integration of 
memories from the past, self-awareness and immediate sensations, and control of 
body movements” [29]. This diagnostic manual only deals with dissociative disor-
ders presenting a loss of sensations or loss of, or interference with, movements. 
Disorders which may include further sensations such as pain are categorized as 
somatoform disorders, the same as somatization disorder. Multiple and ill-defined 
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complaints of somatic symptoms must be classified as somatoform disorders (F45) 
or neurasthenia (F48.0) [29].

We would like to point out once again how confusing such terminology is. In the 
ICD dissociative disorders (conversion disorders) are spoken of, under the assump-
tion that they are equivalent concepts, although, as we have already seen, they refer 
to different concepts, according to the two different authors that described them.

To complicate things further, a pseudodissociative crisis is classified in the ICD- 
10 [29] as a dissociative disorder but as a somatoform disorder in the DSM [26]. As 
already mentioned, in the American classification, the conversion disorder can be 
found among somatoform disorders and is defined as “the presence of symptoms or 
deficit that affects motor or sensorial skills, and that suggest a neurological disorder 
or some other medical condition” [28]. The current DSM-V renames conversion 
disorders as “functional neurological symptomatic disorder” [30] stressing the need 
for neurological tests (consistency in the test is a way of proving incompatibility 
between the symptom and well-known medical or neurological conditions)” [28] 
and also implying that the presence of relevant psychological factors cannot always 
be proven at diagnosis, which seems to give currency to the idea they should not 
always be linked to psychological disorders.

The opposite occurs in the case of the somatization disorder, which is now called 
somatic symptom disorder [30], clarifying that in order to reach this diagnosis, there 
must be somatic symptoms and moreover maladaptive thoughts, feelings and behav-
iours. Previously this disorder was defined as having somatic symptoms that 
couldn’t be explained medically, but in the current diagnostic, this criterion is con-
signed to conversion disorders and pseudocyesis because these are the only cases in 
which it is though that it can be demonstrated that the symptoms are not consistent 
with medical pathophysiology. There is a substantial difference between these diag-
nostic criteria and previous ones, since there is a break away from the classic under-
standing of the somatization disorder (or Briquet syndrome) belonging to hysteria 
and therefore of psychological causation. Thus the possibility of a new medical 
disorder that has not as yet been identified is opened up.

The future ICD-11 has replaced a new category of bodily distress disorder, which 
replaces all of ICD-10 categories within the group of somatoform disorders (F45.0) 
and, to a large extent, neurasthenia (F48.0), bringing these together under a single 
category. The only ICD-10 somatoform condition excluded from BDD is hypo-
chondriasis that has been placed within the grouping of obsessive-compulsive and 
related disorders. In both the proposed bodily distress disorder and somatic symp-
tom disorder, the most fundamental revision has been the abolition of the distinction 
between medically explained and medically unexplained somatic complaints [31].

The depersonalization disorder appears in the DSM-IV among the dissociative 
disorders, but in the ICD-10, it is classified in a category of its own, in the section 
“Other Neurotic Disorders” together with derealization, as if they were one and 
only. According to the DSM, depersonalization is defined as feeling of estrange-
ment or detachment from oneself [28], and there can be several different types of 
sensory anaesthesia, lack of affective response and feeling of loss of control of one’s 
own acts [28], while the ICD-10 speaks of the depersonalization-derealization 
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disorder, which “generally appear in the context of depressive illness, phobic disor-
ders and obsessive-compulsive disorders” [29], with no reference to dissociative 
disorders, although its definition is similar to that of the DSM.

There are few references in these classifications to the number of manifestations 
of these disorders in one sex or another. According to Gaviria [32], this approach 
has been minimal in the DSM-I (1952) and DSM-II (1968) and was probably due to 
the lack of research concerning the relation between gender and psychopathology. 
In the DSM-III (1980), there was a slight increase in the interest in sex/gender, and 
in the section on conversion disorder, it is said that there is no conclusive informa-
tion [32] but that globus hystericus is apparently more frequent in women. The 
DSM-III-R (1987) and DSM-IV continued making some headway in this area, and 
this time there was information about variations in the expression and length of the 
disorders according to gender that was included in the section called specific char-
acteristics including culture, age and gender [28].

In the DSM-IV, there are details about the somatization disorder “formerly 
known as hysteria or Briquet syndrome” indicating that it rarely affects men in the 
USA, but the high incidence among Greeks and Puerto Ricans suggests that cultural 
factors can affect prevalence according to gender. Prevalence was in any case vari-
able, between 0.2 and 2% in women and less than 0.2% in men, but this could be 
related to the fact that most doctors were male and in that case a bias may lead him 
to diagnose more frequently in women. The ICD-10 equally concludes that there is 
a greater prevalence among women, at least in some countries, without taking into 
account cultural factors. It does mention, on the other hand, a link with attention 
seeking behaviours (histrionics) [32].

There is only one reference to gender in the description of the depersonalization 
disorder in the DSM-IV-TR, where it is specified in symptoms dependent on cul-
ture, that in groups of patients it is twice more frequent in women than in men [33].

Conversion disorders appear more frequently in women than in men, in a relation 
ranging between 2:1 and 10:1, and many of these women later present with somati-
zation disorder. In the case of men, they find an association with the antisocial per-
sonality disorder, in military contexts and in accidents in the workplace [28], which 
could be interpreted as based on a sociocultural bias.

Dissociative amnesia is referred to equally in both classifications as affecting 
men less frequently, and only in extreme cases, such as men submitted to combat 
stress [28, 29], which definitely is, in our opinion, another cultural bias.

About the rest of dissociative disorders, the ICD-10 makes no further mention of 
gender, except in passing when it mentions that young teenagers of the female sex 
suffer more frequently from “moderate and transient variations of dissociative dis-
orders of voluntary motility and sensitivity” [29].

In the case of the DSM-IV, there are no distinctions between genders in the rest 
of the dissociative disorders, with the exception of the dissociative identity disorder, 
which is diagnosed between “three to nine times more in women than in men...”. 
Women tend to present more identities than men (15:8) by average [28].

In the DSM-IV-TR (2000), a great effort was made to broaden and deepen the 
scope of information related to gender [32], but in our opinion, at least in terms of 
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disorders related to dissociation, there is no additional information except that 
related to the depersonalization disorder.

In the recently published DSM-V (May 2013), many novelties have been intro-
duced that have been controversial [33]. In terms of the subject we are dealing with 
here, we have to point out that there is a different structure. The multiaxial evalua-
tion has been dropped, and there is a framework of information about age, gender 
and characteristics of development of the patient throughout the text. Prior to its 
publication, we find in the literature critical analysis of the shortcomings to be found 
in these manuals in terms of the knowledge gathered about variables of age and 
gender in psychiatric diagnostics [34, 35].

The dissociative identity disorder appeared in a completely different light in the 
DSM-V with more information being given about differences in gender although no 
specific aetiological explanation related to gender is provided or of any other kind. 
First it is stated that the condition is more predominant among women in adults, but 
there is no data about children. Denial of the symptoms and traumatic memories 
among men is postulated as commonplace, and this would account for a high number 
of false negatives. Among women, acute presentations are more common (flashback, 
amnesias, fugues, conversion symptoms, hallucinations or self-mutilation). Men 
present more violent or criminal behaviour, and the triggers for acute dissociative 
episodes are combat, being an inmate in prison or physical or sexual aggression [30].

With regard to dissociative amnesia, in the DSM-V, we find a brief mention of a 
greater predominance among women. This reference is contextualized within the USA 
and derived from only one “small” study [30] on the prevalence of the disorder over 
12 months: 1.8% (1% men, 2.6% women). Moreover it includes dissociative fugue 
within this disorder as just another feature and not as a separate diagnostic entity.

This manual follows the same criterion as the ICD and labels derealization and 
depersonalization as one and only disorder, but it remains in the category of disso-
ciative disorders. It adds a prevalence of the disorder of 2% and a ratio related to 
gender of 1:1, unlike previous manuals which claimed they did not have any infor-
mation related to this.

As for somatic symptom disorder, the DSM-V estimates a greater prevalence 
than the one put forward for the old somatization disorder owing to greater flexibil-
ity in the diagnostic criteria, the fact that symptoms that cannot be explained medi-
cally should not be demanded, and the smaller number of symptoms present and it 
estimates between 5 and 7%. Also, it does not specify, but it does mention a greater 
prevalence among women [30].

With regard to conversion disorder, the DSM-V points to but once again offers 
no explanation for the claim that the disorder is two to three times more common 
among women than in men [30].

North [36] examines the chronicle efforts to classify the somatoform syndromes 
and proposes a new phenomenologically based classification scheme for the disor-
ders along the axis of somatization/conversion/dissociation/borderline disorders. 
This classification is more compatible with the agnostic and atheoretical approach 
to diagnosis of mental disorders used by DSM-V.  It allows for some diagnostic 
overlap and uses a new term “oForm” to refer to the categories of somatoform and 
psychoform symptoms.
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12.5  Female Gender in Dissociative Disorders

We start from the assumption that there seem to be differences in how psychical 
symptoms are perceived in men and women though this premise could be question-
able according to other variables as social class, ethnic group or cultural environ-
ment. In our sociocultural context, women present more often a subjective perception 
of lower psychical well-being, worse quality of life and worse state of health than 
men and tend to use health services more often [37].

Assuming traumatic events as factors of vulnerability and triggers of mental dis-
orders, it is known that if these traumatic events take place during infancy, they are 
more serious. Thus suffering from sexual abuse in infancy increases the risk of suf-
fering from anxiety disorders. There is, moreover, a different response to a psychi-
cal trauma according to gender. In general, women suffer a lower number of 
traumatic experiences, but they are more vulnerable to them [38].

DSM-V describes a subtype of post-traumatic stress disorder which is called 
“dissociative”, which is characterized by dissociative symptoms. Evidence comes 
from studies about adults and children, which include functional neuroimage, as 
well as different types of trauma, including sexual and physical abuse in childhood 
and traumas associated with military combat. Levy Yeyati points out this diagnosis 
is still being searched of a cross-cultural validity because nowadays it’s not used 
globally [39].

Briere et al. propose a new construct, dissociative complexity, that is phenome-
nologically and empirically different from a unidimensional index of dissociative 
severity and represent the overall breadth or complexity of an individual’s dissocia-
tive response. This was higher among prisoners and women [40].

Studies estimate a prevalence of sexual abuse in childhood in this disorder as 
being 20% for women and 8% for men [41]. In a study with veteran soldiers, it was 
found that 15% of men and 8% of women suffered from post-traumatic stress disor-
der 15 years after having served in Vietnam [42]. These international studies dem-
onstrate that boys have a greater probability compared to girls of suffering or being 
threatened with physical aggression or having a friend or relative who has been 
assaulted [43]. They also have a greater chance of being hit by a car, getting hurt in 
a playground and being a witness of violent confrontations. In contrast with this 
data, girls are at greater risk of sexual assault [43].

Another study found that girls were twice more likely than boys to be in the 
PTSD-DISS (PTSD with dissociation) [44]. On the other hand, other studies found 
few gender-related differences were noted between male and female veterans with 
histories of military sexual trauma, compared to military combat trauma [45].

Traumatization has been found very common among adolescents; emotional 
traumas are linked to higher rates of dissociation, especially among girls [46].

A new clinician rating measure, the symptoms of trauma scale (SOTS), has 
proved reliability and validity. For men, SOTS scores are associated with child-
hood sexual and emotional abuse, whereas for women SOTS scores are more con-
sistently and strongly associated with childhood family adversity and self-reported 
PTSD symptoms. Results from this scale provide directions for research on gender 
differences [47].
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Among functional neurological disorders, women endorsed increased past phys-
ical/sexual trauma comparing to men who reported higher rates of cognitive com-
plaints and functional weakness [48].

The forthcoming 11th version of the International Classification of Diseases 
(ICD-11) proposes two sibling disorders with new criteria for these trauma-related 
disorders and defines post-traumatic stress disorder (PTSD) and complex post- 
traumatic stress disorder (cPTSD) as separate disorders. Several studies have tried 
to test this proposal [49–51]. An ICD-11 cPTSD diagnosis was distinguished from 
an ICD-11 PTSD diagnosis by higher levels of dissociation, depression and border-
line personality disorder [52], and cPTSD identifies a distinct group who have more 
often experienced multiple and sustained traumas and have greater functional 
impairment than those with PTSD [49, 53]. Hyland et al. found that being female 
increased the risk for both PTSD and cPTSD classification [53].

We continue to link hysteria with the female gender today. There is a widely held 
belief that dissociative symptoms and disorders are predominantly found in women. 
Empirical studies in the general population and in different clinical trials indicate 
that there are no differences between genders [54]. One explanation that has been 
postulated to account for this apparent prevalence of dissociative disorders among 
women is that women resort more often to health service providers while the condi-
tion is usually identified among men in law-related environments such as prisons or 
forensic institutions [55]. A study in New York [56] did not find any differences in 
gender in the distribution of dissociative disorders. There is a general belief, based 
on clinical observations and pointed out in the DSM-V [30], that among clinical 
populations, male patients easily hide their symptoms and histories of trauma. On 
the other hand, Sar et al. [57] found in a Turkish study, among high-performance 
university students, that the male students reported more traumas during childhood 
than the female students.

There are other explanations, determined culturally, that would explain a greater 
prevalence of dissociative disorders among women, as demonstrated by Wolfrad 
[58], in his study seeking the relation between dissociative experiences, anxiety 
features and paranormal beliefs among a sample of students, in which these were 
more frequent among women along with higher scores in dissociative experiences. 
Along the same lines, Pires [59] demonstrated that there was a greater psychologi-
cal impact on women than on men who have suffered a car accident, but they do not 
find any significant differences between genders when looking at the peritraumatic 
dissociation.

Other studies, the vast majority, demonstrate there is a greater prevalence of dis-
sociative and somatoform disorders among women. Nicolai [60] offers different 
explanations for these differences in the prevalence according to gender, and one of 
them is the attachment disorder and abuse in the childhood of these women.

Zona [61] has studied longitudinally the impact of exposure to violence among 
city teenagers. For both sexes an increase in the number of symptoms were pre-
dicted prospectively (externalization, internalization, post-traumatic stress disorder 
and dissociation). The boys referred on average greater exposure to violent situa-
tions, while the girls were more prone to suffering dissociative experiences, 
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suggesting different specific paths dependent on gender, in terms of the specific 
psychopathology of the trauma.

Some of the results of the study are of special interest to clinicians who treat 
somatizations or other somatoform disorders without a clear medical etiology.

ACE (The Adverse Childhood Experiences) [62] in which a direct relation is 
found between the probability of sexual abuse in childhood and the number of med-
ically inexplicable symptoms in adult age. Women have a 50% greater probability 
of having suffered five or more categories of adverse experiences in childhood.

Felitti et al. [62] consider that this is key to understanding the greater propensity 
women have to suffering health problems such as fibromyalgia, chronic fatigue syn-
drome, obesity, irritable bowel syndrome and non-malignant pain syndromes.

Many studies find a higher prevalence of conversion disorders among women 
[63], although this difference can vary according to the type of disorder. Stone et al. 
[64] found that the proportion of women was lower in cases of psychogenic weak-
ness syndromes than in cases of epileptic pseudocrises.

Non-epileptic psychogenic crises are recognized in all studies as being more 
prevalent in women than in men [65, 66], which seems to be consistent with a 
greater prevalence in conversion disorders as well, and both are included among 
somatoform disorders in the DSM.

Against hypotheses explaining this prevalence of conversion disorders in women, 
which would focus on cultural differences, we refer to the comparative study by 
Cubo et al. [67], who finds a higher prevalence of psychogenic movement disorders 
among women in different healthcare settings in the USA and in Spain. Another 
study found that psychogenic movement disorders are equally prevalent among 
women and men [68].

12.6  Conclusions

Dissociative symptoms are present in different psychiatric disorders, if current diag-
nostic classifications such as the recent DSM-V or the forthcoming ICD-11 are used 
as a yardstick. In order to understand the psychopathology of dissociative symp-
toms, it is important to know in what cultural-historical context the concept of dis-
sociation was born and what paths its evolution has followed throughout the history 
of psychiatry. Down through the years, other related concepts have appeared coined 
by different authors, among them Jean Charcot or Sigmund Freud.

Different psychological theories have tried to explain somatic and psychogenic 
symptoms, those whose medical aetiology is unknown, and links to hysteria and its 
phenomenology have been discussed. All of this has culminated in a considerable 
amount of confusion when it comes to concepts and terminology that we have tried 
to clarify insofar as that is possible. From Pierre Janet and his desagrégation psy-
chologique to Sigmund Freud and his conversion, or the somatization disorder 
described in the DSM-IV, there is a descriptive psychopathology which is constantly 
changing. This conceptual foundation has been addressed in the latest diagnostic 
manuals, but unfortunately only adding a new dimension to the confusion.
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Dissociation has always been related to hysteria and hysteria with women. We 
have tried to find the cultural and historical basis accounting for this prevalence in 
the nineteenth century, which is when the concept was born, and remind our readers 
of the medical references to male hysteria described at the time, now for the most 
part forgotten but which were an important part of Charcot’s casuistry and his 
description of traumatic hysteria. Split personality or demonic possession was a 
condition in no way exclusive to women, and these are clearly considered dissocia-
tive disorders in modern-day psychopathology.

Epidemiological studies indicate that there is a prevalence of conversion disor-
ders among women, but dissociative disorders do not seem to appear in the same 
numbers, and findings are more controversial, excepting some isolated study [44] 
that differentiates PTSD from PTSD with dissociation, being the latter more preva-
lent in girls. There is no explanation as yet for this statistical difference, and it is 
possible that there may be a reason, dependent on gender psychopathology, account-
ing for the greater prevalence of somatoform disorders among women. This leads us 
to the conclusion that further studies are required and that more interest in the field 
of mental health care for women is desirable. We need to incorporate gender per-
spective if we want to get a quality science.
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Abstract
Dysmorphophobia is a concept that challenges psychiatric epistemology. 
Throughout history, it varied from psychosis to neurosis and from symptoms to 
syndrome. Throughout the present chapter, we broach the pathoplasty of body 
dysmorphic disorder according to gender differences in prevalence, analysing 
its symptoms from a gender-based perspective. Considering a biopsychosocial 

I am writing as an ugly one for the ugly ones: the old hags, the 
dykes, the frigid, the unfucked, the unfuckables, the neurotics, 
the psychos, for all those girls that do not get a look-in in the 
universal market of the consumable chick.
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perspective, we will analyse the main factors surrounding this disorder, taking 
into account the influence of social gender stereotypes and beauty ideals.

The anthropological investigations and history have brought to light the 
importance of sociocultural factors surrounding the aesthetic aspects of body 
image. Since men/women became self-conscious, they had suffered baseless 
fears about his deformity or ugliness, especially since specular surfaces began to 
abound.

Body dysmorphic disorder (BDD) or dysmorphophobia is an underdiagnosed 
disorder characterised by an excessive preoccupation with a perceived physical 
defect or with an overestimation of the trivial existent one. Interference caused 
by the symptom is produced; the worries are very time-consuming having a sig-
nificant impact on the psychosocial functioning of the individual, what distin-
guishes BDD from ordinary or “physiological” preoccupations with physical 
appearance.

13.1  Introduction

Historical and cross-cultural literature suggests that since classical times, people 
consider the human body and the appearance as an object of a particular aesthetic 
and symbolic investigation. Appearance and image have occupied the minds of the 
human race and have been associated with perceptions of body embodiment and 
social distinction. It has been described numerous factors related to a vulnerability 
in biopsychosocial characteristics about body image. Among them, the study of 
pathological ideas about their own body has attracted medical society attention.

The term body dysmorphic disorder (BDD) has changed over time and has 
always been at the centre of the controversy since its classification as a mental dis-
order. Some authors have proposed this disorder as an independent nosological 
entity of a problematic location. It has been argued whether to include or not in the 
“Obsessive-Compulsive and Related Disorders” section in the fifth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-V) [1]. From a psy-
chopathological point of view, it is still doubted whether its main manifestation 
consists of an obsessive idea, an overestimated idea or a delirious one.

Etiologically, BDD is derived from the Latin term “dysmorphia”, which refers to 
“an alteration or malformation of the body form”. It consists of an intense fear or 
rejection (from Greek phobos) to be deformed (from Greek, dismorfia; without 
form) or aesthetically ugly. Some authors have investigated the origins of this term, 
reporting histories from ancients Greeks. The term comes from the word “dysmor-
phia”, which was used by the historian Herodotus in the fifth century, referring to 
“the ugliest woman of Sparta”.

By the end of the nineteenth century first introduced the term dysmorphophobia 
in the medical literature by the Italian psychiatrist Enrico Morselli. He described in 
his article, entitled “Sulla dismorfofobia e sulla talefobia”, the term dysmorphopho-
bia as “a subjective description of ugliness and physical defect which the patient 
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feels is noticeable to others” [2]. This psychiatrist described dysmorphophobia as an 
“obsessive and devastating idea” about body deformity and classified it as a rudimen-
tary paranoia or abortive monomania that affected the integrity of the individual [2].

The dysmorphophobic patient is miserable; in the middle of his daily routines, conversa-
tions, while reading, during meals, in fact everywhere and at any time, is overcome by the 
fear of deformity... which may reach a very; painful intensity [2].

Other examples of historical references for this term include different authors 
during the last two centuries. It was in the last years of the nineteenth century and 
the first years of the twentieth century when different authors approach the clinical 
phenomenology associated with this term.

Some authors of historical reference include those studies of Hanns Kaan, who 
in 1982 published in his book “neurasthenia and obsession” some case studies about 
fears of ugliness. Some years later, the French psychiatrist Pierre Janet (1905) 
encompasses the term dysmorphophobia inside his psychasthenic syndrome and 
mentions it as part of a compulsive neurosis nature, which he describes as “the 
obsessions and of the shame of the body”, also of the nosological phobic-obsessive 
nature [3]. In fact, Pierre Janet was considered the first person who described the 
first possible use of behaviour therapy in these patients. Contemporary, Ernest 
Dupré explained in 1907 the fears of ugliness as a result of a disturbance in inner 
proprioceptive information [4].

Finally, among other authors, Korkina and Morozov realised a revision at the 
beginning of the century, where they registered that some Russian authors as 
Korsakov, Betcherev and Suchanov had already documented similar clinical phe-
nomena. In fact, Osipov is considered to introduce in Russian psychiatry the term 
dysmorphophobia, by describing the case of a 27-year-old woman who believed she 
was “too tall” and had “the lower part of the face” deformed [3, 4].

The term “dysmorphophobia” probably came into English in the translation in 
1909 of Tanzi’s textbook of Mental Diseases, where for the first time Morelli was 
mentioned in the section of obsessive ideas [5]. Following this, it was in 1909 when 
Kraepelin in his chapter on “Die Zwangsneurose” legitimised and classified the 
term dysmorphophobia as a compulsive neurosis, but without mentioning Morselli. 
Kraepelin made a description of the same clinical features and symptomatology 
under a different term (“ereuthophobia”). Since then other terms appeared in order 
to describe the same term with a different name, including the shame of body, the 
psychosis of ugliness or hypochondria of beauty, among others [4].

One of the most famous cases described by Freud was the “Wolf Man”. Freud 
reports this patient as a compulsive neurosis, in which the patient, a Russian aristo-
crat, was preoccupied by imagined defects of his nose. Subsequently, Brunswick 
denominated it as a hypochondriac paranoia. He detaches how observation of the 
facial ugliness through a pocket mirror turns into the centre of the whole life of the 
patient [3, 4].

To come up with the “neurotic” end of the term, the term dysmorphophobia first 
appeared in 1980 in the third edition of the International Classification of Mental 
Disorders (DSM-III) [6]. It was included as an atypical subtype under the 
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somatoform disorders section. In this edition, due to this disorder was described as 
an atypical somatoform disorder; it was not specified its diagnostic criteria. It was 
in 1987 when the term BDD was first introduced in DSM-III-R, to describe a type 
of somatoform disorder of non-delirious nature. It was described and characterised 
as a preoccupation with an imagined or trivial defect in appearance. Indistinctly, the 
delirious ones will be included in this classification in another epigraph, under the 
delusional disorders in the somatic type section.

The following classifications DSM-IV and DSM-IV-TR keep the concept. They 
add to it the criteria of “clinically significant defect or deterioration in the psycho-
social functioning” [7]. ICD-10 includes both, BDD and non-delirious dysmorpho-
phobia in hypochondriac categories (F45.2) and the above-mentioned delirious 
dysmorphophobia – in delusional disorders [8]. In spite of giving a new name to the 
combination of the diverted attitudes termed “body dysmorphic disorder”, they did 
not dissipate the conceptual ambiguities caused by “dysmorphophobia”.

Finally, due to the evolution of the concept associated with BDD, and with the 
launch of DSM-V in 2013, they point out the importance of the repetitive behav-
iours and the acts associated with the worries about physical defects. Therefore, 
BDD has been moved to the section on obsessive-compulsive and other related 
disorders. While in the DSM-IV criteria for BDD disorder refereed to an “imagined 
defect”, this has been clarified in the new edition to refer to a preoccupation with 
“perceived defects or flaws”. Moreover, these symptoms must reach significant dis-
tress in patients’ life and are associated with “marked functional impairment across 
multiple domains” [1]. The delirious types are not included anymore in the delu-
sional disorders of somatic character. This presentation belongs to the BDD itself, 
specifying the absence of “insight” or delirious belief [9].

In the tenth edition of the International Classification of Diseases and Related 
Health Problems (ICD-10) [8], BDD was not an independent diagnostic category 
but instead was listed as an inclusion term under hypochondriacal disorder section. 
Currently, and in recognition of its distinct symptomatology and prevalence, it has 
been proposed for the ICD-11 the inclusion of this disorder in the new “Obsessive- 
Compulsive and Related Disorders” chapter, closely related to the DSM-V criteria 
[10]. However, the WHO ICD-11 Working Group has not proposed including a 
specifier for muscle dysmorphia in the BDD, arguing that these symptoms are not 
of sufficiently different from other perceived defects of this disorder [10].

13.2  A Nosological Issue: Symptom or Syndrome

Over the last decades, one of the main topic questions related to body dysmorphic 
disorder (BDD) diagnoses was whether it should be considered an isolated noso-
logical entity itself or not. Some authors believe dysmorphophobia could be a non-
specific symptom that can result in a variety of psychiatric syndromes, while others 
consider it to be a separated entity [11]. Already in 1984, Cristopher Thomas stands 
up for an average term, pointing out the possible existence of primary and second-
ary forms, to distinguish cases of principal disorder from the ones with the 
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dysmorphic symptoms, secondary to other psychiatric conditions, including depres-
sion, schizophrenia, personality disorders and severe neurosis [12]. It has been 
widely described in the literature that BDD shows high lifetime comorbidity rates 
with other psychiatric disorders, especially with depression, eating disorders, social 
anxiety and obsessive-compulsive disorder (OCD) [13].

Other authors have proposed high comorbidity of BDD with Axis II disorders. 
When considering the presence of Axis II disorders among patients with BDD, they 
detached as the most common diagnosis the presence of cluster C disorders, including 
avoidant personality disorder, dependent personality and the obsessive- compulsive 
one. Furthermore, the dysmorphic alteration as a symptom has been associated with 
depression, obsessive mood, personality disorders and anorexia nervosa [13, 14].

Since the inclusion of BDD in the “Obsessive-Compulsive and Related 
Disorders” section in the fifth edition of the DSM, it has attracted critical debate and 
controversy. The relation assumed among these disorders has been challenged on 
both theoretical and empirical grounds, with only a few direct investigations assum-
ing this association. A recent systematic review published in 2017 found that BDD 
and OCD shared some similar features, such as sociodemographic features, age 
onset and illness course or symptom severity. Conversely, these authors founded 
that BDD patients show worse illness insight and course, social anxiety and greater 
shame associations compared to OCD [15]. When considering the excessive preoc-
cupation about the perceived defects, it seems evident that these patients would 
suffer from higher levels of anxiety and dysphoria related to repetitive and excessive 
thoughts and behaviours.

The classification of BDD in the “Obsessive-Compulsive Disorders” chapter was 
based on assertions of overlapping symptomatology between BDD and OCD in 
some characteristic features, as symptom presentation, comorbidity patterns and 
other genetic and biological considerations. Despite that, these results highlight the 
need to introduce new and more exhaustive methods to undertake the study of cur-
rent models and nosology of this complex disorder.

13.3  Dysmorphophobia: From Psychosis to Neurosis

As it was referred in the historical antecedents, the qualifying tradition in different 
editions of the diagnostic and statistical manual of the American Psychiatric 
Association included body dysmorphic disorder under the somatoform disorder 
section. However, as we have already seen from the historical evolution, the relation 
between obsessive-compulsive disorder (OCD) and body dysmorphic disorder 
(BDD) seems far from clear [16, 17].

The constant concern about one part of the body can be contemplated, from a 
descriptive point of view, as an obsession while repetitive checking, camouflage 
behaviour and searching for reaffirmation as compulsive behaviour [18]. On the one 
hand, many authors, such as Janet, Dietrich, Corbella and Rossi, Noto-Campanella, 
Tomkiewich and Finder, Schachter, Hay and Alby, among others, consider dysmor-
phophobia as an obsession, suggesting that they are a part of the 
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obsessive- compulsive spectrum or a type of OCD. More than a century ago, Morselli 
noticed that BDD patients presented an obsessive-compulsive behaviour similar to 
OCD.  Other authors, as mentioned previously, accounted for this classification. 
Among them, Janet classified BDD within a group of syndromes similar to OCD, in 
his description, as an “obsession with the shame of the body”. Later, Solyom and 
colleagues suggested that BDD could be considered an “obsessive psychosis”, an 
atypical and malignant form of OCD. In fact, during the development of DSM-IV, 
the possibility of classifying BDD in the same section as OCD was evaluated. 
Nevertheless, according to other authors, this theory was insufficient as it only takes 
into consideration the repetitiveness of the conducts, ignoring other phenomeno-
logical variables surrounding this disease. For that reason, and because of the lack 
of consensus and scientific rigour, this theory was rejected [19, 20].

On the other hand, the dysmorphic idea is far from being absurd for these patients. 
They are not aware of the senseless of their worries. In this aspect, we deal with two 
types mentioned by Schachter: one that is close to obsessions (dysmorphic complex) 
and another which is a more delirious one (dysmorphic delusion). They are based on 
the similar attitude of acceptance or rejection that they have. He thinks that the dif-
ference between an obsessive idea and a delirious idea cannot consist only in a dif-
ference of attitudes towards it, as it is not a specific feature of any of them [21].

It is found that the difference lies in the disturbance self-consciousness that 
occurs in the delusional idea itself and not in the obsessive one [22]. The first one is 
experienced as a duty, a siege outsight of the self. However, the obsessive one does 
not lose the sense of one’s own experience and self-activity. In fact, one of the new 
changes introduced in the DSM-V includes that delusional variant of BDD (includ-
ing those patients convinced that their defects are truly abnormal appearing) is no 
longer encoded as a type of delusional disorder but a BBD “with the absent insight/
delusional beliefs” specifier instead [1].

The reality is that a dysmorphic idea can be considered closer to an overvalued 
idea. However, due to the lack of attention of psychopathology to overvalued ideas 
and considering that the origin of the disorder is not very clear, this poses a signifi-
cant challenge in understanding its nosological position. The self-referential touches 
that sometimes have these tables owe to the fact that what matters to the patients is 
their appearance. This is why these patients feel being observed, but all this without 
the phenomenon’s losing its anancastic character and without the diagnostic criteria 
of schizophrenia being accomplished [23].

Therefore, it is objectified that there is a red line in considering the separation of 
BDD from a delirious somatic disorder. For that reason, it is complicated on many 
occasions to separate these disorders, as the boundary between the overvaluation of 
the aesthetic defect and the delirious certainty sometimes is very vague [24]. Some 
authors consider that both disorders are different, considering that overvalued ideas 
and delirious ideas cannot be at the same time about one aspect [25]. They allude 
that dysmorphic ideas can be presented as a simple, unimportant transitory preoc-
cupation, forming obsessive neurotic syndrome of a very disabling character, and, 
in other cases, as a real hypochondriac delirious psychosis.
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This difficulty in classifying beliefs and thoughts that show people who have 
BDD can make us consider that there is no one-of-a-kind way of thinking and that 
the latter can vary from light convection of the overvalued ideas to the delirious 
ideas [26, 27]. Philips and colleagues make a demonstration of the patients without 
any difference between delirious and non-delirious subtypes in most of the exam-
ined variables, including the response to treatment. Therefore, these authors and 
their contributors conclude that “a dimensional approach characterized by different 
degrees of conviction seems to be more precise than a dichotomous approach” [28, 
29]. As it was shown in the evolutional development of the concept of BDD, this 
dimensional continuity makes clear that the difficulty in indicating the limits of 
BDD is still an aspect of considerable controversy.

13.4  Gender-Based Epidemiology

BDD is a relatively common disorder. In population-based studies with adults, the 
point prevalence rates of BDD range from 0.7 to 2.4% based on DSM-III or DSM-IV 
criteria. When considering the DSM-V criteria, the estimated prevalence in adults is 
2.4% (2.5% in women and 2.2% in men) [14]. Indeed, recent studies published over 
the last years have accounted for a little bit higher prevalence of 3.3% [30].

Moreover, when considering other medical affections, individuals suffering from 
BDD frequently use or seek more medical consultations compared to the general 
population. Between them, dermatology and cosmetic surgery seem the most 
prevalent.

Some authors have examined the prevalence rate of BDD symptom criteria in 
patients suffering from dermatologic issues and found that around 9–15% of these 
patients scored symptoms for BDD criteria [14]. This issue has also been examined 
in other medical samples, finding surprising results. In Europe, it has been described 
that approximately 3–16% of patients requiring aesthetic surgery meet specific cri-
teria for BDD [14]. These results have been supported and replied in the United 
States, with rates of prevalence among 7–8%.

Considering these results, we face with a lack of information related to this com-
plex disease. When considering epidemiological studies, it seems clear that there 
exists a lack of information related to gender differences presented in this disorder. 
Most of the authors point out the need to research the impact of social and cultural 
factors surrounding this disorder.

Recent studies carried out in adolescent samples across the world had shown a 
significant prevalence of BDD in females than in their counterparts. Mollmann and 
colleagues carried out a self-report study of BDD by DSM-V symptoms in a German 
student sample, discovering a general prevalence of 3.6%. Not surprisingly, 81.8% 
of those individuals were female [31]. Moreover, nationwide population-based 
studies carried out in twins have shown that general prevalence of clinically signifi-
cant BDD symptoms was estimated around 1–2%, with a higher prevalence in 
females, compared to males (1.3–3.3% vs. 0.2–0.6%) [32].
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Among clinical symptoms of the BDD, the presence of suicidal ideation and 
suicidal attempts has been described. Frequently, those symptoms are misdiagnosed 
and associated with other psychiatric illnesses, such as depression or anxiety disor-
ders. As compared with patients suffering from an obsessive-compulsive disorder, 
and concerning the similarities among them, BDD patients account for high rates of 
suicidality. BDD has also been associated with strikingly high rates of suicidality; 
reported rates of suicidal ideation range from 17 to 77%, while rates of suicide 
attempts range from 3 to 63% [33]. Despite those results, and as said before, the 
authors focused on the scarce of information about this disorder.

BDD is a disorder insufficiently studied and, according to some authors, proba-
bly underdiagnosed. Searching literature, only a few studies take into consideration 
a gender-based analysis. Beyond these concerns, it has been highlighted that BDD 
has been relatively understudied and that there is a lack of knowledge regarding 
specific aetiological mechanisms underlying this disorder.

Moreover, and as a recurrent phenomenon in biomedical research, there is a lack 
of knowledge about the differences presented by sex and gender analysis. When 
considering differences presented by women and men in medical conditions, a 
small number of studies take into consideration not only the presence of specific 
clinical manifestations but also in considering a sex-gender perspective.

Taking into consideration these results, it seems necessary to consider other 
aspects and variables surrounding this disease. It is needed to widen the spectrum of 
gaze and consider other scientific branches to understand the underlying mecha-
nisms in which a disease is developed and maintained. Between them, anthropology 
and sociology seem to shed light on this matter.

To our point of view, there is a clear need to talk about the sociological theories 
about the body (social body), considering how it is structured. This theory converts 
the body into the centre of social and anthropological reflection. From this perspec-
tive, it is possible to realise a new reflection about the presence or absence of differ-
ences in the prevalence according to gender in BDD.

It should be emphasised that body social theory is taken from the intellectual 
work of the previous two centuries, as it is described in 1990 by Bryan Turner in 
Recent Developments in the Theory of the Body [34]. Other authors, such as Douglas 
in his book Natural Symbols, attribute to Mauss being the first investigator who tries 
the social anthropological body theory and analyses the human response to the con-
fusion, the risk, the uncertainty and the contradiction. This should be understood 
from the idea that the human body is the main system of classification and metaphor 
of the social world among the different cultural realities [35].

In this brief review of the pioneer body theories, Foucault is one of the most 
responsible for the development that has been taking of the body social study in the 
last decades. In fact, this author coined the term “biopower” to refer to a dominant 
system, the perpetrator of coercive mechanisms and social control operating on all 
micro-levels of society [36]. He provided a brilliant explanation of how everything 
related to the body has been socially and politically processed in different contexts 
and how it allowed the patients to resist their bodies. Different perspectives included 
in the current body social theory are supported by re-reading and surpassing all 
these and other previous contributions.
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Besides that, this is a speciality that is directly connected with the appearance of 
the new dilemmas and controversies at the epistemological and methodical level, 
primarily related to the post-structuralist and feminist criticism. For some authors 
this body analysis would respond better than others and seems necessary to refor-
mulate the different theories about identity, experience and culture [37].

Staying on this plan, according to philosopher Celia Amorós, the ethic and poli-
tic feminist fight has changed into an aesthetic one, in a form that young girls are 
regulated by the aesthetic aspect while receiving messages of independence that 
contradict the situation of domination which they live. During the last 30 years, we 
face modifications in regulations and controls of a woman’s body that had conse-
quences in the definitions of the feminine, of being a woman, in configurations of 
gender and also in the construction of women’s subjectivity. The social construction 
of women’s body has been traditionally based for their reproductive work. In other 
words, and as said by St. Thomas Aquinas, “Tota mulier in utero” or a woman is 
nothing but a womb.

At the end of the twentieth century, feminism, like other social movements, puts 
the body in the centre of the fight and recognition, but it was a reproductive body. 
Gradually, this body has been converted into an object of exhibition and visibility. 
The social and political situation has changed, and nowadays the woman’s body is 
mostly the aesthetic body, the visible body and the political body, which is more 
related to social and cultural dynamics than to the gender system. So, if the social 
body is the aesthetic one, the political body should also build on these facts.

This situation implies different consequences when considering younger people 
compared to adults, as the possible consequences can affect these groups differ-
ently. Adults present more protective factors compared to younger generations, 
which means that gender standardisation affects them in another way. If we come 
back to the mentioned studies about BDD and non-significant differences in preva-
lence among men and women, we would like to present a theory called Feminist 
practice theory belonged to such authors as Bourdieu, Giddens or Turner.

This theory influences the appearance of what it can be denominated as study 
“body as agent”. One of the most relevant authors in this aspect is the Australian 
sociologist Raewyn Connell, who is very critical regarding body studies being car-
ried in social and biological sciences. She defends and builds on the premise that 
both biology and society produce gender differences regarding behaviour [38]. 
From this perspective, the body is seen as a place of resistance, opposition, in dif-
ferent economic, political, sexual, aesthetical and intellectual disputes.

On account of all these reasons, if we consider an analysis from feminist and 
social perspectives, it is expected to find a differentiated prevalence where women 
would lose. However, this difference is not being observed, according to the data. 
From Connell’s theory perspective, as a possible explanation of these results, it can 
be established that a standardised body works as a place of resistance and power. 
Assuming social requests that agree with diagnostic criteria, these women remain 
classified as healthy and do not lose their position as healthy social subjects. 
Probably we are underestimating and camouflaging these symptoms under other 
medical conditions, as described in the literature under dermatology or aesthetic 
consultations. We might think that the difference between genders is not observed 
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because women would not reveal the symptoms; indeed, such symptoms might 
appear in a subclinical manner. They would consider them socially “normal” and 
would include them as part of their bodies, accepting them or not, but integrating 
them as parts of society.

We point out one of the main conclusions about the evolution of the gender 
inequalities: a woman’s body is regulated, controlled, standardised and determined 
by a system of the distinguishing and discriminatory type, by some large-scale insti-
tutions (fashion advertisement, mass media, sports, medicine). As well described by 
marketing applied psychology, social media is used to influence and control the 
body and corporality. Some authors approaching from a sociological perspective 
emphasise that societal standards and other sociocultural factors are stronger influ-
encers in the development of body image disturbance [39].

However, as we have already mentioned previously, this nature of woman’s body 
as disposed of for confrontation, opposition, and resistance has given to women all 
the tools to stay invisible in front of the psychiatric diagnosis and to remain classi-
fied as healthy and normal. This is the place of power.

13.5  Clinical Differential Presentation

When considering the term pathoplasty in medical jargon, we refer to the different 
clinical presentations that can take a disease. In the case of BDD, gender aspects 
result in the key element for its presentation, differing and distinguishing symptom-
atology clearly.

Gender is a critically important moderator factor in the development of psycho-
pathology. As described in the literature, epidemiological studies have proven the 
presence of differential patterns in the prevalence of psychiatric disorders among 
men and women. Not only women present inherent biological differences compared 
to men but also present differing patterns in the development of symptomatology or 
course disease.

During the past decade, studies focused on clinical differences presented among 
men and women have found:

• Men demonstrated an excessive preoccupation with the aspect of genitals and 
muscle mass, while women showed obsessive thoughts about the excess of body 
hair or facial hair and used such techniques as makeup to cover up their 
imperfections.

• Women tended to look at themselves in the mirror more often and to change 
clothes, while men dedicated themselves to do exercises to gain muscle mass.

• Women showed a significant preoccupation with how other people would per-
ceive them and tend to hide their bodies so that other people would not fix at them.

However, in these studies, we do not find any explanation of the reason for these 
differences, which could be primarily answered by sociocultural and gender per-
spective. To understand these differences, we cannot forget that as being an 
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individual in society, sociocultural factors, as body image and appearance, play a 
crucial role in how men and women perceive and experience their lives.

This is related to the definition of the masculine and the feminine, which beauty is 
more associated with the feminine and strength with the masculine, with a different 
treatment of sexuality and desire for men and women, and more dedication to jobs 
from women and activities which presence and social interaction are determinants [40].

Naomi Wolf [41], in her book The Beauty Myth, analyses how in the 18th and 
19th centuries the beauty myth:

…in its modern form gained ground after the upheavals of industrialization, as the work 
unit of the family was destroyed, and urbanization and the emerging factory system 
demanded what social engineers of the time termed the ‘separate sphere’ of domesticity, 
which supported the new labour category of the ‘breadwinner’ who left home for the work-
place during the day. The middle class expanded, the standards of living and literacy rose, 
the size of families shrank; a new class of literate, idle women developed, on whose submis-

sion to enforced domesticity the evolving system of industrial capitalism depended.

According to the idea of the myth gained ground, Martinez Benlloch et al. point 
out that “in the 20th century, especially since the thirties, fashion will be the mirror 
in which women will look in, prevailing in industrialised countries, the denomi-
nated fetishism of the fit”. This changes the beauty stereotype, from the imaginary 
feminine of pompous forms, represented by the binomial femininity = maternity, to 
the more androgynous one, of pre-puberty and slim feminine bodies [42].

However, in this culture, is not only important a particular beauty ideal, the cult 
of youth as well, which means to make up not only your face but also your age [43].

It seems evident the relationship between gender and body image. When consid-
ering these two terms, the vast majority of authors reviewing this matter agree a 
diversified reality perceived by men and women. In fact, some of those theories 
emphasise that men and women internalise the body ideals differently. In general, 
men are shown through the exhibition and the instrumentalisation by their body for 
strength and work, giving priority in male beauty standards of “masculine vigour”. 
Men frequently internalise a larger and more muscular ideal and generally are more 
satisfied with body size. There is increased visibility in worldwide social media of 
the hegemonic “supermale ideal” (muscular) body. That idea is hidden in body 
strength that is fundamentally focused on a muscular and athletic core. This “mas-
culine vigour” also alludes to the importance of genital aspect (for men), which 
tends to be one of the key areas for the disorder.

Nevertheless, the main goals of female body learning are reproduction and 
seduction. Women associate lower facial adiposity with higher attractiveness than 
do their male counterparts. Studies carried out among adolescents have shown 
that facial comparisons endorsed by boys were related to body dissatisfaction. In 
conclusion, the presence of gender differences in social comparison indicated that 
girls reported more social comparisons than do boys [44]. Regarding reproduc-
tion, female genital organs are not mentioned, they remain unmentionable in the 
social sphere, and therefore they are not part of a dysmorphic female area, remain-
ing as a “taboo”.
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This differentiated instrumentalisation leads to a regular exam made by society 
to female bodies. On the contrary, male bodies do not suffer that much from beauty 
norm effects, fashion, a constant need to makeup, weight loss and gain diets and 
aesthetic surgery effects, among others, as there is no need for them to be expression 
but just instrument. Indeed, and related to body image dissatisfaction, some authors 
found that women were more likely to report a more significant monetary invest-
ment in their physical appearance than men [45].

In consequence, women turn out to be damaged. The pressure of social accep-
tance keeps the mechanisms of hostility among women’s body: keep the perfection. 
Besides, other authors highlight that while men have a holistic idea about bodies 
(more oriented to functional aspects such as “keeping fit” or wain “muscle mass”), 
women generally focus on shape or form aspects rather than in function. At the same 
time, women have fragmented views of them that bring them to look at their body in 
a divided way and try to adjust these divided parts into cultural standards [46].

In this way, coming back to the headline of this section, the clinical differences 
of BDD cannot be separated from the existing inequality between men and women 
taking into consideration that image and corporal identity are key elements for the 
maintenance of this inequality.

13.6  Psychopathology and Gender

The critique of gender norms must be situated within the context of lives as they are lived 
and must be guided by the question of what maximises the possibilities for a livable life, 
what minimises the possibility of an unbearable life, or, indeed, the social or literal death

(J. Butler [47])

When considering body dissatisfaction, it is essential to place on record that this 
mental evaluation of the own body should not always be considered as a disorder; 
there are some factors, as an excessive preoccupation and dissatisfaction with the 
body, that do not adjust to reality. This dissatisfaction must reach enough intensity 
and frequency to generate such discomfort, interfering the everyday life of those 
people affected. Body image is a subjective concept, where the perceptions, experi-
ences of embodiment and attitudes towards the body remain the focus element of 
this term.

Body image is a representation of human body that every individual builds in his 
or her mind [48] and the experiences, perception or emotions that an individual can 
have of their own body [49].

Body dissatisfaction refers to a negative evaluation of the self-body surrounding 
elements, as the body shape, the muscle tone and weight, among others. It usually 
involves an auto-perceived discrepancy between a person’s evaluation of his or her 
body and the ideal body [50].

Nowadays, some investigations demonstrate the relation between body image 
alterations, dissatisfaction with one’s body and how ideas and cognitions about 
one’s body affect the body image and self-image. The acceptance of one’s body 

M. Recio-Barbero et al.



327

scheme is the basis of identity. In other words, the body in which we are born with 
is unique and unrepeatable; and this uniqueness is precisely what a person needs to 
recognise himself/herself and to be what he/she is.

The question that, in this case, a person could ask himself/herself would be why 
some individuals get obsessed with their look and corporal image, whereas other 
individuals experiment corporal unsatisfactory and believe that by undertaking 
some changes, a normal life can be lived. The dysmorphophobic patient’s primary 
preoccupation is about his/her appearance, the image that his/her body offers to 
himself/herself and other people. They believe that this defect determines or identi-
fies their psychic, intimate and personal life of the human being, which could be 
considered a secondary aspect of an identity problem. The patient feels margin-
alised, rejected and eventually stigmatised by his/her deformity. This is a stigma 
that can reveal her/his intimacy, so having got rid of it, he/she can be accepted [51].

It is this feeling of wrongness, unfairness, and misconception that strengthens the 
desperation feeling and the eagerness to change, alter or hide. Being focused on the 
defects, the scrutiny conducts and the grooming or hygiene regular check-up, there 
is a tendency to avoid comparison with other people and to continually look for 
acceptance, either to have the defect minimised or to be accepted in that way. All 
this creates a vicious circle that increases discomfort.

13.6.1  Culture and Body Image

Concerns about body appearance are widely presented in most cultures around the 
world. The perception of the image that an individual has about his or her body is 
view in a subjective way, determined by social experience. Despite this subjectivity, 
the perception and value placed on beauty are influenced by culture-specific factors 
of physical body acceptance. Thus, body image is a flexible and open term depen-
dent on social media influences at one moment. Media imaginary may be an essen-
tial variable in influencing and producing changes in the way a body is experienced 
and evaluated [52].

Sociocultural theories analysing social factors surrounding body dissatisfaction 
have provided a way for understanding how societal beauty standards influence wom-
en’s lives. They try to analyse how beauty standards influence women’s lives, inordi-
nately emphasising in the idealisation of slenderness. In addition, some socio-cultural 
factors, such as the influence of advertising in the social media, the diet industry and 
supposed gender beauty stereotypes, reinforced this idea of achievement of the desir-
ability body ideal, but impossible for many women to achieve. Thus, this idealisation 
of slenderness and thinness provides a framework for the development of feelings of 
anger and low self-esteem in those women affected by gender beauty standards.

It is likely that some social media consumers are more sensitive to such cues than 
others. For instance, adolescents seem an especially vulnerable group as body image 
plays an essential role in puberty. As seen in some studies, body image appears to 
have a crucial role in the development of psychopathology, as in the case of body 
image alterations and eating disorders [53].
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13.6.1.1  Beauty and Defect: To Occupy an Ideal Place Is Actually 
Not Having a Place

Yes, I know. You haven’t the slightest idea what I’m talking about. Beauty has long since 
disappeared. It has slipped beneath the surface of the noise, the noise of words, sunk deep as 
Atlantis. The only thing left of it is the word, whose meaning loses clarify from year to year.

(Milán Kundera)

As previously described, the disorder is structured by two principal axes: on the 
one hand, the distorted self-perception that does not reach the desired beauty or 
perfection and on the other the shame of exposing to another individual and not 
being accepted due to the defect.

The author, Silvia Tulbert, develops in her work [54] an explanation regarding 
the aesthetic surgery boom in our society. Such explanation provides orientation 
about the actual causes of the increase of defect perception in our society. Following 
the author statements, we are facing a complex phenomenon that requires taking 
into consideration an array of factors:

 1. Subjective factors related to the need of adjusting to an ideal model to maintain 
the level of self-esteem.

 2. Relational factors referred to the body image needed to achieve recognition in 
business or erotic market.

 3. Historical social and cultural factors that place a woman as an object that 
obstructs the assumption and expression of their subjectivity.

 4. Characteristics of our society associated with the rise of the body cult.
 5. Supply generates the demand, suitable for the society of market.

13.6.1.2  Body Image and Self-Esteem
A cultural fixation on female thinness is nor an obsession about female beauty, but an 
obsession about female obedience. ‘The Beauty Myth’.

(Naomi Wolf)

Preoccupation with adjusting the actual body to the ideal image does not only 
respond to the norm, but it functions as a powerful normalisation strategy. It pro-
duces bodies able to self-control and self-discipline and ready to transform and 
improve at the disposal of socio-political mandates and domination and submission 
relationships. Nevertheless, women experiment such practices as power, freedom 
and control sources. They perceive these practices as a means to achieve beauty, 
acceptance and success in the social, work and sexual areas and to have an interac-
tive influence on others. These experiences explain the non-increase of the consid-
ered pathological manifestations because they are considered and located within the 
standard sociocultural framework.

This it is even more complicated considering the intersectional position of the 
body, where there are different aspects which are crossed: body as a material means 
through we are included in a social space and the body as a place of embodiment 
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and, finally, as a necessity, pleasure and pain support and as a reflection of other 
people’s viewpoint and place of subjective interpretation.

Families initially transfer the cultural ideals with nuances for the different racial, 
social, educational, labour, national and regional classes that are modulated by the 
subjectivity of the transmitters. The transmission of the beauty ideal is reinforced by 
some sociocultural influences, which include the family and peer group experi-
ences, and, as said before, most notably by media advertising [52]. The self- corporal 
ideal refers to the model that self-tries to emulate to keep his/her self-esteem. The 
central place of this ideal corresponds to the representations of femininity and mas-
culinity, in the body image as well as in behaviour.

The demand to adjust to a cultural stereotype is more intense in the case of 
women than in men. Women are more exposed than men to body gender stereotypes 
and feelings of low self-esteem. The patriarchal culture expects women to be avail-
able for satisfying other people’s desires. The willing to be recognised as desirable 
contributes to the fact that they find themselves in a position of objects destined to 
please others more likely than in a position of subjects of their wishes. This willing 
appears from the identification of women by the masculine evaluation, being evalu-
ated by the gaze of another, with the corresponding subjective division. Men watch 
women and women observe how they are watched, and it determines not only how 
men-women relation works but the woman’s relationship with herself as well [55]. 
This position of an object makes a woman more vulnerable in front of the demands 
of those who are considered subjects and the environment.

The gender construction and the attribution to sexual body start before the birth, 
and they remain through the vital cycle of the individual, taking into consideration the 
continuous requirement of the necessary correspondence between them. Scientific, 
philosophical, aesthetic or religious discourses are not just abstractions without any 
effect, taking part as a gendered technology and working as effective regulations that 
build the body [56]. Among others, Foucault affirms about self-discipline that the 
power does not need to use physical violence to impose its rules. As said by this 
author, “Sometimes it is enough being under the watchful eye that is insight of all us 
since it made us self-control”. Since women are more fastened to this watching, 
because of their social family subordination, the normalising mechanism reproduces 
the cultural code of the differences and power relations between sexes [57].

13.6.1.3  Medical Discourse
It is easy to assess the junction between the body ideal, mainly the female body, and 
some medical proposals, which also creates body models related to health. The medi-
cine and the aesthetic surgery associate sexual, labour or social success, the ability to 
seduce and the identity essence with the stereotypes imposed on sexual bodies. They 
are defining masculinity and femininity and subordinating the value of the individuals 
to the correspondence with these stereotypes. As seen in advertising psychology, mar-
keting media produces social stereotypes which contribute to reinforcing the criteria 
offering models of beauty standards of identification and self- perception, pathologis-
ing and medicalising the physical aspect. As a result, some medical specialities, such 
as aesthetic surgery, provide a medical solution for the mentioned pathology.
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Medical solutions reinforce the symptom. It is hoped to correct in the real body 
the dissatisfaction or distortion of the body image that corresponds with other 
orders. Thus, the body becomes a screen concealing conflicts of the subject.

The discourse of the available social ideal has created a short circuit. In all man-
ners of ways, they try to fill the gaps and block the conflicts inherent to human 
existence by creating an ideal image. The actual deed substitutes the elaboration.

In opposition to the unity of the imaginary identity, the symbolic articulation 
introduces the recognition of the difference, not only between oneself and others but 
also within the bosom on one’s subjectivity.

With the collapse of this model, alienation is produced [58]:

 1. The organism turns transparent, potentially everything in the body can be seen, 
divided and modified, and the body loses its organic unity to be transformed into 
a combination of organs without a body.

 2. The corporality gets disorganised as the subject does not recognise himself/her-
self in his/her image, neither in his/her body as a consequence.

 3. Subjective models are lost, in search for the ideal.
 4. The self-image does not function with the perception, body experiences and sub-

jectivity, but gets exalted and begins to occupy the place of the ideal of oneself 
nullifying his/her ability to direct the activity, intellectual, ethic and aesthetic 
values.

 5. Finally, we know that the relationship with the body is based on the outright look 
and these short circuits encourage the hope to obtain a bonus of love and at the 
same time a bonus of pleasure of one’s body.

This alienation supposes a breeding ground for the development of a faulty self- 
perception and body image disorders. Sociocultural and medical responses provide 
a framework in how symptomatic conducts are socially accepted, which trigger 
body image disorders.

13.6.2  Shame

The history of humanity is the long succession of synonyms for the same word. To contradict 
it is a duty.

(René Char)

As we mentioned at the beginning, the BDD scheme is based on two aspects: 
defect and shame. In spite of being an omnipresent affection, the shame is hardly 
described in books of psychology, psychopathology and psychiatry. One of the earli-
est experts in this area defines it as a feeling of insult directed to self-confidence and 
confidence in others [59]. On the other hand, Lewis described shame as a loss of self-
esteem, which in the esteem of other people results as fury or anger that acts to regain 
the sense of being valued [60]. Wilson thought that shame is a strong feeling of being 
different and less than other human beings [61]. Tomkins described shame as one of 
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the nine human affections [62], such as indignity, transgression and alienation. He 
describes it as an impediment to the expression of interest, excitement or joy that 
interferes with the pleasure of an experience. Erikson developed the second evolution-
ary state centred on the autonomy versus shame and doubt. “The sense of self-control 
without a loss of self-esteem is the source of the sense of free will. From the inevitable 
sense of a loss of self-control and the parental overcontrol comes a propensity for 
doubts and shame” [63]. Sullivan described the dynamics of shame with the term 
anxiety: “in the meaning that I use this term, shame is a sign of the fact that one’s self-
esteem is in danger. Anxiety is a sign of the danger for self- respect…” [64].

As seen previously, there is not a consensus in how this term is defined. It seems 
clear that this feeling triggers an intense reaction of the inner experience. As 
described by Thomas Fuchs, when we experience shame or guilt, we are directly 
rejected from others, and then it is when we directly expose our corporeal body 
[65]. As exposed by Sartre, when we are exposed to social situations, the body 
becomes an object for them, as a “body for others” [66].

Shame is a deeply painful self-conscious emotion experienced when a person 
judges him or herself as wholly negative, leading to a general feeling of worthless and 
a feeling of being exposed [67]. As described in the literature, body shame appears to 
be inherent to BDD, driving to social isolation of patients suffering from this disease.

Besides from common usage, the Royal Academy of Spanish Language (RAE) 
shows us different definitions for the word. On the one hand, the word varies from 
the discomfiture of mood, which turns the face red, caused by some misconduct or 
by some shameful and humiliating act (own or someone else’s) to punish for it. This 
would consist in exposing the accused to the affront and public confusion with some 
sign that would denote the crime: Put to shame. On the other hand, shame can come 
from the self-respect, an estimation of the own honour or dishonour, passing through 
the extern parts of the generating organs [68]. The confusion concerning the term 
can be explained by the different-level analysis of the mentioned affection.

Gershen Kauffman [69] realises an analysis of shame in three levels:

 1. First of all, shame is a moral feeling. An individual can feel ashamed of misbe-
having, of diverging from the established norms of the environment. It refers to 
the ideal and narcissism. This level is related to the previous chapter as a solution 
of the conflict, in front of the organised and demanding ideal and an offer of 
solutions and methods for reaching the mentioned ideal (gym, diet, surgery, 
creams, aesthetic treatment). The individual with a damaged self-perception 
feels ashamed of himself/herself and tries to “behave in an appropriate way for 
the environment”.

 2. Secondly, shame is an existential feeling, which concerns a person who is “feel-
ing naked”. Shame reveals the intimacy of every human being. Its deep subjec-
tivity is related to self-esteem and the esteem of others. The feeling of shame 
comes from the relational experience where an individual feels exposed to other 
people’s look.

 3. The experience of the lack of the feeling of admiration is on the basis of shame. 
Dysmorphophobia is a body phobia, a rejection of the own body, an external 
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fear of not being accepted, in front of which the individual responds with the 
shame of the body.

This is a kind of mental suffering of someone, who is trying to resolve his/her 
relational severe problem, because of the shame that hides himself/herself behind the 
security systems that are directed to the “self-protection” such as the image control. 
The disabling conviction in which defect is inside of oneself resides on the basis of 
dysmorphophobia. It is difficult that this conviction (of being someone defective) 
dissolves and passes to the acceptation and validation of one’s singularity. The rec-
ognition of the mentioned singularity gets more complicated when we deal with a 
woman who identifies herself as an object, as it is typical for her to validate her 
wishes and recognise them without internalising other one’s watching. The antidote 
of shame is the acceptation, feeling ourselves accepted but with our specificity. What 
was considered a defect is transformed to the acceptation of one’s singularity.

In this context, mass media sources, such as fashion magazines and the idealisa-
tion of thinness, exert an element of control for women through the beauty canons. 
These images have been found to promote unattainable beauty ideals impossible to 
achieve for the most part of women and generate feelings of shame and guilt [39].

Velasco relates shame to the initiative: daring to be myself, daring to question an 
ideal, what “I am supposed to be”, is always an experience that leads to “shame”. 
Moreover, the belief of being flawed to the eyes of another individual blocks any 
type of initiative (shame of being) [70].

Lastly, shame is a social feeling that involves the subject identity. It is a feeling 
that possesses social control effects. It avoids the subject from separating from 
norms and values that are inside the social contract fundaments; the main element is 
the need to belong to a community and to be recognised by it. English targeted 
shame and social control directly describing shame as the price to pay for the child’s 
internalisation of a specific control message coming from his family and culture. Its 
effect consists in inhibition, limitation and control of the expanding curiosity [71].

From a sociological point of view, the post-modern society is defined as a risk 
society, based on the fact that contemporary society cannot rely on its legitimacy on 
positivist goals but the avoidance of wrong. It is in this new way of legitimacy where 
the emotional chain of horror-shame-worryness acquires further importance and 
indispensable social function [72].

There are not many reasons to discuss the idea that states that emotion generally 
starts from social interaction or that are social norms which dictate emotional 
answers in particular circumstances and for determinate groups of people. The role 
that the individual plays in society, as a vast array of psychological and anthropo-
logical studies prove, is also determinant in the emotion experimentation [73–76].

Shame has also been defined concerning power relationships, in which the indi-
vidual with a tendency to suffer from shame finds himself/herself in a relatively 
weak position in comparison to the other individual. This is because to feel shame 
there is not only a negative evaluation of oneself but the influence of the vision of a 
third individual also takes place. There are different ways through which culture and 
social environment can shape shame experiences, one of them being the develop-
ment of what is and what is not shameful. Western societies build negative identities 
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from those who are less competent, less productive, deformed or somehow consid-
ered unattractive or immoral. It seems reasonable to think that some negative identi-
ties are more proclive to suffer these feelings [77].

13.7  Conclusion

The term body dysmorphic disorder has changed over time. Since its classification 
as a mental disorder, it has always been at the centre of the controversy. The anthro-
pological investigations and history have brought to light the importance of socio-
cultural factors surrounding the aesthetic aspects of body image.

Human beings need to join some identity categories in order to be recognised 
through them in our community. Male and female categorisation could be listed 
among the simplest ones. These historical categories have varied depending on their 
utility for the existing balance. The identification with uniform gender ideals nar-
rows living spaces in the same manner as the concepts of unification and overdeter-
mination about beauty and defect do.

History has shown that body dysmorphic disorder has frequently been underdi-
agnosed. The classical medical model has revealed a real lack of understanding of 
how sociocultural factors influence the development and response of medical 
pathologies. Body dysmorphic disorder must be understood from a holistic perspec-
tive, considering its study from a biopsychosocial model to try to respond to the 
particularities inherent to it. For this reason, it is necessary to integrate and consider 
a gender perspective analysis in how sociocultural factors interact in the develop-
ment of mental disorders.
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14Eating Disorders

Margarita Sáenz-Herrero, Sara Fuertes-Soriano, 
and Mayte López-Atanes

Abstract
Eating disorders are highly important and affect women more frequently. This 
is because of their clinical severity, comorbidities and increasing prevalence as 
well as their social repercussions. It is impossible to deny that eating disorders 
are multidetermined conditions. Most of those who treat or research them are 
reconciled to the need to approach them broadly and flexibly. Implicating 
genetic factors in a disorder like anorexia or bulimia nervosa is sensitive, and 
the potential for misunderstanding and misuse of gender theoretical concepts is 
very real. Psychiatry has a long, unfortunate history of misconstructing and 
pathologising female behaviour. Only recently there has been broader theoreti-
cal appreciation of the power of gender differences in self-development and the 
adverse effects of stereotyping children too rigidly by sex or gender. The objec-
tive is to highlight a multidimensional model for the explanation of eating dis-
orders. However, this tends to omit the crucial dimension of culture, which 
includes the gender perspective.

Chewing on something that felt so real, but couldn’t have been, 
it couldn’t. My face, the look in my eyes… my face, undoubtedly, 
but never seen before. Or no, not mine, but so familiar… 
nothing makes sense. Familiar and yet not… that vivid, strange, 
horribly uncanny feeling.

Han Kang, The Vegetarian
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14.1  Introduction

Hunger and appetite are bound together in the history of the world. Eating behav-
iour communicates socially through the symbolic meaning that transcends the act of 
ingesting. From birth, we are prone to seeking relationships with others while 
simultaneously satisfying our hunger instinct. The body is the means of experienc-
ing the world and it forms part of all our learning. Through our eating, we relate to 
the world. We see the world from our body, and so the psychopathology of our eat-
ing behaviour is closely linked to the psychopathology of our body image. 
Neuroscience has reached the same conclusions through its different methodology 
toward phenomenology, psychiatric anthropology and philosophy. Mind, body and 
world interact in the way the individual adapts and survives. Identity is constituted 
around the physical body and the way we develop a feeling for what our body is 
like, as sensed by ourselves and as visible to others. This is very different for women 
and men. We require a relationship between body and culture with a gender per-
spective. Anorexia nervosa as a psychopathological condition that accords with our 
current criteria was first described in the nineteenth century, although Richard 
Morton noted it two centuries earlier. Bulimia nervosa as a clinical condition is 
much more recent, Gerald Russell having first described it in 1970s. Both patholo-
gies are characterised by abnormalities in eating behaviour and the need to control 
weight. This causes physical consequences and/or alteration of the individual’s psy-
chosocial functioning. The psychopathology that is most frequent in a clinical set-
ting is anorexia nervosa (the restriction of food with considerable weight loss as 
well as body distortion and extreme fear of fatness) and bulimia nervosa (bingeing 
episodes and compensatory behaviours such as vomiting as well as fear of gaining 
weight). Pica, rumination and sitiophobia are rarer. The incidence of binge eating 
disorder and obesity is increasing to pandemic proportions. There appears to be a 
connection with the cult of the body in Western society and the number of people on 
a diet, especially females. Both are diagnosed in the Diagnostic and Statistical 
Manual of Mental Disorders, DSM-5.

14.2  Conceptual Aspects: Hunger and Appetite

Feeding constitutes a means of communication with the rest. Roland Barthes stated 
this in Pour une psycho-sociologie contemporaine, where he demonstrated the indi-
vidual symbolic relationship maintained with everything involved in the de facto of 
nutrition [1].

Feeding has conditioned the evolutionary course of history. Der Mensch ist, was 
er isst (man is what he eats). Human feeding is one of the basics of culture. However, 
feeding is not only eating. Food and the act of eating not only involve nutrition; they 
are also associated with multiple and various existential circumstances. “You are 
what you eat” cannot be distinguished from “you eat what you are”.

The primitive relationship between women and men with food is related to the physi-
ological sensation of hunger. Hunger, rather than appetite, is a biological need. It can 
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cause an individual to die. In today’s world, over 10%—or 800 million—of the world’s 
population are starving. Hunger is a danger; it limits our existence biologically [2].

Hunger is described as the need for food as a physiological alarm. It is the urge 
to eat an amount of food to survive. Appetite is understood in a different way. It 
implies the preference or qualitative selection of what we are going to eat [3]. The 
difference is obvious: while hunger implies the urge, appetite is linked to the cul-
ture, society and customs in which it is immersed [4].

From birth, eating is a social act. When the mother breastfeeds the baby, she also 
speaks, looks at her/him and smiles at her/him. Breastfeeding serves as a bond and 
communication between them. The baby is designed to seek the relationship. There 
is a predisposition toward the relationship from birth. The neurologist Damasio saw 
this as a corporal disposition. Children up to 6 or 7  years old are asked what a 
mother is: for feeding us. In French, mam-mam means at the same time “eating” and 
“mother” [5].

This is hunger as a vital feeling. In The Life of Hunger, Amélie Nothomb stated: 
“hunger is me”.

“By hunger, I mean the terrible lack within the whole being, the gnawing void, 
the aspiration not so much to utopian plenitude as to simple reality: where there is 
nothing I beg for there to be something”.

In the same way, food might be sad, exquisite nourishment that can be refused 
and even vomited in a conflicting or lived situation that threatens the individual. In 
a social psychology experiment, university students on campus were fed minced 
meat steak and then told that it had gone off and that the infirmary would be open 
all night long. A significant percentage visited the infirmary showing typical symp-
toms of food poisoning.

The same happens with religious taboos. Mohamed, a 9-year-old boy who had 
recently arrived from Iran, was given pork by mistake at a Parisian school. 
Instantaneously, he ate it with pleasure. However, when informed of the mistake 
made by the canteen, with Islam prohibiting pork, the boy vomited the whole after-
noon and needed to be taken home [6]. What was said had activated an area in the 
brain, and when this reacted, it activated digestive motricity. This experiment was 
performed using students on a university campus, adding caffeine to their milk and 
offering them caffeine-free coffee, which significantly altered the hours slept by the 
group who took the coffee without caffeine [5].

We should not forget that there is nothing more threatening and intimidating than 
introducing something alien into the body. This happens every time we eat, when 
we use the mouth for nutrients to transact [7, 8]. By contrast, nourishment can be 
exquisite in satisfying situations.

The same happens in a religious sense. In Hebrew to eat is A’hol, which literally 
means unity-total. “Assimilate nutrients”, do the same to yourself. Eating for Hebrews 
is to make a piece of the world a piece of oneself, a piece of God. In the case of 
Christians, it is the opposite. It is the piece of the world, a piece of God that will 
become a piece of myself. “Take this, all of you and eat of it: for this is my body” [5].

Eating means coming into this world with your hands. Eating means knowing in 
which world you are living. When you make yourself the nourishment, in a way, 
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you organise the world; you make it coherent. The one who eats calms the anger 
against the world and her/himself while digesting the world of which she/he is part.

The nourishment role is very diverse in different cultures and so is the social 
meaning linked to feeding and the ingestion of food. To Western societies like ours, 
food is basically what we find on our plates. Nowadays, we consume food that has 
been packaged in plastic and is decontextualized. There is no story behind it, where 
it comes from, who has made it, its symbolic value and its meaning.

In Papua New Guinea, food is considered to have a “vital essence” known as un. 
This is fundamental for the development and health of the members of that society. 
Moreover, vital essence is not only within one’s body; it is also in the objects with 
which one makes any kind of contact, including food. One can acquire the proper-
ties of the person consuming the dishes that another person prepares (“you are what 
you eat”). Based on this principle, cannibalism is a common practice in these tribes. 
They eat their parents once they pass away, incorporating their virtues and 
abilities.

In the Hindi religion in India, food is shared in an intimate act of class-conscious 
solidarity. If someone belongs to a lower caste, she or he is rejected.

In a study, Baas et al. numbered the varied uses of food within societies and 
hence the different meanings that may be attributed to it [9, 10] (Table 14.1).

Food and sexuality are widely related in colloquial language and slang, as in 
words and phrases like “juicy”, “melons” and “forbidden fruit”, together with the 
cherry and its associations related to virginity. “Getting your greens” refers not only 
to adequate consumption of vegetables but also a regular supply of sexual 
intercourse.

1.  To satisfy hunger and nourish the body
2.   To start and maintain personal and business relationships
3.   To prove the extension and nature of social relationships
4.   To give chances for developing community activities
5.  To express love and affection
6.  To express individuality
7.  To announce the difference in the group
8.  To prove group belonging
9.  To face psychological and emotional stress
10. To indicate social status
11. For rewards and punishments
12.  To reinforce self-esteem and merit social recognition
13. To practise political and economic force
14. To prevent, diagnose and treat physical illnesses
15. To prevent, diagnose and treat mental disorders
16. To symbolise emotional experiences
17. To manifest piety and devotion
18. To display confidence
19. To express moral feelings
20. To indicate wealth

Table 14.1 The varied uses 
of food within societies and 
hence the different meanings
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If eating can, and usually does, take on multiple meanings beyond merely nutri-
tional aspects, the same may be said about a failure to eat or, more accurately, to eat 
“nothing”. As with the first suffragettes whose hunger strikes had a political compo-
nent, they refused the world they had found themselves living in. With regard to 
hunger as an ideology, Susan Bordo analysed the differences displayed by men and 
women when they were represented eating. A woman’s appetite requires continence 
and control, while a man’s appetite is legitimate and stimulated. “The man-eater” is 
seen as a dangerous image of female desire, “the temptress”. These provocative 
bodies, “bodies that can talk”, have enabled them to be viewed culturally as being 
responsible for the aggressive and sexual bodily responses of men. In industrialised 
societies, discipline, control and the creation of “docile bodies” are a reality for 
women who receive greater gratification in nourishing and feeding others than 
themselves. This underlines the gender divide of power: male public space and pri-
vate female space.

In practice, there are no social or cultural groups without collective prohibitions 
with regard to the intake of certain foods. These are solidly established food taboos 
[11]. In fact, the principal taboos of our culture refer to food and sexuality: cannibal-
ism and incest.

Anthropophagy or cannibalism was the most important consequence when the 
Australopithecus changed to a carnivorous diet. Both then and at any other time in 
history, cannibalism has appeared in its different forms [12].

Many people became cannibals because they lacked the proteins in meat and had 
no other way of finding them. Thus, the aborigines of Polynesia and Australia were 
habitual practitioners of anthropophagy until Captain James Cook introduced the 
pig into these lands. Cook himself fell victim to these practices when he was mur-
dered and devoured by his enemies, who believed they would acquire the manna or 
extraordinary powers they attributed to the explorer.

In the sixteenth century, Sawney Bean, a highwayman in Angus (Scotland), held 
up travellers, killed them and ate them in his cave. Years later, his own daughter was 
burned alive on a bonfire when it was discovered that she had adopted the same 
practice. Both, the search for new food and hunger, have been highly important in 
the development and dissemination of cannibalism. One example comes from 
Germany during the Thirty Years’ War (1618–1648), and a recent one is the tragedy 
experienced by the survivors of a plane crash in the Andes in the 1960s.

Art has never been far removed from this type of practice either. We only need to 
take a look at the Goya’s Black Paintings. The artist’s inimitable style leads us to 
anthropophagy in his oil painting Saturn Devouring His Son.

14.3  Historical and Social Perspective of Eating Behaviour

Historically, food has been closely linked to status and social prestige. The way we 
eat is a means of affirming and acquiring prestige with regard to others. The desire 
for social advancement has been a powerful driving force in the transformation of 
eating [10]. This manifests itself basically through the adoption of foods, dishes and 
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table manners inspired by those of a social stratum considered to be superior and for 
whom the aim was to equal or imitate. “I eat, therefore I am”, Miguel de Unamuno 
said in an interesting prologue to the work by the biologist and philosopher, Ramón 
Turró, Origins of Knowledge: Hunger (1945).

14.3.1  Primitive Societies

The first references to body image date back to the Palaeolithic era, 30,000–
20,000 BC. This was demonstrated by the discovery of the Venus of Willendorf, a 
statuette of a woman symbolising fertility in a village on the banks of the Danube. 
Currently on show at the Vienna natural history museum, it is the image of a prehis-
toric woman.

Over all the cultures, the representation of the female body has been significantly 
larger in size than its male counterpart. In Palaeolithic representations, female char-
acteristics are unmistakeable: adiposity of the torso, large buttocks and huge breasts, 
all of which underline the role of fertility and nutrition as a symbol of elevated 
social status.

It is unknown, however, whether the archaeological Venuses are faithful repre-
sentations tailored to the reality of what was observed or are an artistic and idealised 
vision that symbolises the desire for abundance and fertility, particularly in a period 
of the history of humankind when hunger was a threat to human life.

Ford and Beach [13] studied 190 tribal societies and, as was observed in the 
Palaeolithic figures, found in virtually all of them that obese women were considered 
more beautiful than thin ones due to their greater procreative and feeding capacity. 
On the other hand, men’s attractiveness lay more in their skills and social standing.

Prehistoric sculpture representing the female prototype usually symbolises 
female fecundity together with birth-giving and breastfeeding capacity. This was 
also contained in myths like Hera’s drop of milk that gave rise to the Milky Way 
while she was suckling Hercules.

A large woman’s body symbolised prosperity and luxury. It even suggested an 
abundant harvest. Both of these were necessary for group survival. Thinness signi-
fied sterility and penury. At a time of frequent famines, thinness was considered as 
a messenger of death [14]. This evaluation of the physical attributes of females has 
never occurred in the animal kingdom, where the males possessing greater size and 
brighter colours (as well as other characteristics) are the ones to conduct courtship.

14.3.2  From the Classical World to the Eighteenth Century

In Classical Greece, the attractiveness of the male body took precedence over that 
of the female. The cult of the male form, including being in good physical condition 
within the broader context of understanding the body-mind duality in this culture, 
represents a very different viewpoint from the subsequent concepts defended by 
Christianity [8].
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In Ancient Greek, the word limos means “hunger”. On adding the word bou, 
which means “a large amount”, or boul, which means “ox”, the resulting term may 
be translated as “voracious hunger” or “ravenous hunger”.

In 970 BC, Xenophon, in the Anabasis, described for the first time in Western 
culture what we now see as bulimic practices. This referred to the eating habits of 
some Greek soldiers who withdrew to the mountains of Asia Minor after mounting 
a campaign against Artaxerxes. It is interesting to note that these soldiers received 
only scant food rations [15]. Hippocrates distinguished boulimos, unhealthy hunger, 
from ordinary hunger. Aristophanes also used the same term in its meaning of “rav-
enous hunger”.

For the Greeks, the measurement of beauty was the aureal proportion, a practical 
application of their cult of balance. Hippocrates defines in his work the functioning 
of the body according to physical elements and bodily humours. Health was syn-
onymous with a state where there is proper balance between the humours, while 
illness appeared as an imbalance in the interaction between them. The female body 
is considered weaker and more prone to illness.

In the history of psychiatry, the pathological condition of the female body is a 
constant. For Greeks, hysteria is a word that means “uterus”. Plato in his text 
Timaeus (which has entered Western medical tradition through Galen and the 
Hippocratic writers) asserted that:

…. the matrix or womb in women, which is a living creature within them which longs to 
bear children. And if it is left unfertilized long beyond the normal time, it causes extreme 
unrest, strays about the body, blocks the channels of the breath and causes in consequences 
acute distress and disorders of all kinds. If it is not “appeased by passion and love” the 
womb moved from its natural position within the body and, attaching itself to soft internal 
tissues, gave rise to a wide variety of symptomatic disturbances. (Plato 1955, p. 123)

Hippocrates identified the relevance for health of such factors as dietary restraint, 
an increase in exercise and a reduction in sleep. Hippocrates was the first to indicate 
the risk to health of obesity, which he associated with the existence of menstrual 
changes and infertility in women. He explained infertility as a consequence of the 
fat accumulated in obese people, hindering intercourse and closing the mouth of the 
womb. Hippocrates saw the therapeutic rules for combating obesity as having a 
tough job, sleeping in a hard bed, eating only once a day and preferably food with a 
high fat content (in order to be satiated quickly) and walking naked as much as pos-
sible. More specifically, food needed to be taken soon after a hard day’s work when 
the body was still tired and one had difficulty breathing.

Ancient Rome disagreed with Classical Greece in most of its body aesthetic 
criteria. The Romans were more interested in the peculiarities of faces and people 
[8]. However, they produced a culture that valued thinness or at least tended to avoid 
excess of weight. As they enjoyed copious banquets, they used vomit as a means of 
regulating weight. Both bingeing and vomiting were socially accepted and therefore 
were integrated into their culture, especially in the middle and upper classes. Roman 
banquets could include over 20 courses. Whenever the stomach of the diners was 
full, they went to an adjoining room, the vomitorium, where vomiting enabled them 
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to recommence their blowout. In his treatise on morality, Dialogi, Seneca writes in 
De Consolatione ad Helviam about Roman practices: “Vomunt ut edant, edunt ut 
vomant” (they vomit to eat and they eat to vomit).

Moreover, a woman was appreciated fundamentally for her role as mother in 
which she was obliged to present many children to a state which needed them to 
ensure its survival against the continuous threat of the intrigues of its enemies [16]. 
In return, this led some women to rebel against their fate, as was denounced in the 
writings of the philosopher Favorinus: “not only do they refuse to breastfeed their 
children but they resort to a thousand tricks to avoid becoming mothers”. Metrodora, 
a female physician of Greek origin who practised in the Rome of the first century, 
wrote a treatise on female illnesses. In her chapter devoted to young women, she 
described sitergia, a Greek term literally means rejection of food.

Medieval cooking stems from a reaction to the banquets and abuse of wine that 
characterised the final days of the Roman Empire. Just like the Egyptian hermits and 
anchorites who barely ate enough to stay alive, the early Christians and some mystics 
interpreted food restraint from the religious viewpoint and practised fasting as a pen-
ance (intensification of prayer, rejection of the world) and as a means of reaching the 
highest, purest spiritual state. “An emaciated body will pass more easily through the 
narrow gate of paradise; a light body will resurrect more quickly and a consumed 
body will be better preserved in the tomb” (Tertullian). Religious asceticism consti-
tuted a means of being above bodily needs and reaching a “pure” spiritual state.

In the Middle Ages, the reproductive woman and her figure were the predomi-
nant value on the aesthetic scale. The female body had to denote corpulence, with a 
rounded belly as the symbol of fertility. It is significant that the ruling aristocracy 
then was generically called popolo grasso (plump people), while the working 
classes are recognised as popolo magro (thin people) [10].

The appreciation of fatness implied the rejection of thinness, that is, a flight from 
hunger, illness and poverty. The body and its functions were not hidden; everything 
was natural. It was possible even to defecate or have sexual intercourse in public 
without creating a scandal or a commotion [17].

For its part, Christian doctrine viewed the body as weak and sinful, requiring of 
strict control and regulation by the mind. Ascesis was the path that led to perfection. 
Flesh needed to be overcome; the spirit had to triumph. Fasting was the ideal way to 
achieve this. Religious demands existed so that women would detest their bodies. 
The less their flesh was consented to, the holier they were. In this way, many women 
from comfortable classes left their homes and families for religious life rather than 
marriage, the only way out for a woman; the convent also offered them the chance 
to receive an education which otherwise would have been impossible. We should 
remember that these were patriarchal societies where women were second-class 
citizens. At the Council of Trent in 1563, the Inquisition established guidelines to be 
followed by women whose bodies did not belong to them. If they were virgins, they 
belonged to God who could call on them, and, if not, they belonged to their hus-
bands. If they were possessed, they belonged to the devil and were persecuted and 
tortured; at prior councils such as Nicea, it was discussed whether women had souls.

Indeed, fasting was a symbol of medieval ascesis. But while monks fasted to 
purify their bodies and strengthen themselves before the temptations of the 
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outside world, women sought the liberation of their own bodies, which were con-
sidered in Christian thought as the true origin of sin. We should not forget that 
Christianity blamed original sin on Eve; she was the one to offer the apple to 
Adam, whose weakness was to accept it. Eve’s original sin was in herself, while 
for Adam sin was positioned in the outside world. It was in this context where 
“holy anorexia” (anorexia suffered by following God), appears, as noted by 
Rudolph Bell, a history professor at the University of Rutgers [18]. Bell reviewed 
the biographies of over 261 Italian nuns from the thirteenth century to the present 
day and found that many may have suffered anorexia nervosa. One was St. 
Liberata (St. Wilgefortis, a name that comes from Latin and means “strong vir-
gin”). She challenged her father, the King of Portugal, by refusing to eat when he 
arranged her marriage. Asking God to take away her beauty, her body became 
hairy (lanugo, due to malnutrition) and she even grew a beard. Her father decided 
to have her crucified rather than allowing her to enter a convent. Another example 
was St. Catherine of Siena. When she was 26, her idea of devoting her life to God 
clashed with her father’s plan to marry her off. This situation led her to lock her-
self in her bedroom and refuse to eat. In the end, she entered the Dominicans’ 
order, although she had lost half her body weight. Her head may be found in the 
church of Saint Domingo in Siena as a relic exhibited behind a glass urn; the rest 
of her body is buried in Rome; and one of her feet is in Venice, as an example of 
holiness. She said in her final writings that she believed she was ill.

In the Renaissance, and principally in the various European courts, the body and 
overall appearance were granted a significance that was unknown in Medieval 
Europe. In the court, food was usually guaranteed and habituation to it enabled it to 
be savoured. Physical strength and the battle gave way to personal intrigues. The 
maintaining or improving of social status did not depend as much on fertility or 
body frame as on the social importance attributed to an individual, this being down 
to bearing, speech, manners and appearance [19]. The body became socialised.

From the fourteenth and fifteenth centuries, anorexia began to spread from the 
convents and the abbeys like an epidemic. This phase, called “secularisation of 
anorexia”, continued into the sixteenth and seventeenth centuries. The miraculous 
maidens appeared, most of them youngsters of humble origins who, by refusing 
food, attempted to attain the sublime, perfection and purity and, in the process, 
improve their social and economic standing.

Anorexia was progressively stripped of its religious background and moved to a 
more vulgar circle, with the appearance of the so-called artists of hunger, who 
would exhibit at fairs and could even be seen in some cafés. Kafka described one of 
them in his story An artist of hunger. As Paul Auster asserted in his essay The Art of 
Hunger [20], these new secularised anorexics did not fast in the same way nor for 
the same reasons as the mystic of the past. Their rejection of food was not an attempt 
to reject earthly life in order to gain one in heaven. It was simply a refusal to live of 
the life into which they had been born. The more prolonged their fasting is, the 
greater the space that death occupied in their lives. Their fasting was a contradic-
tion: to go on with it meant death but death also ended fasting. Therefore, they 
needed to stay alive, but only to remain on the edge of the abyss, as reflected in the 
novel Hunger by the Nobel Prize winner, Knut Hamsum.
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From the fifteenth to the eighteenth centuries, the large woman remained the 
model, however. This woman, even when obese, was considered to be attractive and 
elegant [8], like the fleshy women portrayed by the Italian Renaissance painter, 
Titian.

The history of the Western world, and that of Europe in particular, is littered with 
characters, eras and social groups in which bingeing and then vomiting were prac-
tised assiduously. These vomiting individuals included England’s Henry VIII and his 
closest subjects, Pope Alexander Borgia and his courtiers, Bruegel’s playful Flemish 
peasants and Bosch’s lacerating throngs and, much more recently, Britain’s King 
Edward or US President William Taft (all of them being men, by the way) [21].

According to the Encyclopaedia Britannica of 1797, bulimia is defined as a dis-
ease in which the person is affected by a desire to eat insatiably and perpetually, and 
unless this is satisfied, it leads to fainting. Motherby, in 1785, had already described 
three types of bulimia: that characteristic of pure hunger, that where hunger ends in 
vomiting and that associated with fainting.

We find the most complete reference to this disorder in James, who in 1743 
devoted two pages to describing boulimos [6]. He noticed that while some patients 
experience the complication of vomiting after ingesting large amounts of food, oth-
ers do not. He distinguished in this way between boulimos and caninus apetitus. 
Basing his approaches on Galen, he remarked that boulimos was caused by an acidic 
humour contained in the stomach, which produced intense but misleading indica-
tions of hunger.

At around the same time, the word “anorexia” was used in medical literature as 
a synonym for lack of appetite. The first medical approximation to the disorder 
came in 1689 from Richard Morton, the court physician of William II. In his work 
Phthisiologia, seu Exercitationes de phthisi, which is translated into English and 
subtitled A Treatise of Consumptions, he described a condition of anorexia nervosa 
with great accuracy. He related the condition of an adolescent boy of 16 and that of 
a young man of 18, of which he said: “I cannot recall in all my life anyone who was 
so involved with living and so consumed” [22].

Subsequently, in 1764, Whytt described “nervous atrophy”, based on the case of 
a boy of 14 who, after a period of loss of appetite and weight loss, went through a 
phase of impulsive ingestion, without the symptoms being attributable to any known 
pathology. In describing the case, Whytt referred for the first time to bradycardia as 
a symptom associated with cachexia.

In 1798 in France, Pinel published his Nosographie Philosophique [23] where he 
included anorexia, bulimia and pica in the chapter on digestive neuroses. The writer 
considered anorexia to be a frequently presented gastric neurosis.

14.3.3  The Nineteenth Century: The Victorian Model

Many of our sociocultural values appeared to develop and become consolidated in 
this period, including the origin of slimming culture. Among them were the exis-
tence of a growing bourgeoisie, the development of urban centres, the industrial 
revolution and, subsequently, the development of the media [11].
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In 1840, Imbert’s Traité théorique et pratiqué des maladies de femmes was pub-
lished. He included anorexia, bulimia and pica as stomach neuroses and distin-
guished gastric anorexia from anorexia nervosa, attributing the former to a digestive 
disorder of gastric origin and the latter to brain alterations. He also remarked on 
how patients with anorexia nervosa showed a loss of appetite and a great variety of 
neurotic signs, becoming melancholy, choleric and fearful.

Two decades later, Marcé (1860), a physician from the University of Paris, 
described a form of hypochondriacal delirium that was consecutive to dyspepsia 
and was characterised by rejection of food. Patients, either due to loss of appetite or 
discomfort caused by digestion, reach the crazed conclusion that they could not or 
must not eat.

It was in the midst of the Victorian age when the contributions by William Gull 
and Ernest-Charles Lasègue appeared. These two authors began the scientific study 
of anorexia nervosa. Gull, Queen Victoria’s physician, described “hysterical apep-
sia” in London in 1868. He said this was a typical condition of young women which 
led to emaciation and which was initially felt to be of organic origin [24, 25].

Soon afterward in Paris, in 1873, Lasègue published the manuscript De la Anorèxie 
Hysterique where he described the cases of various patients of between 18 and 22. He 
emphasised the emotional aetiology of the disease, presenting it as a perversion or 
intellectual anomaly and indicating at its heart perturbed interpersonal relationships 
and, on occasions, unconscious desires as basic personality traits of such patients [26].

In his description, Lasègue added something that we feel is important, bearing in 
mind subsequent interpretations of the anorexic syndrome: “fasting is not total and 
is completely unconnected with the rejection of foods practiced by the melancholy”. 
As well as underlining emotional alterations resulting from the transition to an adult 
age in the aetiology of the anorexic syndrome, he also indicated the existence of 
social aspects for the first time. He is probably the first doctor to consider the pos-
sibility of interfamily conflict between anorexic patients and their parents [27].

Six months later, Gull (in 1874) used the term “anorexia nervosa” for the first 
time. This was in an article in which he described the findings derived from the 
malnutrition of three anorexic patients, without paying attention to emotional 
aspects. This new name for the disease came about for two reasons: the rejection of 
the term “apepsia” as no alterations in digestion of food were observed and the 
rejection of the term “hysteria” on specifying that these patients did not present the 
clinical history of the typical hysteric. It recognised, however, the role of different 
psychological aspects that may well intervene in the etiopathogenesis of the anorexic 
condition.

Gender perspective cannot be ignored in the genesis and maintaining of the eat-
ing behavioural disorders suffered mainly by women. Men and women have differ-
ent ways of living their bodies. At that time in history, women lacked the right to 
vote, they had no access to university, and they did not even have access to the 
inheritance of their parents unless they formed a good marriage. Hence, anorexia 
nervosa may be understood as a challenge to the established order. It questions 
health criteria and questions the symptoms as social by incarnating a body exposed 
to the gaze. The appearance of the disease as a clinical diagnosis occurred at the 
same time as the appearance of novels written by women, such as Wuthering Heights 
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(initially published under a male pseudonym as this was the only way to get pub-
lished) by Emily Brönte (who was suspected of suffering from anorexia nervosa) 
and including the work of Jane Austen. All the female characters in literature up to 
that time had only been seen from the viewpoint of their relationship with the oppo-
site sex. “And this is such a small part of the life of a woman” (as Virginia Woolf 
said). Love was the only role possible for women. Woolf [28] wrote that if in 
Shakespeare’s tragedies men had been presented only as lovers of women and never 
as friends of men, as thinkers and as dreamers: “What few roles they could play! 
How literature would suffer!” This is how women have suffered in history, with the 
symptomatic expression of inequality and social unfairness being many times 
anorexic symptoms. Many women allow themselves to be locked in the “prison of 
the body” represented by anorexia nervosa. “Hunger, insomnia, disease” were the 
three words Oscar Wilde used to describe his time in Reading prison in letters to 
friends and relatives. The problems of prison are also problems of the body, and, in 
this case, prison became the body for these women.

The prestigious French physician Charcot, known for his study of hysteria at La 
Salpêtrière Hospital in 1889, proposed parentectomy (the isolation of the patient 
from her/his family) as a therapeutic formula for those parents with anorexia ner-
vosa. He was the first to indicate “fear of obesity” as a reason for refusing to eat.

Meanwhile, Lord Byron was the prototype of the romantic writer whose fame 
and literary prestige helped to publicise his ideas on the body and the mind. He 
fasted to clear his mind; he defined himself as “ascetic vegetable eater”; he abhorred 
fatness; in his view, it symbolised lethargy, clumsiness and stupidity. His food 
restraint was accompanied by physical exercise:

I don’t find it at all hard to fast for 48 hours. Two years ago, I lived permanently on a diet of 
a thin slice of bread for breakfast, a dinner of fresh vegetables, only green tea and carbon-
ated water in the interim. These days, when I start thinking that I am consuming, I chew 
tobacco, mastic gum or laudanum… [30].

The first description of a diet was published in 1863. In it, a layman explained the 
way to reduce food ingestion with the aim of losing weight. This appeared in all the 
books that referred to food over subsequent years.

The image of women historically perceived and conceived in terms of their 
reproductive function started to show a clear change with the development of sci-
ence. At this time, talk began of combating obesity by reducing food ingestion and 
increasing physical exercise. In fact, this was a return to Hippocratic advice.

In 1875, the concept of energy balance was described, and it was postulated that 
greater intake of the foods the body needed led to an excess of weight. Greed or 
gluttony emerged as the principal cause of obesity. It was also in this period that two 
causes of obesity were described. On the one hand, there was talk of obesity caused 
by a physical problem (with symptoms similar to Prader-Willi Syndrome) and, on 
the other, obesity due to hyperphagia secondary to a defect in the person’s character 
(with symptoms resembling Pickwick syndrome).

It may be asserted that it was really in the nineteenth century that the first prog-
ress in the study of obesity was made, with an important role played by writers who 
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worked almost simultaneously in Edinburgh, Paris and, subsequently, Germany. In 
fact, the interest in obesity in the latter country gave rise to numerous physiological 
theories, some of which are discussed even today [29]. These include body compo-
sition, energy conservation, the excess of fat cells as a cause of obesity and the 
concept of family obesity. In late nineteenth-century Belgium, Quetelet developed 
the index which bears his name and which relates a person’s weight in kilogrammes 
to the square of their height in metres. Subsequently, following the introduction of 
the Lavoisier calorimeter, it was suspected that obesity could well be a metabolic 
disorder.

14.3.4  Our Most Recent History: The Twentieth Century

In the twentieth century, a true explosion occurred, and anorexia nervosa and buli-
mia nervosa increased to almost epidemic proportions. Specific intervention pro-
grammes were created for these pathologies, and there were major advances in 
research into obesity. Why was there such a large increase in the number of cases?

Psychopathology, as Jules Henry said, “is the final outcome of all that is wrong 
with a culture [30]. Nowhere is this more strikingly true than in anorexia and buli-
mia, which were barely known two centuries ago but which have reached epidemic 
proportions in the twentieth century. Far from being the result of a superficial fash-
ion phenomenon, these disorders reflect our attention to some of the central ills of 
our culture, from our historical heritage of disdain for the body, to our modern fear 
of loss of control over our future, to the disquieting meaning of contemporary 
beauty ideals in an era of greater female presence and power than ever before” [31].

Changes in the incidence of anorexia have been dramatic. In 1945, when Ludwig 
Binswanger chronicled the now famous case of Ellen West, he said, “from a psychiat-
ric point of view, we are dealing here with something new, with a new symptom” [32].

Anorexia nervosa is clearly, as Paul Garfinkel and David Garner have described 
it, a multidimensional disorder. It has familial, perceptual, cognitive and biological 
factors that interact in varying combinations in different individuals to produce a 
final common pathway [33].

Bray [34] cited the principal areas connected with the scientific developments 
over the century: the study of food intake and its control and the use of behavioural 
measures for losing weight.

Habermas [35], who studied the historic concept of the voracious appetite (heis-
shunger), saw bulimia nervosa as a much more recent disorder than anorexia ner-
vosa and placed its origin at the start of the twentieth century. He also believed that 
pressure and the struggle of doctors against obesity lay in the origin of this 
phenomenon.

The contraceptive pill revolution allowed women to separate sex from procre-
ation as women on the pill could control their fertility. However, although it was 
acceptable for single men to have sex, when women showed the same attitude, it 
proved disturbing for 1950s Western society. At that time, contrasting with the 
middle- class women, who were once again out of the factories and safely immured 
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at home, the dominant ideal of female beauty was exemplified by Marilyn Monroe. 
She was often described as femininity incarnate, femaleness embodied.

It is necessary to explore why it is women who are more oppressed by what Kim 
Chernin calls “the tyranny of slenderness”. This particular oppression is a post- 
1960s, post-feminist phenomenon.

Gerald Russell published a paper describing and naming bulimia nervosa in 
1979. It was not long afterward that the disorder was recognised as a common prob-
lem affecting young women in Western societies.

In the early 1980s, attention began to turn to the significance of cultural factors 
in the pathogenesis of eating disorders. We should ask why our culture is so obsessed 
with keeping our bodies slim, pert and young that when 500 people were polled 
about what they feared most in the world, 190 replied: “getting fat”. This fear is 
more bizarre than the anorectic’s misperceptions of her body image or the bulimic’s 
compulsive vomiting. This is the desperate placing of our bodies into arenas of 
control, perhaps one of the arenas of control that remained available to us in the 
twentieth century.

In the 1980s, a student of Bordo’s described Marilyn Monroe as “a cow”. Was 
this merely a change in what hip, breast and waist sizes were considered attractive? 
Or had the very idea of incarnate femaleness taken on a different meaning, different 
associations and the capacity to set up different fantasies and images for the culture 
of the decade? [36].

Psychopathologies that develop within a culture, far from being anomalies or 
aberrations, are characteristic expressions of that culture; indeed, they are the crys-
tallisation of much that is wrong with it. Every age, Christopher Lasch says, devel-
ops its own peculiar forms of pathology, which express its underlying structure in 
an exaggerated manner.

The greater risk for females of developing eating disorders has been attributed to 
social pressure in a male-dominated world. Background cultural factors are often 
implicated, not only fashion but also more relevant background structure and social 
norms.

In the 1980s, Bordo claimed that anorexia is the product of three cultural axes 
which mark the socially and culturally mediated relationship that human beings 
have with their bodies and the way that, through this mediation, they are normalised. 
Firstly, there is a dualistic axis upon the body, which is felt to be separated from the 
experience of being a person and a mind (Descartes and his separation between 
mind and body). The second axis is body control, where the body is seen as a mute 
instrument to be controlled by the person. The third axis is gender/power in which 
women are subjected to images of female beauty that include youthfulness and slen-
derness. This is the ideal image of a woman that is not yet a woman and the ten-
dency of anorectics to retain their adolescence and to resist the more developed 
female form that is often perceived as fatter and more curved.

Bordo remarked that the body of the anorectic is an illustration of how deeply 
power relations are etched on our bodies that serve them [37].

Sheila MacLeod also wrote as a recovering anorectic in a text that took an exis-
tential approach to anorexia nervosa. Female identity is seen as central to the state 
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of anorexia nervosa that MacLeod viewed as a manifestation of an existential crisis 
resulting from women’s confusion about their being-in-the-world. She focused on 
the meaning of anorexia nervosa serving as a symbol for both, oppression and resis-
tance, with starvation having its own aesthetic [38].

MacLeod viewed anorexia nervosa as a particular existential dilemma facing 
women and a specific aspect of female identity. Anorexia nervosa is still constructed 
as a disease condition that is gendered.

Far from being fundamentally stable, a cultural constant to which we must con-
trast all culturally relative and institutional forms, the body is assumed to be con-
stantly “in the grip”, as Foucault put it, of cultural practices. There is no “natural 
body”. Cultural practices are already and always inscribed, as Foucault underlined, 
on our bodies and their materiality, forces, energies, sensations and pleasures. Our 
bodies, no less than anything else that is human, are constituted by culture.

Women, besides having bodies, are also associated with the body, which has 
always been considered the sphere of women in family life, mythology and in sci-
entific, philosophical, and religious ideology. This is related to the maintenance of 
power relations between sexes over history.

Anorexia is not a philosophical attitude but a debilitating affliction. It is quite 
often a highly conscious and articulate scheme of images and associations presented 
in these women. In this battle, thinness represents a triumph of the will over the 
body, and the thin body (that is to say, the nonbody) is associated with absolute 
purity, hyper-intellectuality and transcendence of the flesh. Fat is associated with 
the tainting of matter and flesh, wantonness, mental stupor and mental decay.

In early Christianity, individuals were exhorted to offset the threat raised by bodily appe-
tites through fasting. Present-day societies have adopted a secular counterpart; it is called 
the diet. Lacking a moral vocabulary, contemporary societies have projected the notions of 
good and bad on the images of our own bodies: the idea of God (perfection, purity and 
kindliness) is now enclosed in the image of thinness; while that of the Devil (sloth, corrup-
tion through appetite and avarice) is incarnated in fatness. We are certainly closer to puri-
tanical tradition than to the early Christians, particularly in our fight for individual 
self-regulation and our devotion to the work ethic” [17].

Indeed, obesity and eating behaviour disorders increasingly impact our culture 
with greater prevalence. There is no break in continuity between the attitudes and 
behaviours with regard to the body and the diet of the general population, subclini-
cal eating disorders and actual clinical cases [11].

Nowadays, religion has lost its privileged position. Our dietary concerns are 
closely linked to two reasons: aesthetics and death. To be “good-looking”, “young” 
and “thin” is an imperious narcissistic necessity, quality of life or new social acqui-
sition, overcoming ageing as a surrogate for immortality. Gaining weight is danger-
ous because it leads to death in the short or long term. There is now a dark and 
imperious need for health and beauty, gripped to the self of each individual, that has 
taken the place of ethics and religion [5].

People have grown increasingly self-centred in today’s Western world. Wars may 
be declared, entire regions may be wiped away by earthquakes, unemployment is 
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bellowing at the door, and there is a global economic crisis, but what is most impor-
tant for certain patients is whether they have been able to control their binges or the 
lack of control of various types of impulses. The cult of the self is characteristic of 
all eras, but this way of making the body itself the centre of everything may lead 
ethically and culturally to a cul-de-sac [5]. There is the socially transmitted belief 
that drinking abundant amounts of water is healthy “for internal cleansing”, and this 
has a moral connotation. There is guilt in being fat. The only obsession is weight 
and the body aesthetic on which thinness and youth depend.

Moreover, we should not ignore the impact of globalisation on the world food 
system. In a world where more food is produced than at any other time in history, 
over 10% of the population is hungry. The hunger of those 800 million people coin-
cides with another historic record: “globesity”, over a billion people are overweight. 
The obese and the hungry are interconnected. Hunger and obesity are symptoms of 
the same problem. The road that may lead to eradicating hunger would serve to 
prevent global epidemics of diabetes and heart complaints. There are moral excuses 
that act to calm a troubled conscience: the poor are hungry because they are lazy, or 
the rich are fat because they eat fattening food. The prevalence of hunger and obe-
sity affects people too often and in too many places for it to be the consequence of 
any personal defect. In Mexico, a developing country, there are more obese adoles-
cents than ever, although the number of poor Mexicans is growing. The crucial fac-
tor is not economic revenue but the proximity to the border and the habits of their 
northern neighbours whose processed food is rich in fats and sugar [32].

The weight of sociocultural factors in the genesis of eating behaviour disorders 
is a reality, as described in this historical introduction. So is the role of gender, the 
distribution of power, ethnicity and social class and wealth distribution at global 
level. Everything influences what we eat. We are what we eat and we eat what we 
are, as we said at the beginning of this chapter.

14.4  Psychopathology of Eating Behaviour

Eating disorders are the pathology that is most frequently presented by young peo-
ple. Their medical complications, comorbidity and seriousness make them eligible 
for inclusion here. Since the first case report of anorexia nervosa appeared in the 
literature over 125  years ago, much has been learned about eating disorders. 
Presently, 11 distinct eating disorders are categorised in the DSM-5 [39].

We have divided this section into four parts. The first is devoted to the three syn-
dromes that are most frequently presented in habitual clinical practice and that fun-
damentally affect women as often as they did two centuries ago: anorexia nervosa 
(AN), bulimia nervosa (BN) and binge eating disorder (BED). The second part con-
tains eating disorders that have been recently included in the DSM-5 in the catego-
ries of other specified feeding or eating disorder (OSFED) and unspecified feeding 
or eating disorder (UFED). In the third part, we are going to describe feeding and 
eating disorders which are more frequent in children such as pica and rumination 
(which are presented equally by both sexes) and avoidant restrictive food intake 
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disorder (ARFID). Finally, there is a mention of new eating behaviours that are not 
included by the moment in the DSM-5 [40].

Approximately 95% of people with an eating disorder are 12–25 years of age. 
Adjusting for age, ethnicity/race, education and income categories, odds of lifetime 
and 12-month diagnoses of all three EDs were significantly greater for women than 
men, particularly for AN and BN [41]. Although 90% of patients with an eating dis-
order are female, the incidence of diagnosed eating disorders in males appears to be 
increasing. The aetiology of eating disorders is unknown and probably multifacto-
rial; it is thought that a combination of biological, psychological and social factors 
contributes to the illness. We know EDs tend to cluster in families [39, 42]. 
Environmental influences include societal idealisations about weight and body shape 
[42]. Epidemiology of each disorder is more accurately described in each section.

14.5  Anorexia Nervosa

14.5.1  Introduction

Anorexia nervosa (AN) is a diagnostic term that literally means neurotic loss of 
appetite. Sir William Gull first reported a case of AN in the Lancet in 1888.

14.5.2  Epidemiological Data

A study conducted in the United States with a nationally representative sample of 
adults assessed with diagnostic interviews provides new prevalence estimates of 
EDs based on DSM-5. Prevalence estimates of lifetime AN is between 0.80% and 
3.6 [41–44]. Findings regarding the mean age of onset for AN 19.3. Discrepancies 
in prevalence estimates underscore the need of more population-based studies with 
large samples using diagnostic interviews.

14.5.3  Clinical Features

The distinguishing clinical feature of anorexia nervosa is extreme restriction of food 
intake, resulting in extensive weight loss (or a failure to gain weight during growth 
periods). Under the criterion of DSM-IVR, patients might weigh less than 85% of 
what is expected but in DSM-5 criteria do not refer to a specific degree of weight loss 
required for the diagnosis but instead provide guidelines for specifying the severity 
of weight loss [40, 42, 45]. The other essential aspects are the individual wishes to be 
underweight making conscious attempts to avoid gaining weight and a distorted 
image or lack of recognition of low weight. Despite the fact that individuals with 
anorexia nervosa are by definition underweight, they are convinced that they will 
become substantially overweight if they cease their vigorous efforts to remain in 
control of their eating and exercising. There is a disturbance in the way in which 
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one’s body weight or shape is experienced, an undue influence of body weight on 
self-evaluation or a denial of the seriousness of the current low body weight. 
Individuals with anorexia nervosa usually perceive their size accurately. The problem 
lies more often in the judgement they make about the size they see. This is deter-
mined by sociocultural factors and affects women more frequently. It is also striking 
that this fear of becoming fat typically intensifies, as more weight is lost.

Women with anorexia nervosa often do not menstruate although amenorrhea is 
no longer required as criterion of AN in DSM-5. Most women have progressed 
normally through pubertal development and have begun to menstruate before the 
onset of the eating disorder. However, some girls develop anorexia nervosa before 
the onset of menstruation.

Included in the differential diagnosis are gastrointestinal disorders, such as 
inflammatory bowel disease and celiac disease, endocrinological diseases, such as 
hyperthyroidism or Addison’s disease, and other chronic illness that may lead to 
weight loss, such as an underlying malignancy [39].

Once anorexia nervosa has been diagnosed, the clinician is asked to classify the 
patient into two groups [46]:

 – Restricting type: during the current episode of anorexia nervosa, the person 
loses weight purely by dieting and exercising and has not regularly engaged in 
binge eating or purging behaviour.

 – Purging behaviour: during the current episode of anorexia nervosa, the person 
has regularly engaged in binge eating or purging behaviour (i.e. self-induced 
vomiting or the misuse of laxatives, diuretics or enemas).

The most powerful illustration of the effects of restrictive dieting and weight loss 
on behaviour is an experimental study conducted in 1950 by Ancel Keys at the 
University of Minnesota. The experiment involved 36 carefully chosen, young, 
healthy, psychologically normal men who restricted their caloric intake for 6 months 
as an alternative to military service. What makes the study so important is that many 
of the experiences observed in the volunteers were the same as those patients with 
eating disorders. The question is that while anorexia nervosa is mostly presented by 
women, only men were used for this study. What does this mean? Table 14.2 shows 
the effects of starvation in the study.

Table 14.3 presents common reasoning errors among patients with eating disor-
ders, described by Garner and Garfinkel [33].

When a woman insists that the only way to succeed in our culture is to be thin, 
she could be described, by clinicians, as possessing distorted reasoning or misper-
ception of reality. But for most people in Western culture, especially women, slen-
derness is equated with competence, self-control and intelligence. There is no firm 
demarcation between the normal and the pathological, as most women are affected 
in some way by the cultural construction of female beauty as involving slenderness. 
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Table 14.2 Effects of starvation

Attitudes and behaviour toward food
Food preoccupation
Collection of recipes, cookbooks and menus
Unusual eating habits
Increased consumption of coffee, tea and spices
Gum chewing
Binge eating
Emotional and social changes
Depression
Anxiety
Irritability, anger
Lability
Psychotic episodes
Personality changes on psychological tests
Decreased self-esteem
Social withdrawal
Cognitive changes
Decreased concentration
Poor judgement
Apathy
Physical changes
Sleep disturbances
Weakness
Gastrointestinal disturbances
Hypersensitivity to noise and light
Oedema (water retention, particularly in ankles)
Hypothermia and feeling cold
Paraesthesia
Decreased metabolic rate
Decreased sexual interest
Dry skin
Hair loss

Table 14.3 Reasoning errors

Selective abstraction or basing a conclusion on isolated details while ignoring contradictory 
and more salient evidence
Overgeneralisation or extracting a rule on the basis of one event and applying it to other 
dissimilar situations
Magnification, or overestimation of the significance of undesirable consequent events. Stimuli 
are embellished with surplus not supported by an objective analysis
Dichotomous or all-or-none reasoning or thinking in extreme and absolute terms. Events can 
be only black or white, right or wrong, good or bad
Personalisation and self-reference or egocentric interpretations of interpersonal events or 
over-interpretations of events relating to the self
Superstitious thinking, or believing in the cause-effect relationship of non-contingent events 
(Garner and Garfinkel)
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This means that most women have some sort of problem in relation to food con-
sumption. There is a continuum of eating problems from dieting to the extremes of 
anorexia and bulimia nervosa.

Body image disturbance plays a prominent role in the psychopathology of eating 
disorders. Historically, either the perceptual or the cognitive-affective components of 
body image disturbance (body image distortion or body image dissatisfaction) have 
been incorporated into the diagnostic criteria for both anorexia nervosa and bulimia 
nervosa and focus on the influence of body shape and weight on self-evaluation.

Body dissatisfaction is strongly associated with quality of life impairment among 
both male and female adults, and the strength of this relationship is comparable 
between the sexes. In a study performed among adolescent girls and boys in 
Australia, girls reported higher levels of dissatisfaction than boys. However, the 
strength of the adverse associations between body dissatisfaction and quality of life 
impairment did not differ by sex, and this was the case for both physical health- 
related and psychosocial quality of life domains [47, 48].

Multiple factors of body image disturbance have been identified. These include 
body image distortion, body image dissatisfaction and body image avoidance, 
which are all highly correlated. Patients with more severe body size distortion may 
benefit most from treatment that focuses on correction of size and weight overesti-
mation. When body image dissatisfaction is more prominent, modifying negative 
and distorted thoughts and working toward acceptance of one’s body may be indi-
cated. Finally, treatment incorporating exposure to situations that provoke anxiety- 
provoking thoughts about appearance will be beneficial for those patients who 
exhibit extreme avoidant behaviours.

The anorectic’s distorted image of her body, her inability to see it as anything but 
too fat, although more extreme, is not radically discontinuous, then, from fairly 
common female misperceptions [36].

14.5.4  Psychological Factors

AN has the lowest rate of psychiatric comorbidities between ED, despite they are 
still high. In terms of psychological factors, limited coping skills, poor distress toler-
ance, perfectionism, obsessionism, inflexibility, neuroticism, negative emotionality, 
harm avoidance, compulsivity, social inhibition, emotional restraint and decreased 
self-esteem are common traits among those with AN. However, those with AN who 
also engage in bingeing and purging display more impulsivity and sensation seeking. 
Those with AN classically tend to have problems with identify formation, autonomy 
issues and maturity fears. In relation to personality disorders, the restricting subtype 
of AN is associated with personality disorders such as obsessive- compulsive person-
ality disorder or avoidant personality disorder. Borderline personality disorder is also 
common, especially among those with binge- purge subtype. Self-injurious 
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behaviour and suicide attempts are commonly associated with AN as well. AN has a 
strong association with anxiety and depressive disorders [39, 47].

Hilde Bruch reported that many anorectics talk of having a ghost inside them or 
surrounding them, “a dictator who dominates me” as one woman describes it; a little 
dictator, the “other self”, was always reported by Bruch. The anorectic’s other self, the 
self of the uncontrollable appetites, the impurities and taints, the flabby will and the 
tendency to mental torpor, is the body, but it is also the female self [36, 48]. These two 
selves are perceived as at constant war. But it is the male side, with its associated val-
ues of greater spirituality, higher intellectuality and willpower that is being expressed 
and developed in the anorexic syndrome. For Bordo [36–38], there are two levels of 
meaning. One has to do with fear and disdain for traditional female roles and social 
limitation. The other has to do with a deep fear of the female, with all its more night-
marish archetypal associations of voracious hungers and sexual insatiability.

Adolescent anorectics express a characteristic fear of growing up to be mature, 
sexually developed and potentially reproductive women. And indeed, as Bruch 
reports, many anorectics, when children, dreamt and fantasised about growing up to 
be boys.

Some authors interpreted these symptoms as a species of unconscious feminist 
protest, involving anger at the limitations of the traditional female role, rejections of 
values associated with it and fierce rebellion against allowing their futures to 
develop in the same direction as their mothers.

For females, the fatness that goes with normal adult body weight will always 
have had a sexual dimension, serving as it does both direct reproductive and related 
social and biological purposes, such as its attraction for males. The attempted regu-
lation and control of weight and shape are commonplace among teenage females 
searching for a greater sense of ownership of the body and its impulses; the success 
of such attempts leads to enhanced self-esteem.

The greater risk for females of developing eating disorders has been attributed to 
social pressure in a male-dominated world. Background cultural factors are often 
implicated, not only fashion but also more relevant background structure and social 
norms.

Anorexia nervosa in a multidimensional model explanation should include the 
crucial dimension of culture and the construction of gender to understand the socio-
cultural analysis of the phenomenon. This is gender as primary and productive in 
the emergency of anorexia, rather than as merely a contributing factor.

14.5.5  Medical Complications

Recent studies have demonstrated that the standard mortality rate for patients with 
anorexia nervosa approaches 12 times those of age-matched controls [49, 50]. The 
main medical complications are resumed in Table 14.4.

14 Eating Disorders



358

14.5.6  Treatment

Indications for hospitalisation include significant electrolyte abnormalities, arrhyth-
mias or severe bradycardia, rapid persistent weight loss in spite of outpatient ther-
apy and serious comorbid medical or psychiatric conditions, including suicidal 
ideation. The focus of initial treatment for patients who have anorexia nervosa with 
cachexia is restoring nutritional health, with weight gain as a surrogate marker. 
Feeding tubes may be needed in severe cases when the patient has a high resistance 
to eating. A reasonable target for weight restoration is 90% of the average weight 
expected for the patient’s age, height and sex. Psychotherapy is the foundation for 
successful treatment of an eating disorder. Cognitive behavioural therapy (CBT), 
dialectical behavioural therapy (DBT), interpersonal therapy (IPT), cognitive reme-
diation therapy (CRT) and acceptance commitment therapy (ACT) are all therapies 
that have been studied in AN and produced varying results [39].

Studies have shown only limited benefit of medications in the treatment of 
AN.  Antidepressants, including selective serotonin reuptake inhibitors (SSRIs), 
may help mitigate symptoms of depression and suicidal ideation in patients with 
anorexia nervosa. However, they have not proved beneficial in facilitating weight 
restoration or preventing relapse. Although case reports and recent preliminary 
studies have suggested a role for atypical antipsychotics such as olanzapine 
(Zyprexa), controlled studies have not demonstrated significant benefit in patients 
with anorexia nervosa [42].

14.5.7  Prognosis

Although approximately one-half of patients with anorexia nervosa fully recover, 
about 30% achieve only partial recovery, and 20% remain chronically ill.

Anorexia nervosa has the highest mortality rate of any mental health disorder, 
with an estimated all-cause standardised mortality ratio of 1.7–5.9% [42]. Mortality 

Table 14.4 Main medical complications of Anorexia Nervosa

System Complication
Bone Osteopenia, osteoporosis
Haematologic Anaemia, leukopenia, thrombocytopenia
Neurologic Brain matter loss, Wernicke-Korsakoff syndrome
Gastrointestinal Dysphagia, constipation, reflux, gastroparesis, acute gastric dilatation, 

superior mesenteric artery syndrome, hepatic transaminase level 
disturbances

Cardiac Bradycardia, hypotension, interlead variability of QT interval
Endocrine Pituitary hypogonadism, low testosterone, low oestrogen, euthyroid sick 

syndrome, hypoglycaemia
Pulmonary Spontaneous pneumothorax
Electrolyte 
imbalance

Hyponatremia, hypokalaemia
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can be secondary to underlying medical complications or suicide. While most 
deaths from AN are thought to be due to cardiac complications, approximately one 
in five are thought to be from suicide. Special attention should be paid to assessing 
safety issues, including suicidality and self-injurious behaviour [39].

14.6  Bulimia Nervosa

14.6.1  Introduction

From bou, ox and limos, hunger was used in Greece to define a devouring hunger. 
The term bolism (bolisme) appeared in all French medical treatises at least until the 
fourteenth century, although Pinel, in his Nosographie Philosophique, conceived 
bulimia as a morbid type consistent with “hunger which is too intense and often 
insatiable” and included it in the “neuroses of the nutritional functions”. During the 
nineteenth century, the term maintained a semiological meaning synonymous with 
terms like citorexia and others such as hyperorexia, hyperphagy and sitomania [1]. 
In the latter half of the twentieth century, English literature established the nosologi-
cal nature of bulimia nervosa, this being described by Russell as the appearance of 
recurring episodes of excessive voraciousness followed by inappropriate compensa-
tory behaviour. As in anorexia nervosa, there is both an irrational fear of gaining 
weight as well as severe alterations in the body image.

14.6.2  Epidemiological Data

The lifetime prevalence of BN is predicted to be between 0.28 and 3% with a 
12-month prevalence of 0.4% and average age of onset 16–17 years. Gender differ-
ences occur, with a women to men ratio of 9:1 [41, 43, 44, 51].

14.6.3  Clinical Features

The salient behavioural characteristic of bulimia nervosa is the frequent occurrence 
of binge eating episodes. A binge is defined on the basis of two elements: consump-
tion of a large amount of food in less than 2 h and sense of loss of control during the 
eating episode (the feeling that one cannot stop eating or control what or how one is 
eating).

A second critical characteristic of bulimia nervosa is that following the eating 
binges, the individual engages in inappropriate attempts to rid her or himself of 
weight gain. In clinical samples, the most frequent inappropriate behaviour is self- 
induced vomiting. Vomiting is often difficult to induce when the illness begins but 
becomes less difficult and more habitual over time. Many individuals with bulimia 
nervosa eventually induce vomiting not only following binge episodes but also fol-
lowing the consumption of any meal, whether large or small. They also utilise 
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medications in an attempt to counteract the binges. Commonly, they use laxatives, 
diuretics, enemas and thyroid medication. In the DSM-5 criteria for bulimia ner-
vosa, there is a decrease in the average frequency of bingeing and purging from 
twice to once a week. Other changes are that the subtypes of purging and non- 
purging in the DSM-4 were removed and that compensatory behaviours can now be 
classified depending on frequency in mild (1–3 episodes per week), moderate (4–7 
per week), severe (8–13 per week) and extreme (14 or more per week) [42].

Bulimic episodes usually start from the afternoon and generally include every 
type of food. However, some studies have demonstrated that patients tend to ingest 
foods considered to be “taboo” for them, foods that they normally reject because 
they consider them to be high in calories, carbohydrates and fats. The manner of 
eating also tends to be altered, being rapid and voracious and mixing tastes, textures 
and foods. The binge frequency varies according to the seriousness of the disorder 
and morale and finally becomes a routine act. Triggers may be negative feelings 
related to weight and body shape, life stressors, eating a specific food that has been 
purposefully avoided or boredom [52].

Between binges, patients maintain a restrictive diet or even fast, which primes 
and facilitates the episodes of uncontrolled intake. Many patients find difficulty in 
feeling satiated at the end of a normal meal and may continue eating. This gives rise 
to continuous weight changes but without the notable weight loss of anorexia ner-
vosa. Bulimic behaviour often begins after a period of diet, and there is a record of 
having suffered anorexia nervosa in a significant percentage of cases. Individuals 
with bulimia often go undetected by their families and physicians as their weight 
may be normal or above normal, and there is often no associated medical complaint 
that may bring one to seek medical help such as the absence of menses that occurs 
in AN. Individuals with bulimia may be reluctant to share their symptoms due to 
secrecy and shame over the binge or purge behaviours [52].

The third and final aspect in the characterisation of bulimia is persistent concern 
over figure and weight, with a morbid fear of weight gain. For many authors, this is 
the nuclear psychopathological aspect as it leads the patient to exclusive self- 
evaluation in terms of weight and figure.

14.6.4  Psychological Factors

Most bulimic patients present depressive symptoms such as sadness, guilt feelings, 
low self-esteem and suicidal thoughts. High anxiety levels form an inseparable part 
of bulimic behaviour. The moments prior to a binge are characterised by unease, 
excitation, tension and an imperious desire to eat. In this way, anxiety and dysphoria 
accompany and trigger most binges in bulimic patients. After the loss of control, 
anxiety may be reduced, and subsequently there is an increase in guilt feelings, low 
self-esteem and fear of growing fat, leading the patient to cause her or himself to 
vomit. As well as the anxiety associated with the binge, high levels of anxiety 
between episodes are presented.
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Abuse of substances, mainly alcohol, together with kleptomania is among the 
compulsive behaviours most frequently found in these patients. Many of them pres-
ent borderline personality features and interpersonal relationship problems. It is 
important to have in mind that BN places patients at a greater risk for suicide and 
self-injurious behaviour.

14.6.5  Medical Complications

Most of the complications are similar to the ones described in AN, but more specific 
medical complications of purging behaviours including self-induced vomiting and 
laxative abuse include hypochloremic alkalosis, hypokalaemia, subconjunctival 
haemorrhage, epistaxis, perimyolysis, oral mucositis, cheilitis, hoarse voice, chronic 
cough, sialadenosis, oesophageal rupture, rectal prolapse, haemorrhoids, cardiac 
arrhythmia, seizures and, finally, death. Most dangerous complication in BN is 
development of an electrolyte imbalance, which can lead in extreme cases to cardiac 
arrhythmia, seizure and death [50].

14.6.6  Treatment

Standard treatment for bulimia nervosa includes nutritional rehabilitation, psycho-
therapy and pharmacotherapy, as well as monitoring patients for medical complica-
tions. It is known that psychotherapy is more effective for BN compared to AN, 
largely thought to be due to the weight difference [39]. Clinical trials have shown 
significant improvement in bulimia nervosa with cognitive behaviour therapy and 
interpersonal psychotherapy. However, a recent meta-analysis studying the efficacy 
of psychotherapy in ED published in 2018 indicates that any psychotherapy will be 
equally effective [53]. Studies have suggested SSRIs may be beneficial in decreas-
ing the frequency of binge eating and purging. Thus, the addition of an SSRI might 
be considered for patients who are not responding to psychotherapy and for patients 
with major depression or another comorbid disorder [42]. Indications for hospitali-
sation are the previously described for AN.

14.6.7  Prognosis

Several studies do indicate that a younger age at presentation, shorter duration of 
illness, less frequency of symptoms, absence of laxative use, close social relation-
ships and a good therapeutic response with in the first month of treatment appear to 
be positive prognostic factors. Negative prognostic factors include continuous over 
emphasis on body shape and weight, a history of physical maltreatment, disturbed 
family relationships, poor motivation, self-injurious behaviours and presence of a 
personality disorder.
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The prognosis for bulimia nervosa is more favourable than for AN, with up to 
80% of patients achieving remission with treatment. However, the 20% relapse rate 
represents a significant clinical challenge, and the disorder is associated with an 
elevated all-cause standardised mortality ratio of 1.6–1.9% [42]. Despite the medi-
cal risks involved in BN, mortality is most often related to suicide [52].

14.6.8  Conclusion

Like patients with anorexia nervosa, those with bulimia nervosa are over-concerned 
with their body shape and weight, and their self-esteem is regulated in the extreme 
by these aspects of their appearance. They feel under intense pressure to diet and 
avoid weight gain. This is more frequent in female patients.

As Bordo points out, most women affected by eating disorders are pursuing 
today’s boyish body ideal, which seems to be surrounded by an aura of freedom and 
independence. However, the body shape of most mature women does not fit the 
ideal, and therefore they must either spend hours each day dieting and exercising or 
simply give up trying to attain it. In opposition to this, the bodies of mature women 
tend to have more body fat than the bodies of younger boys and are rounder and 
fuller. In turn, this “womanish fat” seems to symbolise women’s supposedly vora-
cious appetites and also, for many women, the domesticity they associate with their 
mothers [36].

Thus, for many women, this appears to be a fight with their own bodies. This is 
not the pathological body. Instead, the average adult female body that is complexly 
and ambiguously symbolised is the problem for many women and not an internally 
distorted perception of their own body or cognitive malfunctions in the processing 
of information.

There is an embodied perception of the world. This is lived from a situated per-
spective that is both individual (the person’s relation to the world and their experi-
ence of life events) and sociohistorical. Behind this lies a culture that is driving 
more, and younger, girls and women into the regimes of rigorous dieting and exer-
cise, largely by encouraging the fear of weight gain. This is normalising images and 
ideologies on femininities and notions of female beauty (body image in men is 
muscular, fit and youthful; masculine beauty as the Grecian model or the David of 
Michelangelo). This will determine in some way how actual women are much more 
affected by these pathologies. People live their bodies with the world, especially the 
social world. From this viewpoint, culture is seen as lived through the body.

14.7  Binge Eating Disorder (BED)

14.7.1  Introduction

BED was first formally described in 1959 by Albert Stunkard as a form of abnormal 
eating among obese patients [54]. The delimitation of BED as a nosological 
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condition is very recent: it arose as the result of a multicentric study published in 
1992 by Spitzer [55]. This established the diagnostic criteria met by a group of 
individuals who presented recurring binge eating problems but without compensa-
tory behaviours characteristic of bulimia nervosa, such as repeated vomiting or 
laxative abuse. It was observed in this study that this disorder could be diagnosed 
with a high index of reliability and that it was very frequent in hospital slimming 
programmes, affecting 30% of obese patients. In 2013, BED was added as a stand-
alone psychiatric disorder in DSM-5 [40].

14.7.2  Epidemiology

BED is the most common eating disorder. The lifetime prevalence rate of BED is 
estimated in 1.4%. BED continues to be an underrecognised and undertreated con-
dition [41, 56]. BED usually makes its appearance in late adolescence or young 
adulthood and most often affects women who have subjected themselves to strict 
diets to lose weight and have suffered relapses. However, the ratio of female to male 
is more balance for BED than for the rest of ED, about 6:4. It has been hypothesised 
a correlation between oestradiol and progesterone levels and dysfunctional eating 
symptoms, being these higher during the luteal phase of the menstrual cycle [57]. 
Men and women did not differ significantly on developmental variables or on mea-
sures of current ED features, like binge eating behaviours or weight or shape con-
cerns. However, higher body dissatisfaction, drive for thinness, dietary restraint and 
emotional eating were significantly more prevalent among women [58].

Environmental factors are essential in virtually all the patients in which obesity 
develops. The sociocultural conditions of the population, the “consumer culture” 
and the “McDonaldisation” of society, together with food technology, subject the 
public to a pressure that explains the increase of the prevalence of obesity [59], no 
matter how much the thin aesthetic, of the light body, is imposed. This causes in 
large sectors of the population, especially in females, a dissatisfaction with body 
image and an increase in the prevalence of eating behaviour disorders in the female 
population.

14.7.3  Diagnosis Features

The clinical condition is characterised by recurring food binges, defined as eating in a 
discrete period of time (about 2 h) and amount of food larger than most people would 
eat under similar circumstances, and behavioural manifestations of lack of control 
over them. The binges occur at least once a week during a 3 month or longer period, 
typically, without the compensatory manoeuvring typical of bulimia nervosa.

The key aspect of the psychiatric aspect of bingeing does not refer to the amount 
of food ingested but to the individual’s lack of control over intake. This is the feeling 
the individual experiences on not being able to stop eating or control what or how 
much she or he is going to eat. The manifestations of this lack of control are eating 

14 Eating Disorders



364

very quickly, eating so much that an unpleasant feeling of postprandial fullness is felt, 
the ingesting of a large amount of food even though the individual is not hungry and 
the feeling of disgust, guilt or depression after the episodes. According to the DSM-5 
[40], for a diagnosis of the BED, the binges need to cause a clinically significant mal-
aise, with dissatisfaction during and after the episodes and concern over its effects on 
weight and body image. The patient may obtain a degree of gratification while she or 
he is eating, but her or his experience after bingeing is always negative, with feelings 
of guilt, remorse, rage, etc. After bingeing, the patient experiences a deep unease but 
in general does not display the compensatory strategies of bulimia nervosa. Body dis-
satisfaction is a strong predictor of lifetime binge eating disorders. It seems that gen-
der does not interact with body image dissatisfaction on binge eating [60].

Differential diagnosis of BED therefore is made above all with atypical bulimia 
nervosa. However, the use of compensatory strategies characteristic of bulimia, 
such as fasting and excessive exercise, is not as frequent. Another difference that 
exists between the two disorders is the degree of obesity. Indeed, patients with BED 
frequently present serious obesity (defined as a body mass index equal or greater 
than 35) and greater weight fluctuations than patients with bulimia nervosa.

Some studies have suggested that “emotional eating” could exist. This would 
affect a group of obese patients whose bingeing responds to emotional stress [61].

14.7.4  Psychological Factors

Females with BED often present nonspecific mixed symptoms of chronic low mood, 
anxiety, sleep disturbances, poor concentration and anhedonia. It has been also 
associated with substance use disorders, more frequently among men. There is also 
a higher rate of personality and panic disorders compared to other obese patients, as 
well as family dysfunctions with abuse and emotional abandonment although not 
aggression or sexual abuse [62, 63].

Personality traits may play a major role in the development of this disorder 
through three possible mechanisms: firstly, they may show a predisposition to 
excessive eating; secondly, obesity itself, when it begins in early stages of life, may 
affect personality development; and finally, the two mechanisms mentioned may act 
in a combination. The attitude to the body, impulsiveness and the relationship with 
food learned from young ages are key aspects in the genesis of obesity.

Classic literature has associated the passive-dependent personality with obesity, 
although this has not been demonstrated scientifically. However, it has been reflected 
in history and literature as in the character of Ignatius Reilly in the novel A 
Confederacy of Dunces. Specific aspects, like insecurity, hypersensitivity and emo-
tional instability, are more frequent than in the population as a whole; what is not 
clear is whether it is a prior disposition or a form of adaptation in a subject who 
finds difficulties in adapting to normality.

On the other hand, comorbidity with personality disorders like borderline per-
sonality disorder is frequent. This suggests that a causal relationship exists between 
both conditions, either with a common origin of a genetic and/or environmental 
basis or because obesity is secondary to the alteration of the control of impulses that 
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are so frequent in borderline personality disorder. In Western societies, thinness 
prevails as part of the present canons of beauty, and obese people are aware of the 
social rejection and discrimination to which they often receive, as well as suffering 
the limitations that their weight imposes on them in everyday life. This situation 
may produce dissatisfaction with their own body and with their body image. Their 
image becomes a principal source of their concerns, and thinness takes top place in 
their scale of values, above everything else.

An example of the unease these people may experience is “mirror avoidance”, which 
makes them travel large distances to avoid having to look at themselves in the mirror or 
in the reflection of a shop window. In fact, this suggests that these individuals present a 
body image disorder that is similar to what occurs in eating behaviour disorders.

Body image disturbance that is not modified despite weight loss demonstrates to 
us the need to treat underlying psychological aspects such as body dissatisfaction 
and dysmorphophobic and alexithymic aspects.

Added to this problem is the anxiety secondary to the undertaking of slimming 
treatments comprising diets without psychotherapeutic support, which are often 
associated with this problem, above all in the female population. The anxiety disor-
ders most frequently associated with the severely obese are agoraphobia, simple 
phobia and post-traumatic stress syndrome, which is much more frequent than in 
the general population. It has been suggested that women with a background of 
violence and rape may seek relief from food [64].

Obesity in women is associated with a greater prevalence of depressive symp-
toms due to a greater perception of social stigma, which is much more intense in 
females. Corporality and body experience constitute a nuclear part of female iden-
tity, as has been explained in previous articles.

14.7.5  Medical Complications

BED is prospectively associated with the development of obesity. Among women, 
it is also associated with early menarche, menstrual dysfunction, delivery of higher- 
birth- weight babies and duration of the first and second stages of labour. BED is 
also associated with some endocrine conditions such as type 2 diabetes mellitus, 
polycystic ovary syndrome and metabolic syndrome. Metabolic syndrome and its 
consequences have been seeing to be more frequent among males [65].

14.7.6  Treatment

Psychotherapy alone or in combination with self-help tools can be considered the 
first line of treatment. Cognitive behaviour psychotherapy, interpersonal therapy 
and dialectical behaviour therapy had been the most studied. In moderate to severe 
cases, pharmacotherapy can be considered. The only medication that has been 
approved specifically for adults with BED is lisdexamfetamine dimesylate (LDX) 
[66]. There is also evidence of the utility of antidepressants and antiepileptics such 
as sertraline or topiramate [56].
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14.7.7  Prognosis

Early responses to treatment are important from a prognosis standpoint. Binge 
abstinence should be pursued at the very beginning of treatment, also because the 
achievement of this goal per se in some cases leads to significant weight loss. Poor 
weight loss is shown in literature. In most cases treatment should not target weight 
loss at first, but weight stabilisation. Weight regain is a critical target for BED 
patients, who report marked weight fluctuations and spend much time trying to 
lose weight [56].

14.8  Other Specified Feeding or Eating Disorder (OSFED)

Epidemiological studies show that the prevalence of OSFED is about 1.5% [67]. 
The DSM-5 reconfigured and renamed DSM-4 diagnostic eating disorder not other-
wise specified (EDNOS) as other specified feeding or eating disorder (OSFED) and 
unspecified feeding or eating disorder (UFED). OSFED is a formal diagnostic cat-
egory including heterogeneous nosological entities, such as atypical anorexia ner-
vosa (atypical AN), purging disorder (PD), subthreshold bulimia nervosa (sub-BN), 
subthreshold binge eating disorder (sub-BED) and night eating syndrome (NES). A 
study performed in female patients revealed that besides their symptomatologic het-
erogeneity, all of them share common eating and general psychopathological symp-
toms as well as personality traits [68, 69].

14.8.1  Atypical Anorexia Nervosa (Atypical AN)

This term describes those patients who have all of the features of AN, such as 
restricting, over-exercising, bingeing/purging and having a significant fear of 
being overweight, and like those with AN, lose a large amount of weight, but they 
are not considered significantly underweight. Patients with AN are often signifi-
cantly emaciated, which may raise concerns with parents, teachers, etc. Those 
with atypical AN can be of normal weight, overweight, obese or slightly under-
weight. However, based on their trajectory of weight loss and restrictive behav-
iours, they are actually in a state of malnourishment [39, 69]. Atypical AN was 
also previously used to describe those who did not endorse fear of gaining weight 
or a distorted body image.

14.8.2  Subthreshold Bulimia Nervosa (Sub-BN)

All of the criteria for bulimia nervosa are met, except that the binge eating and inap-
propriate compensatory behaviours occur, on average, less than once a week and/or 
for less than 3 months [40, 69].

M. Sáenz-Herrero et al.



367

14.8.3  Subthreshold Binge Eating Disorder (Sub-BED)

All of the criteria for binge eating disorder are met, except the binge eating occurs, 
on average, less than once a week and/or for less than 3 months [40, 69].

14.8.4  Purging Disorder (PD)

This diagnosis is applied to those patients who purge but do not binge. This diagno-
sis is especially important for patients in the adolescent age group, as it is thought 
that there are more teenage patients who purge and do not binge compared to young 
adults. Those with PD show higher levels of dietary restraint than controls, perhaps 
feeling a loss of control when eating even a small amount of food (“subjective 
binge”) leading to compensatory purge behaviours. Purging may also help regulate 
affect by decreasing negative thoughts after the purge. In comparison to those with 
BN, individuals with PD report greater postprandial fullness and gastrointestinal 
distress after meals. Although not included in the DSM-5, possible diagnostic crite-
ria for PD suggested by one author include the following: recurrent purging to influ-
ence body weight or shape, purge behaviours at least once per week for at least 
3 months, undue influence of body shape and weight and absence of objective binge 
episodes. The lifetime prevalence of PD is estimated to be at 1.1–5.3% for women; 
no studies for men are currently reported. The management approach is relatively 
the same as that reported for BN [52].

14.8.5  Night Eating Syndrome (NES)

NES was originally described in 1955 as a pattern of eating among obese indi-
viduals who were resistant to weight loss in an obesity treatment programme. 
NES has been associated with weight gain and obesity. The prevalence of NES 
has been reported to be 1–1.5% in the general population. The disorder is charac-
terised by circadian delayed food intake that behaviourally manifests as evening 
hyperphagia (consumption of 25% of total daily food intake after the evening 
meal) and/or nocturnal ingestion (nocturnal awakening and ingestion of food at 
least twice a week) [70, 71].

Patients suffer recurrent episodes of night eating, as manifested by eating after 
awakening from sleep or by excessive food consumption after the evening meal. 
They have awareness and recall of the eating. Also, NES was found to be linked to 
poor sleep quality, and poor sleep quality/quantity was positively associated with 
obesity [72]. There are several factors related with NES such as obesity, gender, 
medications and presence of psychiatric disorders. Prevalence of depressive disor-
der, impulse control disorder, and nicotine dependency was higher among patients 
with NES.
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14.9  Unspecified Feeding or Eating Disorder (UFED)

UFED applies to presentations in which symptoms are clinically significant but do 
not meet the full criteria for any of the specified disorders. It differs from the OSFED 
category in that it does not require specifying why the criteria are not met for a spe-
cific disorder, and it also includes presentations in which there is insufficient infor-
mation to make a more specific diagnosis [68].

14.10  Other Feeding and Eating Disorders Included in DSM-5

General population prevalence data on rumination behaviour (RB) and pica behav-
iour (PB) are limited and inconclusive. A study performed in Switzerland in chil-
dren between ages 7 and 13 estimated a prevalence of 1.7% with RB only, 3.9% 
with PB only and 1.1% with RB + PB. They also found that those with RB or PB 
more commonly have greater feeding disorder symptomatology and discovered that 
participants had greater levels of fear of weight gain, dissatisfaction with shape/
weight and restraint over eating. They also had more frequent binge eating, vomit-
ing and laxative/diuretic use [73, 74].

The most curious question is that feeding disorders presented in childhood are 
equally presented in male and female patients. However, anorexia nervosa, bulimia 
nervosa and binge eating disorders are mostly frequent in the female population.

14.10.1  Pica

This is also known as “allotriophagy”, which derives from Latin and refers to the 
magpie, a bird celebrated for its excessive appetite [75]. Pica is an extreme degree 
of dysorexia, that is, a severe disorder of the criteria of qualitative food selection.

The essential feature of pica in DSM-5 is the eating of one or more nonnutritive, 
non-food substances on a persistent basis over a period of at least 1 month that is 
severe enough to warrant clinical attention. Typical substances ingested tend to vary 
with age and availability and might include paper, soap, cloth, hair, string, wool, 
soil, chalk, talcum powder, paint, gum, metal, pebbles, charcoal or coal, ash, clay, 
starch or ice. The term non-food is included because the diagnosis of pica does not 
apply to ingestion of dietary products that have minimal nutritional content. There 
is typically no aversion to food in general. The eating of nonnutritive, non-food 
substances must be developmentally inappropriate and not part of a culturally sup-
ported or socially normative practice. A minimum age of 2 years is suggested for a 
pica diagnosis to exclude developmentally normal mouthing of objects by infants 
that results in ingestion. The eating of nonnutritive, non-food substances can be an 
associated feature of other mental health disorders (e.g. intellectual developmental 
disorder, autism spectrum disorder, schizophrenia). If the eating behaviour occurs 
exclusively in the context of another mental disorder, a separate diagnosis should be 
made only if the eating behaviour is sufficiently severe to warrant additional clinical 
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attention in DSM-5. Pica occurs in both male and females. It can occur in females 
during pregnancy; however, little is known about the course of pica in the postpar-
tum period.

In some populations, the eating of earth or other seemingly nonnutritive sub-
stances is believed to be spiritual, medicinal or of another social value or may be a 
culturally or socially normative practice. Such behaviour does not warrant a diagno-
sis of pica. Some individuals may swallow potentially harmful items (e.g. pins, 
needles, knives) in the context of maladaptive behaviour patterns associated with 
non-suicidal self-injury in personality disorders.

It has also been reported that there is an increase in the comorbidity of pica with 
the rest of eating disorders (particularly bulimia nervosa), with obsessive- compulsive 
disorder, with the obsessive personality and with the dysorexias that characterise 
pregnancy. With regard to the etiopathogenesis of this disorder, this takes in cultural 
factors, psychological factors including those deriving from inadequate relation-
ships between the child and her/his parents as well as factors that are characteristic 
of the family dynamic, this being more frequent in families that are seriously dys-
functional and with a greater prevalence of alcoholism, obesity and substance addic-
tion. Pica during the current pregnancy has been associated with higher TfR 
concentrations indicative of low iron stores [76, 77].

Pica has been associated with harmful and potentially healthful consequences 
such as micronutrient deficiencies, particularly iron-deficiency anaemia, heavy 
metal exposure and intestinal damage, with a frequency of poisoning, intestinal 
obstructive conditions due to bezoars or foreign bodies (phytobezoars, trichobe-
zoars), perforations or processes of an infectious type. These medical complications 
derive from malnutrition and the harmful nature of the substances ingested [76].

14.10.2  Rumination Disorder

Rumination (from the Latin ruminare (which means “chewing the cud”) or meri-
cism (a Greek term with same meaning) is a disorder of low prevalence present in 
the early stage of life (between 3 and 12 months old) [4]. Its presence in adults is 
very unusual other than in severe cases of mental retardation. It was described by 
Fabricius ab Aquapendente in 1618 and included by Pinel in the digestive neuroses 
in his Nosographie Philosophique.

Rumination consists of repeated and voluntary regurgitation of food ingested 
followed by new processing (mastication, salivation, swallowing) or expulsion from 
the oral cavity with the consequent reduction in intake and weight gain. This phe-
nomenon occurs in those who previously present a correct swallowing function and 
is therefore secondary. Despite being comparatively unusual, it has an elevated mor-
tality rate, which is approximately 25% of cases, due among other causes to the high 
risk of malnutrition or secondary complications in the form of food inhalation and 
the subsequent development of bronchopneumonia. Over and above the psychologi-
cal factors involved in the origin of this disorder (almost always related to the 
mother-child relationship or to other learning aspects and psychomotor 
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development), it is necessary to rule out possible organic causes for the anatomical 
and physiological aspects of the digestive function which may condition this pro-
cess. Accordingly, the gastro-oesophageal reflux is usually the most frequent cause 
of mericism [4].

The essential feature of rumination disorder in DSM-5 is the repeated regurgita-
tion of food that occurs after feeding or eating over a period of at least 1 month. 
Previously swallowed food that may be partially digested is brought up into the 
mouth without apparent nausea, involuntary retching or disgust. The food may be 
rechewed and then ejected from the mouth or reswallowed. Regurgitation in rumi-
nation disorder should be frequent, occurring at least several times a week, typically 
daily. The behaviour is not better explained by an associated gastrointestinal or 
other medical condition (e.g. gastro-oesophageal reflux, pyloric stenosis) and does 
not occur exclusively during the course of anorexia nervosa, bulimia nervosa, binge 
eating disorder or avoidant/restrictive food intake disorder. If the symptoms occur 
in the context of another mental disorder, they must be sufficiently severe to warrant 
additional clinical attention and should represent a primary aspect of the individu-
al’s presentation requiring intervention.

14.10.3  Avoidant/Restrictive Food Intake Disorder (ARFID)

This condition is included in the section on ingestion and eating behaviour disorders 
in the DSM-5. However, it is not accompanied by the symptomatic group of body 
image distortion, purging behaviour or fear of getting fat. This diagnosis replaces 
and extends the DSM-4-TR diagnosis of feeding disorder of infancy or early child-
hood. Estimated prevalence is between 3% in community samples and 14–23% in 
clinical samples [78, 79].

The main diagnostic feature of avoidant/restrictive food intake is persistent avoid-
ance or restriction of food intake, without the weight and body image concerns in 
anorexia nervosa and bulimia nervosa, manifested by clinically significant failure to 
meet requirements for nutrition or insufficient energy intake through oral intake of 
food. One of the following key features is present: significant weight loss, significant 
nutritional deficiency (or related health impact), dependence on enteral feeding or oral 
nutritional supplements or marked interference with psychosocial functioning. The 
determination of whether weight loss is significant is a clinical judgement; instead of 
losing weight, children and adolescents who have not completed growth may not 
maintain weight or height increases along their developmental trajectory [80].

Determination of significant nutritional deficiency is also based on clinical 
assessment (assessment of dietary intake, physical examination, laboratory testing), 
and related impact on physical health can be of a similar severity to that seen in 
anorexia nervosa (e.g. hypothermia, bradycardia, anaemia). In severe cases, particu-
larly in infants, malnutrition can be life-threatening. Dependence on enteral feeding 
or oral nutritional supplements means that supplementary feeding is required to 
sustain adequate intake.
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In some individuals, food avoidance or restriction may be based on the sensory 
characteristics of qualities of food, such as extreme sensitivity to appearance, colour, 
smell, texture, temperature or taste. Such behaviour has been described as restrictive 
eating, selective eating, choosy eating, perseverant eating, chronic food refusal and 
food neophobia and may manifest itself as a refusal to eat particular brands of foods or 
to tolerate the smell of food being eaten by others. Individuals with heightened sensory 
sensitivities associated with autism may show similar behaviours. Food avoidance or 
restriction may also represent a conditioned negative response associated to food intake 
following or because a previous aversive experience, such as choking, usually involv-
ing the gastrointestinal tract or repeated vomiting. The terms functional dysphagia and 
globus hystericus have also been used for such conditions [78].

It is equally common in males as in females in infancy and early childhood. If it 
is comorbid with autism spectrum disorder, it has a male predominance. Food 
avoidance or restriction related to sensory sensitivities can occur in some physiolog-
ical conditions, most notably in pregnancy, but it is not usually extreme and does not 
meet full criteria for the disorder. Other reasons for restriction or avoidance may 
include loss of appetite or interest in food [80].

Promising approaches to treatment include modifications to CBT and FBT [78, 81].

14.11  New Conditions Related to the Psychopathology 
of Eating Behaviour and/or Body Image

14.11.1  Orthorexia

Bratman first proposed orthorexia nervosa, literally meaning “proper appetite”, in 
the late 1990s, defining it an obsession with eating healthy food to achieve, for 
instance, improved health. Although not yet officially recognised as a psychiatric 
diagnosis, orthorexia is often associated with significant impairment, as what starts 
as an attempt to attain optimum health through attention to diet may lead to mal-
nourishment, loss of relationships and poor quality of life [82].

Orthorexic individuals are typically concerned by the quality of food in one’s 
diet, spending considerable time scrutinising the source, processing and packaging 
of foods that are then sold in the marketplace. The fixation on food quality is 
prompted by a desire to maximise one’s own physical health and well-being, rather 
than religious beliefs or concerns for sustainable agriculture, environmental protec-
tion or animal welfare [83]. It is true that restrictive diet anomalies and weight loss 
may be presented, but these may not be considered as atypical or incomplete cases 
of anorexia nervosa [84]. Sports and exercise have been examined in relation to 
orthorexia within research, but their interrelationships remain unclear. The disorder 
often starts innocently with a desire, for instance, to improve one’s diet and/or eat-
ing habits or general health [82].

Finally, this disorder may give rise to anaemia or vitamin deficiencies and affect 
the health of children raised with this type of diet, leading to malnutrition. This has 
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created raw vegans, who only eat uncooked vegetables. For example, Rawer (2012) 
is a Dutch documentary about 14-year-old Tom and his mother, Francis, who adhere 
to a strict diet of raw food (dairy, fish, meat and eggs are also off limits). It is dis-
covered that Tom is malnourished and not growing at the rate doctors think he 
should be, and child welfare steps in. These are some of the controversial issues 
raised in the film. There are difficult questions that stem from conflict between 
health-care providers and families in a world where alternative nutritional practices 
continue to be viewed as oppositional to the logic of Western science. Though the 
field lacks data on therapeutic outcomes, current best practices suggest that 
orthorexia can successfully be treated with a combination of cognitive-behavioural 
therapy, psychoeducation and medication [82].

14.11.2  Muscle Dysmorphia

This condition is characterised by excessive concern over seeking bodily perfection 
through physical exercise. This leads to great dissatisfaction with self-image; exag-
gerated amounts of exercise; special diets and foods, to a degree where there is 
dependence; and also the consumption of doping substances [85]. This condition is 
ill-defined at present and related to obsessiveness, perfectionism and dysmorpho-
phobia. It is more frequent in males.

14.11.3  Drunkorexia

Food restriction achieved through the ingestion of large amounts of alcohol with the 
aim of reducing food intake. This type of presentation is more frequent in young 
women. Both disordered eating and alcohol use were significant predictors of drun-
korexia among young people. It is associated with weight concern and fear of gain-
ing weight, and thus, restrictors tend to alter both their eating patterns. Drunkorexia 
may also be driven by the desire to intensify the intoxicating effects of alcohol [86].

14.12  Discussion

Young women present eating disorders more than any other pathology. The effects, 
complications and comorbidity of these disorders oblige us to assess why they still 
affect women in similar proportions (10:1) to two centuries ago. We choose to ignore 
existing biological factors, studied genetic factors with greater concordance between 
monozygotic twins and the presence of alterations in neuropsychological aspects. 
Instead, we have focused on the sociocultural aspects that, to a certain extent, shape 
biology and make these disorders persist over time in a Western world where, due to 
a lack of other ethical values, youth and thinness are what matters most.

A thinner female image leads these dominant cultures to influence teenagers 
who internalise these figures as personal values. It is a major achievement to be 
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aware of this. In a society that emphasises freedom, individual ability and free will 
and choice, awareness of the complexity and nature of the culture in which we are 
immersed is an advance with regard to those underlying aspects that condition our 
behaviour, personal choices and even our professional vocations, following 
Bourdieu’s habitus model. One only achieves success by playing to the cultural 
norms. It is alienating that a woman feels “nothing” in this postmodern world 
unless she is slim, thin, unwrinkled, blemish-free and fat-free (apart from her 
breasts), a literally smaller body in the physical sense. We should remember that 
the ideal male figure has remained the same since the ancient Greeks and an ath-
letic build has been the male beauty ideal throughout history. The postmodern 
discourse is disturbing, with fixed concepts such as “youth” or “old age” and their 
corporal expression becoming unstable, fluid, fragmented and undetermined. They 
are dominated therefore by more sophisticated technologies that make us believe, 
for example, that any woman can become a mother after menopause. “You only 
need an egg donor”. The same happens with the gender paradigm. These discourses 
are altering the conception and experience of our bodies, encouraging us to imag-
ine possibilities and close our eyes to limitations and consequences. Anorexia ner-
vosa and bulimia nervosa- binge eating have reached epidemic proportions in the 
twentieth century. The prison of the body in which these patients live it had become 
a clinical reality. New ways of addressing this problem are required. More research 
is needed to determine the role of gender in the construction of these symptoms. A 
failure to include the gender paradigm in clinical construction will make it impos-
sible for us to practise good science.
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15Desire and Submission

Miguel Ángel González-Torres 
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Abstract
Dominant-submissive relationships, most notably among which is the sadomas-
ochistic relationship, are a mystery, producing many unknowns. We could focus 
our attention on masochistic pathology in its strictest sense, as defined in con-
temporary psychiatric classifications (DSM-5, ICD-10, etc.). Nevertheless, there 
are other scenarios in which people and couples engage in sadomasochistic 
behaviour without negative functional repercussions or discomfort for the par-
ticipants. Finally, we could consider the masochistic elements that appear, to a 
greater or lesser extent, in a wide variety of interpersonal relationships. The 
focus on this field is usually on the sexual component of the bond, but the mas-
ochistic elements obviously influence the relationship globally, going far beyond 
the sexual encounter. In this chapter we are going to focus on this last aspect: the 
dominant-submissive bonds within interpersonal relationships and, especially, in 
affective ones. Power, identity, gender, society, libido, and aggression all inter-
twine their paths to produce a tangle of influences, somewhat difficult to explore. 
Submission and desire are not antagonistic concepts but rather closely related.

15.1  Introduction

In “Hancock” a blockbuster movie [1], the actor Will Smith plays an immortal fly-
ing superhero, jaded with his powers and the emptiness of his life. He happens to 
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meet a woman, a superhero like himself, and towards whom he is irresistibly 
attracted to. What the character does not know is that the closeness with his partner 
will turn them both into mere mortals, in other words, ageing and eventually dying. 
The story ends by revealing that the couple has been engaging together and aban-
doning each other for 3000 years, feeling attracted to each other and, upon meeting, 
becoming weaker and suffering from illness. To survive, each of them must renounce 
to the other, and they end up understanding that they are destined to live apart, in a 
perpetual yearning.

In his beautiful novel Belle du Seigneur, Albert Cohen [2] shows us its main 
characters, two lovers who courageously strive to keep the fire of their passion alive. 
They resort to a childish yet effective tactic: every night, after making love, they go 
back to their own bedroom. That way, neither of them will see the other with their 
tired morning face, unshaven and with their hair uncombed. When they meet again 
for breakfast, they will both look radiant, having lovingly got ready for each other. 
Each of them will be perfect once more and will not be worn by the passing of time. 
Each encounter is a new beginning. With this calculated and somewhat crude game, 
the lovers protect their relationship from the inexorable, and destructive, passage of 
time. Love, passion, and desire should all be protected as they are only retained, 
thanks to a mutual idealisation that is very difficult to sustain.

Centuries ago, Plato [3] proposed that we all lack a “half” of us, a part we once 
lost and deeply miss. We can only be complete next to our beloved; only then is it 
possible to satisfy this eternal longing for wholeness and leave behind the absence 
that accompanies us from birth. Both mere mortals and superheroes experience the 
same need for connection, with the mother figure in our childhood and the person 
we love in adulthood, and to a certain extent, we all also run the risk of closeness, 
possibly diluting ourselves within the other and finally disappearing. This perpetual 
war between need and fear gives the couple their complex dynamic, both joyful and 
joyless at the same time. There are countless tales from all cultures that tell us about 
the impossibility of bonding and, at the same time, the need to achieve it. Since 
ancient times, different human societies have known that the act of surrendering to 
another, in merging with our partner, incorporates a risk of annihilation. “Neither 
with you nor without you” says the poet and we all immediately understand.

So for some people, there is always a backdrop of hatred or rejection in the 
lover towards their beloved, towards that person we need so much, on whom we 
depend and who has so much power over us. A certain brutality accompanies love 
and generates this emotional passion that, when faced with betrayal, can convert 
true love into unreserved hatred. Alexandre Lacroix, a French journalist [4], pres-
ents a fine example. He describes how a virtuoso saxophonist can lengthen a note 
considerably by breathing in through the nose while blowing out through the 
mouth. In a similar fashion, the lover can blow out a warm air of tenderness, fed 
off a cool current of hate.

Sadomasochism is an essential part of normal sexual functioning and love rela-
tions and of the very nature of sexual excitement and represents a very early 
capacity to link aggression with the libidinal elements of sexual excitement [5]. 
Sadomasochistic elements can be found not only along the entire spectrum from 
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normality to severe psychopathology but as an essential component of all other 
perverse elements of sexuality.

In this truly emotional fight in which the couple engage, the act of loving is 
clearly not as imperative or immediate as the need to be loved, a need, in which we 
cast ourselves at the feet of the other, in a true dependency that can make us feel 
pathetic, even wretched. Contemporary ideals of individualism and self-sufficiency 
all collapse in the face of declaring our need for the other. This is what can make the 
loss so painful and the betrayal so appalling.

We are advised to love others, but we cannot give what we have not received. 
Consequently, the couple often—if not always—stages a scenario in which all the 
needs of the individual are represented, including the need to receive love, in many 
cases the only thing that the couple wants to obtain, but without giving what they do 
not possess in return.

Social networks raise many questions. It seems that they might be contempo-
rary expressions of the eternal need, which we all possess, to be loved. We could 
hypothesise that these networks are attempts to solve the dual problem of bond-
ing, using the means that technology puts at our disposal. The networks represent 
a low-risk approach where it is possible to link up without too much personal 
commitment, therefore, with less risk of exposing our need and consequently a 
reduced likelihood of pain.

Celia Falicov, an expert in couples and their possibilities of bonding, warns us: 
“those very long-lasting marriages occur in couples who marry several times” [6]. 
People have been changing over the years, and the beloved is no longer the person 
with whom we bonded in times passed. It becomes necessary to reapproach inti-
macy with another who is not the same, rediscover each other, and eventually 
recommit to continue together. Can we re-bond again? Can we accept dependency 
and risk surrendering ourselves to that person who is no longer the same and that 
person with us?

15.2  Erotic Encounter and Pain

The erotic encounter, in the fullest sense, is a way to pursue the absolute, perfection, 
experience total beauty by surrender and immersion in another loved being.

Love is a real experience for all, or very nearly all of us, a life energy that 
accompanies us and gives us the strength that our existential journey requires. But 
there are actually two sides to this love: on the one hand, our need to love, less 
dangerous as it is much more under our control, and, on the other hand, the need to 
be loved and which exposes us to dependence on the other and that is accompanied 
by risk and pain. Accepting our need to be loved involves a certain degree of sub-
mission, of surrender, and this acceptance places the other in a position of domina-
tion over us. A love relationship means wanting to desire and be desired, to 
dominate and to be dominated. Love without domination and surrender is not pos-
sible. Sewing yourself to another means that in the event of a breakup, there will be 
a tear that is always painful.

15 Desire and Submission



380

Love, and the dependence that it brings us, connects us with aspects normally 
denied to our being. In our world we give absolute priority to personal indepen-
dence, to the ability to decide for ourselves in the daily exercise of freedom. 
Nonetheless, we obviously also have a child part, if you will, that yearns for the 
protection and care of another. We submit to the guardianship of someone who cares 
for us and who guides us. Consequently, love allows us to connect peacefully with 
that part of our being and lets us fall gladly into the arms of a special someone. With 
him or her, we abandon our caution and fear. As to be expected, poets describe 
human feelings more accurately, in this subject too: “If you’re lost you can look and 
you will find me, time after time. If you fall I will catch you, I will be waiting, time 
after time” in Cindy Lauper song Time after Time [7], the irrational and unquestion-
ing loyalty that shelters us from this, so very often, hostile world.

Violence within the couple is a highly topical issue. Examination of these, now 
far too frequent, cases, in which the woman suffers abuse, leads some to suggest the 
possibility and even the convenience of relationships in which neither of the couple 
wields power over the other. It is considered that this is possible, that it is conve-
nient, and that it is necessary. Our thoughts on this is that love relationships, under-
stood as those in which love and desire play some role, are relationships in which 
dependence and longing arise, which inevitably gives power to one over the other. 
Sexual excitement, in fact, includes an element of surrender, of accepting a state of 
enslavement to the other as well as being master of the other’s fate [5]. Each mem-
ber of the couple has to decide how far to venture into the relationship and how far 
to tolerate the dependence and the need for love from the other.

One of the problems with current examinations of conjugal violence is that they 
tend to focus on the sexual part of the relationship, occupying a central, albeit frac-
tional, part of the whole. It would seem that violence only arises around sex and it 
only takes a firm no from her to prevent this aggression from occurring. This is a 
reasonable view, nonetheless, one that eludes a global vision of this bond, which 
obviously goes far beyond the sexual encounter itself, unless it is clear that we con-
sider any aspect of the couple’s relationship to be sexual. However, this possibility, 
which may well be acceptable, seems to be overlooked by most authors.

The substratum of this masochistic attitude in couple relationships, i.e. submis-
sion during the encounter and, with it, the acceptance of domination from the other, 
has a close relationship with our undeniable need to be loved. In early childhood it 
is something unavoidable for the sake of one’s own survival, and later it becomes a 
very powerful force that protects our bonds and leads us to interpersonal encounters. 
But where does this force come from? What if we, as adults, do not really need this 
connection to survive, do we continue to search for it? This poses the question that 
Fairbairn [8] and later authors consider key: the libido, is it pleasure or object seek-
ing? We almost automatically seek sexual discharge, and this drives us towards 
encounters, or is that we desperately pursue encounters that will eventually provide 
us with sexual discharges? Nowadays there is a certain consensus regarding this 
second possibility: humans automatically and constantly seek out the other, and sex 
becomes a bond that makes the relationship with some of these people closer, pro-
viding not only general psychological gratification but also physical and tangible.
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But, if it is not the expectation of this impulsive discharge that basically pushes 
us towards the other, then what is this basic primal driving force behind this per-
petual motion that affects us? Perhaps Martin Buber [9] provides the beginning of 
the answer, by stating that there has to be a Thou for there to be an I. It is the pres-
ence of the other that shapes our own presence. The other not only teaches us to be 
and points the way for us to develop but also gives us identity. Many authors describe 
this process. Some speak of the mother figure that engages the child in a complex 
game of projections and introjections in order to manage their innate aggression, 
others that she teaches the baby to mentalise, to recognise, and to distinguish their 
own emotions and those of others. Perhaps Lacan [10] describes the process more 
beautifully than anyone else with his famous metaphor of the mirror stage, noting 
that the maternal look shapes the identity of the child, showing them who they are 
and, above all, who they have to be. This whole complex formation process as a 
human being does not cease at the end of adolescence; it is basic to survival, as 
much as food or oxygen. We have to relate in order to be.

Freud spoke of the “family romance” that both accompanies and defines us. We 
could also use the simile of the theatre play, a never-ending play where we are sur-
rounded by characters whose presence gives us meaning and energy to live. This 
incessant play, once set in motion during childhood, is acted out perpetually, both in 
reality and in our mind, and always populated with characters. Our inner world is a 
place crowded with people from the past, the present, and the future, real, imagi-
nary, desired, ideal people, as long as they are linked to us.

A key aspect of our identity is our ability to retain a constant image of ourselves, 
feel a continuity throughout time, and have the certainty that we are the same person 
that we were yesterday or even decades ago. This “extended consciousness” [11] is 
in fact what allows us to be, what gives us a psychological framework. The key fac-
tor of this process is the collection that we keep in our memory of the infinite series 
of events in which we participated, of the countless encounters in which we have 
taken part. We can speak of changes, of encounters that determine alterations, of 
previous states that, with the interaction of another, are transformed over time. 
Aristotle [12] defined time as a measurement of change. What defines us as humans 
is that we are temporal beings, we remember a past, we live a present, and, above 
all, we dream a future, a future whose ultimate finale we know: death.

The three basic principles of quantum field theory [13] are granularity, indeter-
minacy, and relationality. Granularity can be understood as the fact that all vari-
ables we can consider only have predetermined values rather than just any value. 
But these variables are not really continuous; they change in jumps however small 
they might be. Indetermination can be understood as the impossibility to predict 
all the properties of a particle; we have to opt to define one over another. Ultimately, 
nature and everything that exists is organised on the basis of interactions, 
exchanges, and events. Rather than examine objects in reality, it is possible to 
observe how certain elements interact with others. It is not necessary to take a 
great leap to apply some, or all, of these principles to the human objects that popu-
late the world, the granularity that our individual existence represents, the indeter-
minacy that our free will generates, forcing us to predict the behaviour of humans 
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as merely a margin of probabilities, and, finally, how it is simply impossible to 
view people as isolated beings but rather to observe their interactions, both real in 
the outer world and those belonging to the inner world of their imagination and 
their unconscious. Spirit and nature, mind and body, are much closer than some 
would care to believe.

15.3  Submission and Us

The big question is whether it is possible to desire without dominating or being 
dominated. Our answer is no. There is a part of the bond that involves asymmetry 
and submission, which can be joyful but which remains, nonetheless, submission. 
Why does submission cause so much trouble these days? Why is it wrong for some-
one to dominate us and decide what happens with our life? Perhaps this current 
rejection of submission has to do with the difficulty we have in accepting any sub-
mission. There is no King, there is no God, there is no Army, there is no Lord. In this 
(theoretically) egalitarian place, submission terrifies us because we pretend that a 
world of equals is possible. But it is not, at least not a world in which we control our 
destiny. Death is now the only certainty that endures. We must accept it, regardless 
of what we wish. It is the only thing we believe that we have to accept, the only 
thing that remains of that world in the past where so many things had to be accepted 
against our will. We now pretend it is possible to bring everything under our own 
volition, and naturally, a little submission from a partner.

There is no reason to accept that if our orientation is homosexual, then we have 
to keep our desires secret. We do not have to accept that I cannot have children 
because my wife’s body, or mine, does not allow it. I do not have to accept that I will 
not have offspring if I do not have a partner or if my partner is of the same sex. I do 
not accept illness or death. We view pain and the end of life as if they were an incon-
venience, something that we cannot yet control; nevertheless, these will also be 
controlled in the not too distant future.

Over the years, throughout this period of increasing fantasy which we have been 
living since World War II, we, in the rich world, have been fighting and winning on 
many fronts, gaining more and more individual autonomy and shedding those things 
to which we have to submit: the cradle, the family fortune, our place of birth, colour 
of our skin, our language, our health, etc.

We do not have to submit to these nor to the will of our parents or even to the will 
of those who govern. To a certain degree, part of the current European nationalist 
problem is related to this attitude of not accepting the status quo, in any respect, on 
any issue. If the law states that X is required to achieve something, I do not feel 
concerned. My desire and I decide that these limitations do not concern me, and, 
therefore, I do not submit or feel the need to submit. We can assume that a great 
sense of freedom is to be had from making that supreme decision of not to submit.

However, life demands a pertinent degree of submission. We mainly have to 
submit to two factors: time and others. Time passes relentlessly and anyone who has 
lived a little is fully aware of how fleeting it is. We are older, we are weaker, we 

M. Á. González-Torres and A. Fernandez-Rivas



383

become sick, and, most certainly, we die. Most of us definitely live our lives as if we 
were immortal.

We are social animals and we literally need others to be human. Without bonds 
there is no intelligence, emotions, language or life worthy of such a name. Whereas 
others have will, desires, interests, and feelings that may clash or even coincide with 
ours, that form part of the framework along which our daily life travels. We are 
obviously unable to achieve everything we want, so our life is a continuous adapta-
tion to the wishes of others, with constant negotiation to develop what partially 
satisfies our interests and is tolerable to others. To live is to submit.

Religion and force, or, in other words, God and war, were such commonplace, 
perceptible realities that to speak of complete individual freedom, like today, would 
have brought condescending smiles to our interlocutors’ faces not so many decades 
ago. We wealthy baby-boomers from the West have not experienced war, and only 
through works of fiction and what our parents tell us can we appreciate that this 
perception of reality, which we have today, is not what existed in other times. And 
we do have to say perception of reality and not reality itself, because the latter 
remains practically unchanged. God who influenced the lives of our elders no longer 
has a presence among us rich. We have left him out of the picture. Fortunately, war 
has not been waged on our lands, and seeing disturbing images on a screen that 
show pain, suffering, and fear is decidedly not the same as experiencing it firsthand. 
Our perspective on war is intellectual, rational, not lived, or emotional. When sto-
ries become too real and personal, when the writing stirs that veneer of indifference 
that protects us, we find it difficult to keep reading. We do not like this perception of 
reality, so, removed from the life we want to live here and now, it scares us.

We Westerners do not realise that we live on an island of freedom, oblivious to 
the cruel reality that the vast majority of humans experience. Unfortunately most of 
the world lives oppressed, coerced, hungry, poor, etc. and subjected to ignorance, 
lack of freedom, fear, the powerful, poverty, disease, illness, and death.

It is logical that, in this context, submission within the couple, it makes no sense 
and it is not acceptable. But neither do I wish to submit here. I do not submit to God, 
to illness or death, so why should I submit to my partner? Why can I not establish 
some rules of coexistence that protect me from all danger? Submission scares us 
because it involves danger, danger of suffering at the hands of the other to whom we 
have gifted power over us. Whoever wants us offers joy in exchange for surrender. 
That is why, deep down, we are not shocked when we hear those stories of men and 
women who have thrown everything away and abandoned their careers, their nor-
mal life, and even their loved ones, in search of that object of desire that completes 
them. We listen to these stories with a critical stance under which lies an under-
standing and an even deeper layer of envy towards those who have agreed to submit 
to the designs of another who now possesses them.

The election of Donald Trump and the Angry White Men movement that 
apparently supports him reflect a major change in the heart of US society and, to 
some degree, in Western society [14]. The fact that a supposed phallocrat can 
access the highest office of a country that has always been at the forefront of 
feminism is, among other symptoms, a sign of a growing male concern related to 
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a deep-seated identity malaise [15]. It seems that many men, accustomed to exer-
cising power in a natural, automatic, and unconscious way, without even stop-
ping to think about what they are doing or that other types of social constructions 
are possible, now face submission to new relationship rules. New society both 
demands and expects equality in relationships and respect for those who tradi-
tionally did not exercise power: women and minorities. In some way these white 
men, deprived of power, of representation, of the respect they believe they 
deserve, also refuse to submit. We could say that it is a modern attitude in the 
sense that, just as homosexuals do not submit to social pressures and fight for 
true equality, these Angry White Men do not submit to this egalitarian attitude 
that forces them to respect the dispossessed; all they want is to recover their role 
and their power. In other words, they defend themselves because they feel 
attacked, like any other animal on our planet.

15.4  Aggression, Desire, and Submission Today

We find it difficult to accept the dark part of our instincts. In the twenty-first century, 
our opulent Western society struggles between accepting an ideal of ourselves and 
accepting our reality, which is much darker, dirty, primal, and real. Passion contin-
ues to be rebellious and resists adapting itself to either traditional conservative mor-
als or morals advocated by sectors that are defined as progressive [15].

Gazalé [14] tells us that the construction of the man’s identity is a very complex 
process, full of violence and coercion. Like the woman for de Beauvoir [16], the 
man is not born but rather becomes himself or is made a man, the result of a long 
process of social, family, and personal construction. This masculine identity 
involves, as anthropologists show us, different stages of submission until finally the 
boy is considered a true male and welcomed as such into the community. In ancient 
Greece, the young man had to go through an intimate relationship with a mentor 
who guided him on the path to manhood and which included sexual relations. The 
boy would have to assume an exclusively passive-receptive role, and neither per-
sonal involvement nor true sexual pleasure was expected of him but rather a certain 
indifference towards something good for the spirit and social integration, void, how-
ever, of true joy, especially for him. The idea that beats beneath this theme is that the 
boy is only half a man and must undergo a process of feminisation and passivity 
before joining the group of males. Once adults, sex between men will become 
unthinkable [17].

Women also have to build on and struggle against the prevailing models in the 
social group in question. Do we fear women? Do we reject them? The Christian 
West presents the Virgin Mary as an example and model of femininity. The ubiqui-
tous cult of Mary could lead us to believe that there is true admiration in the West 
towards women and their virtues, as represented by the Virgin. However, the Virgin 
is an unattainable, singular model. All other women, in comparison with Mary, are 
sinners and inferior. By accrediting the incomparable Virgin, we discredit all other 
women, who will always be flawed in comparison.
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We roundly affirm that man has the power. But what power? Obviously not the 
sexual power that the woman undoubtedly possesses. The man can certainly assault 
the woman and obtain a semblance of sexual intimacy by force, however, annulled 
by aggression. It would be like saying that the average man has financial power, 
because he can always rob a bank and steal money from it. The bank has the finan-
cial power, not the bank robber. He only seizes something without the consent of its 
true owner. And consent is everything, because without the willingness of the other, 
the sexual encounter becomes a theatrical pantomime that merely stages a partial 
pleasure. That is why prostitution, a controversial issue for much of contemporary 
feminism, in a way can be considered as a sexual parody. The client buys the sex 
from but not the desire of the other, the basic ingredient to building an authentic 
sexual relationship. The sex trade could be considered as enhanced sexual 
self-gratification.

Camille Paglia [18] has struck back against the politically correct attitude of 
much current feminism, which she sees as antisex and antiman and displaying a 
totally censorious attitude towards free thinking in humans. Paglia respects and sup-
ports prostitutes, compiling their historical social importance. Prostitution meets a 
real need in society. Above all for its men, denying this or explaining it away as 
merely something related to social learning and beyond psychology or biology is, 
for the author, a display of ignorance.

Eva Illouz [19] states that it is not possible to comprehend issues of harassment 
and sexual violence if we do not analyse the great sexual revolution of the 1960s 
that freed women from male domination but which also put them in a weak position 
because of a “deregulated sex trade”. Illouz tells us that the image of women in the 
Western world has become “sexy”, their nakedness being a sign of their availability, 
of the impending sex act. Thanks to Hollywood, the woman’s body has been mar-
keted as visible merchandise, valued for its ability to titillate men and arouse envy 
in women. The author also further explores the link between sex and money, par-
ticularly apparent in prostitution; however, this can also be found in traditional mar-
riage where the woman obtains social and economic status in exchange for providing 
her husband with a sex life. This exchange has been seriously affected by the 
“deregulation” of the sex trade. This term can be understood as the social process 
that has liberated the sexual encounter from any exchange. Nowadays a sexual rela-
tionship with someone who receives nothing in return, except his/her own enjoy-
ment, and free from any commitment is perfectly acceptable. After this change, the 
only ethic that survives is that of consent: you can do whatever you want as long as 
the person to whom you do it consents. In some way sexuality has been liberated; 
nonetheless, the social and economic power of men has remained untouched. It is 
no coincidence that the masters of the new economy that emerged under the aegis 
of digital technologies are, each and every one, men: Gates, Zuckerberg, Musk, 
Page, Jobs, etc. Women who have entered the labour market en masse are still 
mainly the workers of capitalism. Revoking the sexual power that women possessed 
in traditional society (I provide you with sex in exchange for status and security) 
without changing the position of male power in the economic and social sphere has 
possibly contributed to weakening the female position and not necessarily to 
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strengthening it. Admittedly women have gained control of their bodies, of procre-
ation, and new forms of sexuality have been legitimised, pleasure has been legiti-
mised, and the ideal of virginity has disappeared.

On the other hand, Illouz invites us to consider how power has a strong impact 
on sexuality. Given the dilemma between sexuality governed by attachment or seri-
ality, power pushes the subject, man or woman, towards successive and varied 
encounters. Power seeks submission, successive submission, reaffirming the sub-
ject’s threatened identity. But we should not forget that power, if it does not fit in 
with a game, a simulation, or is granted, as in a sadomasochist relationship, can be 
totally antierotic. Once again we find ourselves facing joyously willful submission 
as a key to shared sexual pleasure.

Hakim [20] states that a major source of violence against women is what she 
calls the “male sexual deficit”. This refers to the fact observed in multiple sociologi-
cal studies in different societies that men want more sex than they get. This imbal-
ance means that women can secure sexual encounters far more easily than men. 
Desire in women, claims Hakim, remains at a level similar to that of men until they 
are 35 years old; after which there is a significant decline in their interest in sex, 
which most couples notice. Males are amazed that the woman they married to, with 
whom they shared their sexual passion, has stopped doing it. By way of an alterna-
tive, it is various moral attitudes that determine whether men opt for masturbation, 
sublimation through other activities or substitute interests, and infidelity or simply 
paying for a commercial sexual encounter. This vision that the author puts on the 
table are facts that do not fit well with the prevailing Western vision of an egalitarian 
and similar sexuality between men and women. Undoubtedly a lot of data for every-
day reality (the very disperse consumption of commercial sex, pornography, mem-
bership of dating or friendship networks) not to mention numerous sociological 
studies support Hakim’s counterflowing and occasionally politically incorrect 
arguments.

Today’s society faces three possible ways to develop a new sexual ethic [21]: the 
way of consent that invites individuals to carefully word their desires to avoid any 
misunderstandings, the way of conflict that encourages women to react aggressively 
when faced with direct or indirect aggressive actions from men, and finally, the way 
of vertigo, assuming the inherent problems of seduction without assigning the indi-
viduals any specific role. Where are the dynamics of submission-domination placed 
at these crossroads?

Mainstream feminist thinking tells us that the sexes are the same and that women 
can go anywhere, say anything, do anything, and dress in any way. Paglia [18] 
retorts, with a firm no, they cannot; sexually speaking, women will always be in 
danger. Feminism, promoting naive images of a happy world and far removed from 
the one in which we live, makes young women blind to life as it really is. The sexes 
are at war and men seek their identity by cutting the mother’s restrictive apron 
strings. As far as Paglia is concerned, the pending change that will lead women to 
true personal autonomy is for young girls to assume personal responsibility for their 
own lives and destiny and stop playing the victim card, in a world that is both dan-
gerous and full of life.
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We continue with Paglia [18], who points out how aggression and eroticism are 
closely related, especially among males. The hunt, pursuit, and capture are biologi-
cally programmed into their sexuality. Generation after generation, men have to be 
educated, refined, and ethically persuaded to move away from their tendency 
towards anarchy and brutality. Society is not the enemy, as naive feminism affirms. 
Society is what protects women against rape. Violence contains an erotic or pleasur-
able element that we find hard to grasp. A special form of violence, rape also con-
tains this element, particularly perceptible in the infectious and savage delirium of 
gang rape. The rape of women of vanquished foes is historically just another weapon 
of war. An unknown author [22] reveals, with astounding detail, her experiences in 
the Germany conquered by the Red Army in 1945. The only defence against gang 
rape was individual rape, carried out by a conquering soldier, acting as a partner to 
protect the woman in exchange for exclusive sexual access. The main character 
submits to this brutal reality that leads her to do whatever is necessary to preserve 
her life and retells the story dispassionately.

Contrary to the fantasies of Rousseau and his current representatives, nature is 
aggression and danger. It is society that defends us from the cruelty and death that 
nature carries by its side. Hobbes [23] tells us how life of primitive man was: “soli-
tary, poor, nasty, brutish, and short”. Feminists seek to revoke the power of sex, but 
it is not possible. Sex is power; identity is power. Nonexploitative relationships in 
Western culture simply do not exist. Liberalism defines government as a tyrannical 
father and wants it to behave as a nurturing mother. Society is our fragile fence that 
protects us against this powerful, dreadful nature. When we interact, we embrace 
not just a person but their whole family romance, and in each family romance there 
is hostility and aggression. Adult sex is always a ritual representation of realities 
faded over time [18], and each orgasm is a domination, a surrender, or a breach.

In all cultures, a woman represents nature. Hence, men maintain an attitude of 
distrust towards the woman and defend themselves against her through the rules and 
conventions of society. Art and culture attack the woman, reflecting such distrust in 
the face of this representative of nature that oppresses and governs us. “Great art is 
always flanked by its two dark sisters, Blasphemy and pornography” [18]. Many see 
the construction of masculine identity as a more complex process than that of the 
woman. She only has to be; she does not have to become. Man has to detach himself 
from this woman-nature in order to become a male and be recognised as such. And 
powerful nature deals in species, not individuals. The encounter with the woman 
poses danger, because each male runs the risk of physical and psychological castra-
tion during intercourse. Love and desire spin the spell that appeases this fear and 
makes sex possible. Within this context of a powerful, dreadful nature that demands 
total submission to its will, it is the homosexual who stands as one of the great 
builders of Western identity, representing the struggle against nature and a refusal to 
participate in the expected reproductive task as a species.

Historically, we have been subjected to force (God, War/Law) and death. Today 
in the West, God has disappeared and society has largely renounced the use of force. 
All we are left with is submission to death, somewhat weaker today, thanks to the 
fantasy fed by each Sunday supplement claiming that one day we will triumph over 
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disease and demise. But reality is stubborn and ultimately imposes itself. The phi-
losophe Clement Rosset [24] gives an example of the medieval Spanish theologian 
and missionary Ramón Llull and his stoning by an Islamic mob angered by his 
apostolic fervour. Finally, we die and we will die. We live in an eternal struggle 
against what we are subjected to. In love submission is voluntary and pleasurable 
and, outside of it, involuntary and painful.

From our point of view sadomasochistic sexuality is something that happens 
between us and, consequently, deserves to be studied with dispassion and objectiv-
ity, setting all prejudices aside, prejudices that almost always come from ignorance 
and fear. Secondly, many enjoy sadomasochistic sex, and it has enormous appeal, as 
demonstrated, for example, by the worldwide success of the Shades of Grey series. 
Thirdly, things sadomasochistic form part of general sex that “normal” people 
enjoy. Added to which, sadomasochistic sex does not necessarily represent a pathol-
ogy as it does not often cause suffering or functional difficulties at any level. Finally, 
sadism and masochism tell us about ourselves and our passions, i.e., about our life 
in its full extent.

One of the obligations for those of us who aspire to contemplate reality in its 
social and personal context is to call things by their name. Where others view in 
fear, we have to brandish our index finger and point at that which is hidden, some-
times in plain sight of all. Above all, we have to point at which is not wished to be 
seen that disturbs or frightens us, what others would prefer not to happen. All too 
often debates, even or especially debates with intellectual or academic pretensions, 
discuss matters of what should be, abandoning the real that surrounds us and, in 
doing so, contact with the throbbing life of people and groups.
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Abstract

The instinct for survival or self-preservation represents the most relevant ten-
dency of the human being, as the development of other instincts and vital func-
tions depends on it.

Life and death are interdependent; they exist simultaneously and not consecu-
tively, and they exert an enormous influence on experience and behavior.

Our life and hence our experience, behavior, and identity (including gender) 
are related to experiences of change, pain, risk, symptoms, ambivalence, and 
loneliness and the experience of “the others,” the grief, the anxiety before death, 
and the perception of the meaning of life.

Based on Pierre Bourdieu’s model, through his work Masculine Domination, 
we conduct an analysis of how culture and society interfere/interact in our 
behavior, therefore in our lifestyle, and hence in our identity (from a gender 
perspective) to the extent that we unconsciously add incorporations (from that 
culture/society) and subsequently assume them as “natural,” “immovable” 
aspects that are determined by our sex (“biologically”).

However, things are not as simple as that because, if so, we would not feel 
disagreement with those behaviors/manifestations/ways of feeling that are given 
to us “naturally,” and that is where the human being (regardless of sex/gender) 

The irony of human’s condition is that the deepest need is to be free 
of the anxiety of death and annihilation; but it is life itself which 
awakens it, and so we must shrink from being fully alive. [1]

Every existing thing is born without reason, prolongs itself out 
of weakness, and dies by chance… The contradiction of our 
existence as for-itself is that our essence only becomes complete 
when our existence is no more. [2]
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makes an effort to “take the reins” of what belongs to him: his life, his body. We 
will thus approach the subject of suicide from some different theoretical per-
spectives and models, as well as the subject of self-harm, where we will also 
specifically address self-mutilations, and conclude by providing our reflection.

16.1  The Instinct for Survival

Instinct is a pattern of inherited behavior, characteristic of the animal species, which 
varies little from one to another individual. It develops according to a temporal 
sequence, which is slightly susceptible to be disturbed, and seems to answer a pur-
pose. The instincts constitute biological impulses, inherited and intermittent, which 
are likely to be activated by physiological or environmental factors.

The instinct for survival or self-preservation represents the most relevant ten-
dency of the human being, as the development of other instincts and vital functions 
depends on it.

The drive is a dynamic process consisting of a thrust that makes the organism 
tends to an end. It arises from a state of tension and tends to suppress it. The term 
drive is a limit concept between what is psychic and what is somatic, as it involves 
a representative that is sent from the soma to the psyche. Drives are responsible for 
the psychological motivation of the human behavior, and they act in a constant and 
non-intermittent manner.

Freud organized the drives in a duality that showed mutual oppositions already: 
drives of self-preservation (protective of the individual), which were quickly sub-
jected to the reality principle, and sexual drives (imperative of the species), which 
intended their operation according to the pleasure principle and, only late and labo-
riously, reproduced their way of adaptation to reality.

In the second stage of his theory, the so-called second topic (1920), Freud 
includes both the life drive and the death drive (or self-destruction):

• Life drive (Eros): The libido is home to both the former drives of self-preserva-
tion and the sexual drive.

• Death drive (Thanatos): Prone to the unbinding; it constantly tries to simplify the 
complex on a quest to reduce tensions, until it returns the living being to the 
absolute inorganic stability, ergo death. The death drive primarily operates inside 
the individual, and, only secondarily, it is directed to the outside as a destructive 
instinct. Sabina Spielrein originally described the concept of death drive. It is 
noteworthy that Freud only refers to his predecessor in this concept, Sabina 
Spielrein, in a footnote of his essay Beyond the Pleasure Principle (1920).

Sabina Spielrein played an especially significant role in the development of 
Freud’s theory on death drive, presenting her work (after obtaining her doctorate in 
medicine with a case of schizophrenia the previous year) in 1912 with the title 
Destruktion alsursadre des werdens (Destruction as Cause of Coming into Being).
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The novelty in Sabina Spielrein’s theory is that it links death drive with life drive. 
She holds that not only these two forces are balanced but that they are a condition 
from each other; both of them are primary. Thus the existence of one of them is 
inconceivable without the other. And it is remarkable that Sabina Spielrein, before 
all else, shows how myths, legends, and sacred texts of different cultures interrelate 
death with birth. There is some logical connection, she says, between the return to 
the original material and rebirth. She also shows how the same myths and legends 
reveal a knowledge of the aggressive and destructive element in the erotic, and how 
self-destruction is within us as an instinct, both because it opens the way to what is 
new and because it is related to the feeling of pleasure.

In her work, Sabina Spielrein holds: “You feel that the enemy is within (…) Its 
characteristic ardour compels you, with inflexible urgency, to do what you do not 
want to do; you feel the end, the transient, before which you vainly may attempt to 
flee to an uncertain future.”

In the twentieth century, other psychoanalysts, such as Karen Horney, denied that 
there was a death drive or Thanatos but that adverse situations in the society would 
create the drive against the person itself in every individual.

Some others argue, following Winnicot, that there is only one life drive, with two 
roots (erotic and aggressive), which should remain integrated [3].

From the most existentialist point of view, death is a fact that always hurts; our 
attitudes toward it have an influence on our way of living and growing, our hesita-
tions, and our diseases. Life and death are interdependent; they exist simultaneously 
and not consecutively, and they exert an enormous influence on experience and 
behavior [4].

Heidegger argued that there are two fundamental ways of being-in-the-world: (1) 
the state of self-neglect (immersed in the routine, lost from “the others”) and (2) the 
state of care for the self, not marveling at the way of the routine but because it exists 
(transcendental).

In general, we live in the routine, but there are experiences (to which Jaspers 
called “limit” [5]) that move us and take us out of that state to take us to the “supe-
rior” one, being death one of them, condition that allows us to live the life authenti-
cally [4]. Denying death in any way is to deny the basic nature of the human being, 
which would more and more restrict consciousness and experience. “Though the 
physicality of death destroys us, the idea of death can save us.”

The awareness of change often breaks the certainty of an “organized” life that 
has up to then been a referent of identity. Change is transformation, metamorpho-
sis, whose process and assimilation are founding of the sense of identity. Changing 
is experiencing satisfactions and sufferings. The anxiety that appears when we 
“intuit” the change is linked to the feeling of identity loss. In cases where this 
occurs, it is intended that nothing be changed. This is to avoid recognizing a dis-
continuous temporality, the difference between past and future, despite those 
changes mean success or progress for the individual. This can be experienced as 
an approach to death. The transformation, as Hegel says, starts as an antithesis. 
We are ourselves as we become a combatant against our dependency without for-
getting that we ourselves are also that dependency we fight against. So that the 
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transformation is authentic, it has to go through our process of identifying what 
we reject. Everything that results negative also involves our human condition [6].

Who is not, can not release from any pain. (Amery, J)

Pain is inevitable in the experience of change. There is no change without pain, 
but only with pain there is no change either. When there is no tolerance for change, 
whether internal or external, the sense of identity tends to be unstable. Hence the 
tendency to avoid change may sometimes cause a high level of pathology, leading 
to the repetition, to the compulsion, in order to preserve, at any cost, the aspects of 
reality or oneself that don’t want to be exposed to transformation. The identity of the 
individual that rejects change is mortgaged and alienated in the object. This indi-
vidual is denying that, as Yalom I. says, “we are time.”

The awareness of change is the process by which we can recognize our crisis as 
an emergent of our identity and not as the antithesis of it. That awareness is the 
awareness of the future too, that is to say, of the reparative dimension of change [6]. 
But for this we need to go through the experience of risk. Because the risk exists, it 
is an inevitable feature of life that is not only taken before the unknown and unpre-
dictable but also when we are about to get trapped, or when we are already trapped, 
in the hands of the known only.

The symptom is crack, malady, or expression of needs. Its presence disorganizes 
the chronic present. It not only talks about itself, but it is itself. It is an expression of 
needs, the individual feels placed between two opposing realities: an identity that is 
already losing and another that is not yet in sight but threatens with its indetermina-
tion. Many times, the symptom is the expression that ambivalence assumes through 
the body.

The ambivalence is the experience in which the subject lives simultaneously with 
its hope and frustration. It is the possibility to oscillate between the parts of a whole, 
identifying them as interrelated and complementary. The emphasis, in the ambiva-
lence, falls on the middle, that is to say, at the point of convergence of the extremes. 
In duality, the emphasis falls on the opposition, not on the convergence. Accepting 
ambivalence means accepting, inside oneself, two aspects firstly experienced as 
contradictory rather complementary: “I am the love and the hate,” “I am a man and 
a woman,” or better said, “I am masculine and feminine”; “I am life and death.” To 
accept both aspects as equally constituent parts of the personal identity opens up the 
possibility of a dialogue link, not antagonistic, between both parts, which place the 
subject in a different perspective to deal with the change from a reality of internal 
and external knowledge.

To accept the ambivalence means to accept the other, not only the other as a differ-
ent and separated fellow but to “the other self.” It means accepting the proper limits of 
the human condition. The greater the acceptance of ambivalence is, the greater the 
authenticity and the greater the wealth before the difficulty of accepting death.

The awareness of one’s own death does not appear as a biological fact but as an 
experience of the limits of the possibilities of development of the self. By under-
standing the limits of our development, we understand the possibilities of it.
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It is true that the duality of gender may seem inevitable at first sight, as it is gen-
erally interpreted that sex and the gender role ascribed in birth remain throughout 
the life of any person. However, it is not necessary that there is continuity in the 
subjective experience of the gender identity, as this is dynamic (i.e., more or less 
masculine, more or less feminine, more or less androgynous, etc. depending on our 
references, feelings, contexts, etc.).

Within what we culturally “incorporate” (Bourdieu’s habitus) as feminine, the 
woman insists on believing that the symptoms through which she tries to communi-
cate are not directly related with the environment she is involved in. There is fear to 
pose the problems, the personal dissatisfaction within a social model in which she 
does “not fit,” so that she is trapped in a perspective that is insufficient to understand 
the own pain, the guidelines of the conventional system that she belongs to, which 
are in part the guidelines of the person itself.

As Jean Amery holds: “Identity is not given by being a coherent person suffering 
from contradictions, but a contradictory someone because of his human nature who 
seeks certain coherence in his contradictions.”

From our cultural perspective, loneliness is emptiness, isolation, abandonment, 
or deterioration. It is, fundamentally, privation.

Loneliness connotes impoverishment. It is equated with the loss of the self. 
Loneliness involves failure because being alone is to be lost. Being alone is iden-
tified as “not to be.” The assumed proof that one exists comes when we have 
someone else next to us. I can only be when someone else next to me confirms 
my existence with its presence. This happens to the human being regardless of 
the gender.

In solitude, time consciousness is visceral: “in my solitude, I become aware of 
my finitude. If I can build my self is because I am going to die.” “I am not a once 
and forever something, I am in permanent evolution. Only what can die, can change.”

Spinoza stated that every human being seeks to persist in its own been, and 
Hegel, claiming that wish is always a wish for recognition, suggests that we can 
only keep our own self if we commit ourselves to receive and provide recognition 
from the others. In our own ability to persist, we depend on whatever is outside of 
us, a wider sociality, and this dependence is the basis of our resistance and our abil-
ity to survive (Butler, J.).

The relationship with the other determines the constitution of our “self.”
A woman who is alone breaks an established order, both objective and subjec-

tive [7]. She transgresses ideological guidelines and traditional values, she has 
supposedly failed and has been unable to consummate her femininity, as she is 
exposed to the “elements,” and she cannot totally be a complete woman and she is 
forced “to be a man.”

According to Mitzrahi, the dissociation, which leads to the absolute inconsis-
tency of the person with itself, results in and feeds back the practice of rejection to 
the self. The woman, apparently more often, moves between disassociation and 
symbiosis in order to not to stay or be left alone. Depression becomes a way of 
confession and denouncement of sadness in fear behaviors, which are the expres-
sion of a deep dependence and the absence of a reflective consciousness. Sadness is 
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useful to realize and make contact with aspects of one’s personality that we try to 
keep aside.

It is through the body that gender and sexuality are exposed to the others and get 
involved in social processes that are registered by cultural rules and apprehended in 
their social meanings (Bordieu’s “habitus”). To be a body is to be given to others, 
despite as a body, I am in depth, “my embodied-self.”

As Esteban holds [8], “identity, besides being constructed trough interaction, 
is embodied: the corporal image and the individual and social body are funda-
mental in the construction of one’s identity and the belonging to different 
groups. In our society, the person is constituted by an individual entity whose 
borders lie on the surface of the body.” We are given to another: this makes us 
vulnerable to violence but also to another set of contacts, contacts ranging from 
the eradication of ourself at one end to the physical support of our lives at the 
other end.

Therefore, the experience of the loss of someone (the Other) in the mourning 
provokes shock and confusion. There are feelings of confusion and emptiness, feel-
ings of depersonalization can be described, and there is a tendency to deny that the 
loss has happened [9]. In this experience, the bonds between the others and us are 
revealed. These relationships constitute our sense of the self so that, when we lose 
them, we lose ourself in a fundamental sense: we don’t know who we are or what 
we do. The social relationship that constitutes ourself exposes us [10].

The fear of death is permanent and, of such size, that an important part of the 
vital energy itself is consumed in the act of denying death. One of the basic 
desires of the human being is to try to transcend it. According to Freud, the basic 
human group (the core of social life) is formed around the fear of death: the first 
humans settled together driven by the fear of separation since they were unaware 
of whatever stalked them in the dark. We perpetuate the group to perpetuate 
ourselves.

To give meaning to life by devoting oneself to one cause can take various forms:

 (a) Altruistic: to find meaning in contributing to the good of others.
Irvin Yalom, in a text of his existential psychotherapy, adds: “Much develop-

mental research has dealt primarily with the male life cycle and has not taken 
special circumstances in the lives of women sufficiently into consideration. 
Middle-aged women, for example, who earlier in their lives devoted themselves 
to marriage and motherhood, seek different meanings to fulfill than their 
middle- aged male counterparts. Traditionally women have been expected to 
meet the needs of others before their own, to live vicariously through husbands 
and children, and to play a nurturing role in society as nurses, volunteers, and 
purveyors of charity. Altruism has been imposed upon them rather than freely 
chosen. Thus, at a time when their male counterparts have achieved worldly 
success and are ready to turn to altruistic considerations, many middle-aged 
women are, for the first time in their lives, concerned primarily with themselves 
rather than with others.” Those who can (both by intern and extern factors), we 
dare to say.
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 (b) Creativity
“Creativity is a ‘natural’ process implying pain and ambivalence, as the pro-

creation [11].” Some authors define creativity as the quality of the human being 
through which something new takes place transcending the existing one, which 
requires (a) an exercise of association between the outer and the inner world 
(subjectivity), and to be cognizant of it, (b) an elaboration, and (c) a communi-
cation to the outer, the latter two superimposing on each other [12]. We must 
note that “to fantasize” is not “to create” [13]. The fantasy is a subset of the 
creative process that occurs in the inner world before manifesting it to the outer 
one. The creation, as a whole, requires activity, an exposure outside, an “exter-
nalization,” and “arting out” as Feder refers (1998) [11]. Therefore, the fantasy 
(staying inside, without getting outside) would be more related to women, to the 
waiting, and to “not acting out.” It is a shelter without reaching the “arting out” 
(or with higher difficulty than men, at least) as in the creativity, since the prod-
uct is publicly exposed and is “visible”; it is likely to be damaged [14].

And this is because the public space continues to be mainly masculine. The 
public art space is mostly occupied by men, as the Guerrilla Girls report.

This movement has concerned itself with upsetting fictions like the artistic 
genius and masterpiece, which sustain a concept of art that presents itself as 
independent of its historical and social context. Remaining anonymous, behind 
gorilla masks and adopting the names of iconic dead women artist, they focus 
on the political dimension of art and denounce the way women are systemati-
cally overlooked in contemporary society. Forged in the nineteenth century, this 
concept continues in force today.

 (c) Hedonistic solution
The purpose of life is to live with plenitude, to seek the pleasure in the deep-

est sense of the term. Hedonists believe that pleasure itself is a satisfactory and 
sufficient explanation of the human behavior. Even the behavior that leads to 
pain, contempt, or self-sacrifice can be considered as hedonistic, as it is an 
investment in the future pleasure. The pleasure principle surrenders to the real-
ity principle: temporary discomfort may produce future dividends in the form 
of differed pleasure.

 (d) Self-actualization
Maslow states that the person has inside a propensity for development and 

unity of the personality and for a type of inherent pattern that consists of a 
unique set of characteristics and an automatic impulse to self-expression. We 
have a hierarchy of inherent motivations. Maslow considers society as an obsta-
cle for self- actualization, because it usually forces the individual to abandon the 
development of its unique personality, to accept inappropriate roles and para-
lyzing conventions. In terms of gender, Maslow would refer to Bordieu’s con-
cept “objective domination,” to which we will refer later.

The latter two (hedonism and self-actualization) differ from the above (altruism 
and creativity) because they take responsibility for oneself, while the others reflect 
a “basic impulse” to transcend the interest of the self in order to try to achieve 
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something external and “superior” to oneself. In the first ones, we could include the 
concept of fatherhood/motherhood (within the creativity, procreativity), but we 
won’t explain it now, as it will be addressed in another chapter of the book.

The transcendence of the self is the main feature that Viktor Frankl gives to 
the question of meaning [15], stating that “one of the constitutive features of the 
human being is always pointing and addressing something beyond himself,” tak-
ing care to differentiate the impulses (sexual or aggressive, for instance) that 
push the person from the inside and the meaning that pulls the person from the 
outside. The difference is similar to that one between impulse and effort, so that 
in our most essential being, in those features that make us more humans than 
animals, we do not feel ourselves driven, but we actively make an effort to 
achieve a goal. The effort, in contrast to the drive, means that we are facing 
something outside ourself (i.e., we are transcendent), and moreover, we are free 
to accept or deny the goal that invokes us. It also means an orientation toward the 
future: what will be, attracts us and pulls us, instead of letting us be influenced 
by the past and the present.

I sleep badly again and I have decided to rip everything I wrote and start again. I am sure 
this is the best. This misery of mine persists and I am absolutely crushed under its burden. 
If I could ever write again with my former fluency, the spell would be broken. It is the con-
tinuous effort, the slow creation of an idea, and then, before my eyes and out of my control, 
its slow dissolution 

(Mansfield K, 1987)

16.2  Life with Gender

Social psychology has taken an interest in studying how the process of gender self- 
construction is made in relation to the dominant roles and stereotypes in the social 
environment. More specifically, we will refer to the sociologist P. Bourdieu and his 
work Masculine Domination [7].

Bourdieu believes that the “domination” processes in a society are produced 
through a dual mechanism:

 (a) Objectively, referring to social phenomena (through separated places, spaces 
where some people remain excluded, etc.) that, whether or not are standardized 
by law, are produced, as it happens with certain professions in which women or 
men are not represented (in the case of women, in terms of authority, leadership, 
either by representing a fewer number or by differences in the wage, etc., and in 
the case of men, in terms of cleaning, etc.)

 (b) Subjectively, as “principle of vision,” as a mental structuration that is gradu-
ally incorporated and integrated from the objective space, in an “uncon-
scious” manner, from the society, in what the author calls “habitus,” and is 
gradually assumed and perpetuated through the “patterns of perception, 
appreciation and action.” It refers to the incorporation of opposites as pub-
lic/private, coffee or chat/home, word or expression or policy/feeling, pri-
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vacy, psychology, care, reproduction, etc., being the firsts attributed to men 
and the seconds to women.

The combination of these objective and subjective “dominations” will lead to the 
“everything appears to be given,” to a something that is natural and therefore 
immovable. And he presents, as a model of it, the concept vocation (e.g., women for 
more human and caring areas, men for the most technical ones). Bourdieu found 
vocation as one of the great differential “principles of elimination” between men 
and women: “those eliminated are unconsciously eliminated,” women (and also 
men) lean toward that for which they “were made for,” while thinking that they 
choose it freely. It would be the incorporation (“somatization”) of objective struc-
tures in the subjective, which will result in a series of categories, thoughts, percep-
tions, actions, and judgments through which we interpret the reality (he calls it 
habitus). There is an objective difference and it is incorporated. Men and women are 
unconsciously involved in it.

Within the outer space, which we have previously indicated, that corresponds to 
men, the woman finds her place through the body, the aesthetic, the cosmetic, the 
elegance, etc. The specialization attributed (socially constituted) to women to the 
outside world would be through the aesthetic, the taste, the decoration, etc. The 
author goes back to Simone de Beauvoir’s concept “Trophy Wife,” but with a differ-
ent meaning, as a bearer of the man’s social condition (i.e., if she wears jewelry, etc.), 
the woman more as an object than a person, which also occurs in the labor market, 
where we find that there is a predominance (although that is changing) of women in 
professions where the manner, the clothing, the appearance, and hostesses prevail. 
However, dominant and dominated cannot be “blamed” as this is “accomplice” dom-
ination. “Dominants can also be dominated by their domination,” which can lead 
men “to come up to what society has imposed me” and to self- impose sacrifices (up 
to the ultimate sacrifice of life, as it happens with the absurdity of wars, etc.).

With all this, Bourdieu indicates us that “symbolic violence” is a powerful foun-
dation of the social order.

Despite all of that, there are often spaces left for resistance and change (in both men 
and women) since, as Maslow says, the person has inside a propensity for the develop-
ment and unity of the personality, so we sometimes feel that we do not fit or identify 
ourselves “with what we are supposed to be/do” and takes place a cognitive- emotional 
struggle in which there is a recognition of the double imposition lived (subjective and 
objective), what sometimes would give rise to a kind of “revenge” that may take differ-
ent shades (empowerment, rebellion, self-assertion, crisis, etc. or all of them) [7].

16.3  Suicide

16.3.1  Epidemiological Data

Suicidology is right. Except that for suicides and potential suicides what it says is empty. 
For what it comes to for them is the total and unmistakable singularity of their situation, the 
situation vecue (lived situation) that can never be completely communicated, so that 
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 therefore every time someone dies by his or her own hand or even just tries to die, a veil 
falls that no one can lift again, which in the best of cases can only be illuminated sharply 
enough for the eye to recognize as a fleeting image. 

(Améry. J. p. 19)

It has been estimated that suicide is responsible for one million deaths per year, 
with the rate of 14.5 deaths per 100,000 deceased subjects. Globally, suicide consti-
tutes 1–5% of all deaths [16–18]. Suicidal behavior not only involves the complete 
suicide, but it ranges from presenting ideas of death or uncommitted suicidal 
thoughts, to suicide attempts of varying degrees of medical severity, to fatal suicide.

In response to suicidal behavior, we find that literature provides results in terms 
of gender differences: being that women have higher rates of suicidal ideation and 
behavior than males, while suicide mortality is typically higher in men [19–22].

In most parts of the world, suicide rates in men are generally higher than in 
women (WHO 2017) [23]. According to the global suicide report from the WHO, the 
estimated overall male to female rate ratio was 1.9 in 2012 (male, 15.0 per 100,000; 
female, 8.0 per 100,000). In high-income countries, however, the male to female 
ratio of age-standardized suicide rate was 3.5 (male, 19.9 per 100,000; female, 5.7 
per 100,000), whereas in low- and middle-income countries, the male to female 
ratio was 1.57 (male, 13.7 per 100,000; female, 8.7 per 100,000). The male to 
female suicide rate ratios vary greatly between countries, between 0.5 and 12.5 in 
2012 (WHO, 2014) [24].

Several studies pointed out that male to female suicide rate ratios in East Asian 
countries were lower than in the Western countries, as suicide rates in women in 
those regions were higher [25]. Lower women’s status may be a potential expla-
nation for the high female suicide rates in East Asia. Low women’s status is 
related to violence against women, feminization of poverty and women’s shortage 
of resources to deal with life predicament, and lack of education and economic 
opportunities [25, 26] .

In China more women than men die by committing suicide [27]. In the West, 
while the ratio of committed suicide is higher in men, the suicidal ideation, as well 
as the nonlethal suicidal behavior, is more common in women [19, 20, 28].

The United Nations Development Programme (UNDP) compiled a new global 
index of gender inequality—Gender Inequality Index “GII”—to capture women’s dis-
advantage in the dimensions of empowerment, labor activity, and reproductive health 
[29]. This index presents a summary of gender disparity in each country and provides 
a simple measure to examine the associations between global patterns of gender dis-
parity and male to female suicide gender ratios. GII has been criticized to have put too 
much emphasis on the economic and material dimensions of the disadvantages in 
women, neglecting the inherited cultural aspects of gender inequality [26, 29]. Some 
authors say that natality inequality, i.e., son preference, has been added to represent 
the cultural aspect of gender inequality and represents culturally rooted discrimination 
against women that women themselves internalize the practice. Using suicide data 
obtained from WHO and the GII, Cjang and cols. Founded that male to female suicide 
ratios were higher in countries with more egalitarian gender norms [26].
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The rate for suicide attempts is estimated to be 20 times higher than that of sui-
cides [24].

Studies report rates of suicidal ideation among transgender individuals as high as 
45% [30]; additionally, estimates of the prevalence of suicide attempts among 
transgender- identified individuals range from 16 to 42% [31–33].

This striking difference in the suicidal behavior (i.e., the higher prevalence of 
women in the nonlethal suicidal behavior and the hyper-representation of men 
in the committed suicide) has been called “the gender paradox of suicidal behav-
ior” [19]. Several authors emphasize that the concept of “gender paradox” refers 
not only to the biological differences between males and females but also to the 
social standards and cultural expectations that vary between both genders [34, 35].

We could refer here to what Aurelia Martin [36] calls “gender stratification” 
referring with that term to the inequality between men and women, which reflects 
the social hierarchization and the existing male domination in most societies, being 
that, even within the issue we are trying to deal with, to commit the suicide, the final 
decision-making and the process from the step to the act, is in the hands of men; 
while in the “fantasy,” “in the inside” in terms of Bourdieu, it would predominate in 
women, without reaching the final step of “acting out” and therefore staying at the 
“limits,” of both the inner-outer body and the life-death (self-injuries such as super-
ficial cuts, nonlethal drug poisoning, etc.). It would be a kind of “suffocated or 
muted cry.”

Even though women face a variety of social disadvantages, suicide rates are 
generally lower in women than in men. This could be an indication of women’s 
resilience in responding to stress and crises. Some authors point out that wom-
en’s suicidal behaviors tend to be labeled pejoratively, although women are in 
general more adaptive and are survivors. “Failed suicide,” “attention-seeking,” 
and “not determined to take one’s own life” are usually used to describe wom-
en’s suicidal behaviors; whereas men’s suicidal behaviors are sometimes termed 
positively (“successful” suicides) even when those behaviors led to self-
destruction [26].

However, we observe that this “paradox” is absent in India and China, where 
women and men have quite similar ratios of suicide [37–39], to the point that the 
prevalence is higher in the case of young women in rural areas [40, 41].

Several authors refer to the existing chronological relation between suicidal ide-
ation and the suicidal act itself to what they call suicidal process considering that it 
begins with the presentation of ideas of death, hence passing to suicidal ideation and 
later involving the progression to the suicidality, consisting in the ideation and plan-
ning to take control of life and the communication of it, and the increase of all this 
through recurrent suicide attempts, with a progressive rise in lethality and suicidal 
intention, which ends in fatal suicide [42–45]. Once a person is introduced into the 
suicidal process, he becomes more vulnerable to show a future suicidal behavior. 
Depending on what “stage of the “suicidal process” the person is,” the impact of 
various factors (such as the life stress, socioeconomic conditions or mental illness, 
etc.) on suicidal behavior may vary [46, 47].
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16.3.2  Stages of the Suicidal Process

Ideation stage: Initially, the individual considers the possibility of committing sui-
cide as a solution, for instance, for some specific problems on a real or imaginary 
basis. This is an ideational or imaginative stage in which the desires and fantasies of 
escaping from an adverse situation, guilt, claiming self-punishment (according to 
Grinsberg, a persecutory guilt that better appertain to melancholic conditions), hos-
tility, and revenge with the expectation of exercising control over the others beyond 
death, renascence to a new way of life, ecstasy and meeting with the deceased loved 
one, or masochistic submission linked to a strong erotic desire and pleasure- seeking, 
prevail.

Ambivalence stage: The ideational or imaginative stage is followed by 
another stage in which the struggle between life drive (Eros) and death drive 
(Thanatos) predominates. In this struggle, the role of the individual self, as an 
integrator of the other psychic instances of the life of the subject, is essential. If 
this self is in a situation of weakness, as a result of a personality structure with a 
more impulsive component, a somatic or mental illness, or toxic effects of con-
sumption, this stage may be brief and culminates in a short-circuited suicide, 
impulsive and poorly planned. On the contrary, if the self accomplishes the 
assignment in this period, it can be extended in time, and the individual may 
show signs of suicidal thoughts or intentions to those around him, with the con-
sequent possibility to act preventively.

Decision-making: The individual finally decides to commit suicide and, at this 
time, seems to relax and relieve a huge burden. Externally, this stage is crucial, and 
indicative signs of it (by bringing the will or legal matters up-to-date, attempts of 
reconciliation, etc.) may be identified. These indirect ways of communicating an 
imminent suicide add up to the most direct ones, in which the patient verbalizes or 
shows signs in advance of his intentions, what is crucial to abort the attempt. As 
Jean Amery holds, “The bravery of the potential suicide is certainly not arrogance. 
There always dwells within it an additional trace of shame that, derived from the 
logic of life, makes the person standing before the leap ask why it is specifically he 
or she that can’t stand it, can’t stick it out, when the others still.”

The suicidal process can take many years or be extremely short, like just a few 
minutes, during which the intensity of the suicidal ideation may considerably vary. 
Generally, the duration of the suicidal process is shorter in men than in women: 
once the process has begun, men commit suicide much more quickly and success-
fully than women [42, 47].

We find authors who hold that the “intention,” the message, is different between 
men and women, being women those who show more suicide attempts with a cry 
of alarm aim, signalization of the suffering they are going through (we do not like 
to say “attention-seeking” due to the negative connotation that is usually related 
to this consideration). This suggestion seems to be supported by the evolution of 
frequently used psychotropics over decades: 40 years ago, “toxic” agents (barbi-
turates and tricyclic antidepressants) were widely prescribed, whereas nowadays 
safer products such as low-dose benzodiazepines and selective serotonin reuptake 
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inhibitors are mostly used [20]. Due to the disappearance of these toxic psycho-
tropics, it was expected that the suicide methods in females would shift from 
intoxications with rather safe products to the more “fatal” methods. However, no 
substantial increase in suicide or change in suicide methods has been reported in 
females, so the lower suicide ratio in females is not just a consequence of the 
method, but this could – at least in part – also be a reflection of the suicidal inten-
tion [20]. However, a growing number of women use more violent methods, espe-
cially in the case of young women [35].

Given that, apparently, the “suicidal process” in women is longer, it can lead to 
the possibility of applying wider therapeutic interventions in this group and thus 
reduce the rate of committed suicides [48].

Some authors also consider that another difference in the duration of the “sui-
cidal process” would be related to the fact that men show more difficulty to with-
draw their decisions, while women are more likely to reconsider the decisions they 
made. Moreover, most women do not regard asking for help as something negative 
when they don’t feel good, while men have a tendency to think that asking for help 
is a sign of weakness [34, 49].

16.3.3  Stress Factors

16.3.3.1  Psychosocial
The literature has referred stress factors such as separation of the couple, troubled 
relationships, economic problems (finances, unemployment, etc.), immigration, 
gender identity, or somatic disease. The first two (separation of the couple and trou-
bled relationships) have been considered as the most influential for showing a sui-
cidal behavior, but regardless of sex and gender [48].

With respect to age, suicide in childhood is very uncommon. The literature 
reflects the emergence of the gender paradox in children at the age of 10–19. 
Adolescent women at the age of 13 show a sharp increase in suicidal ideation, plan-
ning, and attempts [50]. Young men (aged under 25 years) with major depressive 
disorder (MDD) show a far higher risk of suicide than adult men with MDD [51], 
considering separation, unemployment, and financial problems as the most influen-
tial stress factors in the cohort of young men [48]. There is a higher risk of suicide 
in separated men than in separated women, regardless of age, so that factors such as 
antecedents of previous suicide attempts or mental health problems, a lower level of 
education or financial problems, significantly raise the risk [52]. Furthermore, the 
ratio of suicide in white men increases after the age of 65, while the opposite occurs 
in women after the age of 55 [49]. The arguments given for these differences lean 
toward socio-professional issues and states of life: most men retire from profes-
sional life at the age of 65, thus drawing apart from most of the contacts, interper-
sonal relationships, and friendships they have, especially in their work environment. 
Moreover, they consider that their “masculine self-esteem” is damaged as they stop 
being the provider or primary breadwinner of the family. These authors consider 
that retirement does not have the same effect on women, as along their entire 
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professional life, they have combined it with the majority of the housework [49, 53], 
with which they will continue after retirement.

In addition, marriage is considered by several authors as a protective factor 
against suicide, which implies that widowhood increases the risk of suicide, espe-
cially in men [49, 53, 54]. Having a child under the age of 2 years is a greater protec-
tive factor against suicide for women than for men [20, 49, 53, 54].

Some authors found that labor market conditions, rather than societal factors 
such as marriage or fertility rates, affect younger women’s suicide rates in Western 
countries [55]. Those authors found that higher abortation rates correspond with 
lower suicide rates at the city level, but the mechanisms behind this link are not as 
clear, since micro studies find little association between unwanted pregnancy termi-
nation and mental health.

16.3.3.2  Sexual Abuse
Sexual abuse is more prevalent in women than in men (WHO, 2017) [23].

Given the relation between sexual abuse in childhood and the subsequent sui-
cidal behavior, some authors find a direct association between both of them in men. 
So, suicide risk becomes 4–15 times higher in men who suffered from sexual abuse 
in childhood than in men who have not suffered from it [56–59].

In the case of women, this linkage has also been described but appears in the 
middle of other factors such as depressive symptoms, hopelessness, and the level of 
the family functioning, in which case the risk of suicide is three times higher than in 
women who have not undergone such abuses [55, 57, 58].

Some studies are founded on social-cultural coping theory and the model of trau-
magenic dynamics of sexual abuse suggesting that child sexual abuse (CSA) conse-
quences lead to maladaptive coping mechanisms influenced by sociocultural factors. 
In adolescent population, the results highlight that boys are significantly more likely 
to use substances, while girls are more likely to experience depressive symptoms 
and suicidality [60].

Global estimates published by WHO indicate that about one in three (35%) 
women worldwide has experienced either physical or sexual intimate partner vio-
lence (IPV) or non-partner sexual violence in their lifetime (WHO, 2017) [23]. A 
meta-analysis provides evidence that experience of IPV increases the odds of inci-
dent depressive symptoms and of suicide attempts among women. Few studies 
included men, but these studies suggested a relationship between IPV and incident 
depressive symptoms, but there was no clear evidence of association with suicide 
attempts [61].

16.3.3.3  Psychiatric Comorbidity
There is a clear association between suicide and psychopathology. Some authors 
note that over 80% of suicides were previously diagnosed with a mental illness [62], 
and a history of hospitalization for mental illness has been found as a significant risk 
factor for suicide in both men and women [53]. More specifically, it has been dem-
onstrated a strong association between the major depressive disorder or the 
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borderline personality disorder and the suicidal behavior, being women more diag-
nosed with such disorders than men [63–66]. Personality disorders, use of sub-
stances, and attention deficit hyperactivity disorder are related to an increased risk 
of suicide in men [18, 49, 54, 62, 67]. In this context, we find how the literature 
mentions that some personality traits such as impulsiveness, hostility, or aggressive-
ness (also related to these disorders) are more prevalent in males, raising the emer-
gence of suicidal behaviors and, especially, committed suicides [68, 69]. The 
majority of patients with schizophrenia who commit suicide are men [70]. In the 
case of affective conditions, suicide risk increases in men when it is associated with 
an anxiety disorder and a consequent worsening of the depressive conditions, while 
in the case of women, the presence of affective conditions is only related to a high 
suicide risk [62, 71, 72]. Females who use cannabis regularly (more than once per 
week) reported higher levels of psychological distress and were more likely to 
report suicidal thoughts and attempts [73].

Some authors have noted that in the presence of psychiatric illness, the differ-
ences in the male/female suicide ratio decrease, contemplating whether this may be 
due to the devastating impact of the psychiatric illness regardless of gender or 
whether the high male/female suicide ratio in nonclinical populations is due to a 
high prevalence of undiagnosed psychiatric disorders in men [74]. Furthermore, it 
has been demonstrated that, in clinical populations, there is a higher “overdiagno-
sis” of depression in women and/or underdiagnosis of the said clinical in men, 
which has been denominated “machismo-factor” [51, 75]. This has been associated 
with the fact that men show more difficulty to seek help from family, friends, or 
professionals when they don’t feel good [49, 71].

Compared with women, men who commit suicide are underrepresented in the 
psychiatric clinical population and overrepresented in terms of contacts with gov-
ernment services because of substance abuse and antisocial behavior [51, 76].

Gender differences have been considered regarding the “internalization” of some 
disorders such as anxiety and depression, which could be related to this difference 
in rank in the male/female suicide rate. The fact that women better assimilate to suf-
fer from these disorders is reflected in a higher rate of suicidal ideation and attempts 
(“self-aggression”), while in men we would find more phenomena of “externaliza-
tion,” that is to say, antisocial behaviors, violence, use of substances, impulsiveness, 
etc., resulting in a larger number of lethal suicides.

In fact, some authors refer to the “male depressive syndrome,” characterized by 
an increased externalization of symptoms such as anger, aggressiveness, irritability, 
and hostility [51, 76, 77].

16.3.3.4  Methods and Statements of Suicide
Several studies report that men show a greater tendency to perform suicide attempts 
that involve a more immediate lethality than those methods chosen by women, 
being that men use more violent or faster-acting methods, such as hanging, carbon 
monoxide poisoning (the poet Anne Sexton used this method to commit suicide), or 
firearms. Women, on the other hand, tend to use voluntary poisonings that may 
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involve a high toxicity but are usually associated with a lower mortality rate and a 
slower-acting mechanism [19, 20, 71]. It is important to note that the methodology 
used for suicide not only depends on its accessibility for the future suicidal victim 
but also on those specific cultural, religious, and social factors of the region where 
the suicide victim is [78–80]. It is also important to emphasize that the type of 
method used may influence in the classifications and statements of suicide, depend-
ing on the sex of the suicidal victim (and yes, here it refers to gender): on the one 
hand, many of the suicides committed by women may be under-registered com-
pared with those committed by men, and in the other hand, nonfatal suicidal behav-
iors in males may also be under-registered [19, 20, 51, 81]. In many (Western) 
cultures, suicides committed by women are more disapproved than those committed 
by men, which makes that the suicide records are biased [20], while in some Asian 
countries like China, there is an opposite cultural belief, showing therefore opposite 
suicide male/female rates to the Western ones [78–80].

Deaths by poisoning are often unreported as suicides, which makes that many 
suicides committed by women are not recorded as such, while the most violent 
methods used by men are rarely reported as accidental deaths. On the other hand, 
it is considered that men are more aware of the social disapproval of their sui-
cidal behaviors and thoughts, as they might be considered as “unmanly,” which 
may provoke that nonlethal suicidal behaviors are not reported as such in men, as 
it may occur in male-dominated contexts such as prisons, where they could be 
marginalized [19].

16.3.3.5  Cultural Beliefs and Social Attitudes
As previously mentioned, the “gender paradox” in terms of suicide primarily occurs 
in Western countries, while in Asian countries (China, rural areas of India, Sri 
Lanka, Japan, etc.), the suicide rate of women is higher [26, 35], and more violent 
suicide methods are used (i.e., in China, insecticides in rural areas; in India or Sri 
Lanka, self-immolation by gas cooker or kerosene; “self-immolation of the 
widow” – suttee or sati – recognized and institutionalized by Hinduism until very 
recently, in which the widow had to throw herself into the funeral pyre of her 
deceased husband to atone for his sins and ensure the eternal blessings of both) [82].

Nowadays, isolated events in Indian rural communities are still found in the 
press: “A 65-year-old woman burned to death in the funeral pyre of her husband in 
the village of Tamoli Patna (in Madhya Pradesh, 415 km far from Bhopal, in Central 
India). The incident corresponds to a sati (ritual suicide of widows, banned since 
1829). The woman, Kuttu Bai, sat on the pyre that burned the corpse of her husband, 
and two policemen who tried to take her out of there were deterred with stones by 
some 1,000 people. One of the agents, Nari Shankar Ghosh, recounted the rescue 
attempt and the hostile attitude of the horde. ‘It is not clear if the woman did so 
voluntarily or was forced,’ Gosh stated, adding that both Kuttu’s children did noth-
ing to prevent the incident” [83].

The situation of women in India once their husbands die is dramatic, being wid-
owed is a “social death.” In many cases, women are disowned by their family or 
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ravaged by poverty so they end in the city of Vrindavan, called the “city of widows,” 
a place that seems to be forgotten by time and is only 150 km far from New Delhi 
and 70 km from Agra, with the Taj Mahal, which was ironically built because of the 
love to a woman. This is the situation of women in India today. They make up a third 
of Vrindavan population, they roam the city living on alms and awaiting for the 
purification through their prayers.

Self-immolation (SI) is considered one of the most painful, dramatic, and at the 
same time inexplicable methods of suicide, with a high social impact. Prevalence 
rates are particularly high in Iran and predominantly females. They reported family 
and marital problems as the main triggers for SI. They often suffered from major 
depressive disorders, adjustment disorders, and bipolar disorders. Female gender 
and feelings of guilt and shame are strongly associated with SI [84].

16.4  Theories of Suicide

Contemporary psychological conceptions of suicide share an eclectic position and 
tend to integrate psychodynamic, sociocultural, cognitive, and biological aspects. 
Suicidal impulses are not necessarily linked to certain specific psychopathological 
or personality structures. It is obvious that the Mann’s diathesis-stress model [85], 
which understands suicidal behavior as a clinical syndrome, is influenced by some 
biological traits that are dependent of a number of genes and by the psychosocial 
environment. The suicide risk increases if there is a psychiatric disorder (preferably 
depressive conditions) or a chronic and disabling medical condition, if there are 
adverse life events, and, in structures of borderline personality in which there is an 
objectified increase of the impulsivity or hopelessness feelings and with a tendency 
to pass from the step to the act, if there are low self-esteem and lack of psychologi-
cal and adaptive resources.

16.4.1  Psychodynamic Theories

For Freud, suicide represents the expression of aggressive impulses that are 
addressed to the introjected and emotionally inverted objects in a narcissist and 
ambivalent manner. That hostility represents the primitive reaction of the self against 
the objects of the external world.

Menninger talks about retroflexed suicide, which can be addressed outwards in 
the form of open aggression, or inward as a self-destructive tendency, based on the 
extreme child abandonment that we are born with and on the functioning of group 
institutions (family, civilization, we could include gender) that require a moral 
response of each member of the group).

From the perspective of Melanie Klein, that self-destructiveness should be placed 
within the permanent failure in the elaboration of the paranoid-schizoid position, 
due to a massive presence of the persecutory bad object, which would impede the 
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passage to the second depressive and reparative position. Grinsberg, in that line, 
allude to an unbearable and persecutory guilt, located in body or mind, to which the 
suicidal individual focuses his aggressive pulsions in order to, through self- 
destruction, get rid of it. (“It’s not fair to be the one to bear this guilt. Since you have 
not understood and helped me to get rid of it, I kill myself for you to be now who 
owe bear it.”) According to the psychiatrist Castilla del Pino: “Suicidal attitude con-
notes self-destructive requests for the individual that are inhibited to be projected 
outwards. Many melancholic individuals have, along with fantasies of self- 
destruction, fantasies of destruction and repulsion of the world, which are very 
active in the fantastic plane. (…) also exists the fantasy of reconciliation, achieved 
after the suicide or precisely by the suicide, so that the fantasies of self-accusation 
would disappear.”

From a dynamic perspective, Hendin proposes suicide as form of expressions for 
different conflicts (Table 16.1).

16.4.2  Cognitive Theories

Cognitive theories have concentrated on styles of thinking that lead to an increased 
risk of self-harm. Cognitive studies have found that people who self-harm have more 
passive problem-solving styles than others with solutions being less versatile and 
less relevant to the problem [86]. Poor problem-solving leads to hopelessness and/or 
helplessness, which increases the risk of self-harm [87]. Hopelessness and poor 
problem-solving ability may, however, act independently of each other to increase 
risk. There is no evidence that any of these cognitive styles is sex-specific.

Table 16.1 Types of suicides according to Hendin

Conflict expresses
As retaliation or 
revenge after 
abandonment

Illusion of being able to control a situation of rejection, feeling of 
omnipotence by means of the death

As retroflexed 
murder

“Acting” of a violent individual that reflects, through suicide and 
self-punishment, an internal struggle against the desire to kill or attack 
others

As meeting After the death of a significant figure from the emotional point of view
As rebirth As a preliminary step or initiation rite to access a new way of life, in 

which the failures and frustrations of the previous one are deleted, and an 
everlasting union with the lost object occurs

As punishment From the most intense guilt, sometimes delirious, combined with 
melancholic manifestations

Psychotic suicide Typical of melancholic depression with psychotic symptoms and 
schizophrenia. Known under the eponym “Cotard’s syndrome.” the 
patient has the delirious belief of being dead
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We could refer here to the term learned helplessness, by Seligman, as behavioral 
conditioning, and associate it with Bourdieu’s habitus. The helplessness does not 
occur immediately but requires a learning process, in which the information of the 
relation between a given response and some reinforcement is assimilated. It is based 
on the consequences of perceiving a lack of correlation between the objectives pro-
posed and the objectives achieved, causing feelings of helplessness and lack of con-
trol. The individual adapts his behavior to a situation of non-control, so motivational, 
cognitive, and emotional deficits are generated in him. For Seligman, a body 
becomes defenseless before a certain consequence when it occurs independently of 
all its voluntary responses. Abramson, Seligman, and Teasdaler reformulated the 
theory in terms of attributional processes. According to them, a negative event by 
itself is not sufficient to acquire learned helplessness. It would also be necessary 
that it was perceived as an uncontrollable, not contingent, event.

In the theory of hope, Abramson argues that there are different attributional 
styles. Suicidal behavior has been associated with cognitive alterations such as 
rigidity, defined as the difficulty to develop positive alternatives to emotional prob-
lems. Aspects such as personality or self-worth could be related to the inferences 
taking place about the consequences of different events.

16.4.3  Social Theories

Durkheim holds that suicide is the result of the influence and control exerted by 
society. He proposes two variables to consider: (a) the degree of social integration 
of the individual and (b) the degree of social regulation of the individual desires 
(quote).

For Durkheim, suicide, from the cultural point of view, arises from four different 
categories:

Egoistic suicide: in individuals who, for various reasons, are not steadily and 
bindingly integrated into a particular social group and act based on individual and 
not collective interests (for existentialists, the “earthly meaning”).

Altruistic suicide: opposite of the above, in individuals that are excessively 
linked to the social group they belong to, with a notable absence of individual crite-
ria (die for the cause, religious faith, politics, etc.).

The anomic suicide: it is practiced by those who are excluded from the group 
they belong to, either because they have suffered an economic setback and a loss of 
status and social recognition or either because they have been deprived of their lib-
erty or have been imprisoned for some type of crime. What brings these people to 
kill themselves is the feeling of nonacceptance and of irretrievably losing their pre-
vious social position.

Fatalistic suicide: it occurs in those individuals who do not resist the pressure 
derived from the strict conditions and regulations to which they are subjected by the 
social environment they live in.
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“…someone who was banned from another language…” (Amery, J). Queer1 
researchers claim that heterosexuality is approved in the dominant ideology of 
the “natural” sexual identity. Kosofsky considers that this belief leads to sui-
cide in people who do not identify themselves with these symbolic forms of 
expression of personal identity. He argues that queer teenagers are two or three 
times more likely to attempt suicide and commit it than other young people and 
that in the USA, almost 30% of young people who commit suicide are gay or 
lesbian [88].

16.4.4  Existentialist Theories

“There is but one truly serious philosophical problem and that is suicide” (The Myth of 
Sisyphus. Camus, 1942).

“Each of us has the plague within him” (The Plague. Camus, 1947).

The “plague” that Camus suggests is what Kierkegaard called “feeling of anxi-
ety” in 1844, and was later called “existential anxiety” by the humanistic-existential 
stream, and consists of the fear of death. It is strange then that the suicidal candidate 
comes to embrace what he fears the most. What happens, therefore? The suicidal 
individual eliminates the self-preservation instinct conclusively. Suicide affects to 
the two essential dimensions involved in our “being-in-the-world.” The term “being” 
corresponds to the very existence, and the term “in-the-world” refers to our place, 
to what happens, and to what occurs. Both terms within the expression “being-in- 
the-world” are fused or homogenized by the problem of meaning. And this is pre-
cisely what the suicidal subject eliminates all at once.

Irvin D. Yalom refers to the variety of “Suicide as a Magical Act,” in which there 
is no thought of death but rather the contrary, suicide as a means of defeating death 
by thinking that others will remember him for a long time, the belief to continue 
living if he exists in the consciousness of another person [89].

The “moral or social suicide” [90] is the one through which the person looks for 
a long-term self-destruction, by living a degrading way of life that excludes him 
from social intercourse.

The “Epicurean suicide” is the one that considers death rationally and dispas-
sionately, as Lucretius explained: “Where death is, I am not; where I am, death is 
not.” Or in the words of Epicurus: “Death is nothing to us, since when we are, death 
has not come, and when death has come, we are not.”

1 The queer theory is a hypothesis about gender affirming that sexual orientation and sexual or 
gender identity of people are the result of a social construction and that, therefore, there are no 
essential or biologically registered sex roles in human nature but socially variable forms of per-
forming one or more sex roles.

“The subject decides for itself in its full sovereignty. That doesn’t mean ‘against society’. The 
individual can destroy what he or she own, which never really was one’s own, for the sake of an 
authenticity about which one is anxious. One lays hands on oneself (Amery J).
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16.4.5  Classic Theories (Table 16.2)

16.5  Self-Harm and Gender

The relationship of body and ego is perhaps the most mysterious complex of our lived exis-
tence or, if one prefers, of our subjectivity of our being-for-itself. We are not aware of our 
body during everyday existence. To our being-in-the-world our body is what Sartre called 
“le negligé,” “le passé sous silence,” neglected, one scarcely speaks of it, doesn’t think of 
it. We are our body: we do not have it. […] However, we become conscious of it as foreign 
body only when we see it with the eyes of the other […] or when it becomes a burden. 
(Amery, J.)

“I hurt myself today
To see if I still feel
I focus on the pain

The only thing that’s real”

(“Hurt” written by Trent Reznor of Nine Inch Nails, sung by Johny Cash)

Non-suicidal self-injury (NSSI) is the intentional, direct injury to one’s own 
body without suicidal intent [91, 92].

Examples of this could be cutting, burning, scratching the skin, hitting, or biting 
oneself.

Conventionally, the term excludes harm resulting from drug or alcohol use or from 
eating disorders. Self-harm involves either self-poisoning or self-injury. Self- poisoning 
is synonymous with taking a drug overdose or ingesting substances never designated 
for human consumption, and self-injury refers to any form of intentional self-inflicted 
damage including cutting the skin, self-immolation, swallowing objects, hanging, or 
jumping off buildings without (usually) ever compromising the patient’s life.

Table 16.2 Types of suicide according to Schneider

Characteristics
Rational suicide Derives from an objective and detailed analysis of a limit and insolvable 

existential situation. The psychotic subject can sometimes face, as a person, 
with psychosis

Short- circuited 
suicide

Arises from a primitive impulsive discharge before an acute stressful 
situation. It appears as a reflex action that escapes from the psychic 
processing or mental development. According to the author, it is more 
common in women

Theatrical 
suicide

It comes with all an exhibitionist courtship, whose primary objective is to 
draw attention of those people close to the patient, rather than cause death 
itself. It arises from rather a form of parasuicide or parasuicidal behaviors. 
However, sometimes we can come across true committed suicides within 
this group. In these cases, the lack of impact and consideration generated 
from their actions, usually repetitive and clearly blackmailing to those who 
powerless face them (family, partner, friends), lead them to force their 
exhibitionist behavior or to demonstrate their anger and helplessness, 
increasing the lethality of their actions, with the consequent risk of death
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We want to review now the concepts “transference” and “acting out” that we 
often find in the literature as synonyms, while some authors make a difference 
between them. Bernard, using the description given by Laplanche and Pontalis, 
argues that the “transference” can take all kinds of forms (sometimes very discreet, 
he says) with the proviso that it holds that impulsive character, poorly motivated in 
the eyes of the same individual, but breaking with the usual behavior, even if the 
action in question is secondarily rationalized. He notes that “transference” can be 
differentiated from “acting out” (a kind of difficulty for the subject to fantasize) in 
that the latter arises in a more or less symbolic form in the course of an analytic 
psychotherapy, in which the subject “leaves” the psychic material of the fantasy and 
the mental world to perform it before the psychotherapist with an aggressive char-
acter of varying severity.

The relationship between body and language is established by the cut, which is what writes, 
what engraves the writing of suffering on our flesh. It is, like Pane says, what the body will 
make memory of. The possibility that these cuts might be “read” by others overshadows the 
pain, time itself can deal with them because the body has the ability to heal. The flesh owns 
the property of self-sealing (healing) and not to remain open. Physical suffering is not 
merely a personal problem but also a problem of language. The act of self-inflicting wounds 
upon myself represents a temporary gesture, a psychovisual gesture that leaves marks. [93]

As Bataille holds, “The urges of the flesh pass all bounds in the absence of con-
trolling will. Flesh is the extravagance within us set up against the law of decency” 
(Western flesh is Christian, as Michel Onfray argues). “Flesh is the born enemy of 
people haunted by Christian taboos, but if as I believe an indefinite and general 
taboo does exist, opposed to sexual liberty in ways depending on the time and the 
place, the flesh signifies a return to his threatening freedom” [94].

Christian iconography emphasizes the role of flesh and its transgression by 
marking its limits as the boundary that merges the flesh with the world by means 
of gashes, sores, cuts, decapitations, etc. This would cause horror in contemporary 
art, as it happens with the photographs of David Nebreda (photographer diag-
nosed with paranoid schizophrenia that uses his own self-portraits. In them, he is 
subjected to all kinds of lacerations, fasting in the place he is confined, because 
this is his way of expressing the pain). However, indoctrination and repetition for 
centuries make that Christian iconography can assume these cuts, wounds, and 
sores as non- questionable beauty since it is transcendent and is built on beliefs 
through the centuries, following the direction of Bourdieu’s habitus. Thus the 
infringed body is promoted by the ecclesiastical power, and, far from being repu-
diated (as with Marina Abramovic’s performances) by some sectors of our soci-
ety, it is valued for its beauty.

A wounded body is a crossed frontier through which we go beyond. Body art 
represented a barrier that some women artists crossed by using their body as a can-
vas to denounce their submission, their social underrepresentation, and their perfor-
matively marked sexuality. As Kruger shouts, “My body is a battleground.” Body art 
is not only practiced by women but by all those artists who consider it a form of 
social and gender protest.
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The way that sex and the role of women have been introduced in our society has 
been denounced by numerous artists, from Frida Kahlo to Louise Bourgeois, one of 
the first artists who used the female body to denounce the traditional role attributed 
to women.

Also the artist Ana Mendieta, through Mutilated Body on Landscape (1973) and 
Tied-Up Woman, where she appears naked, tied, and humiliatingly immobilized, 
denounces the situation of women. Orlan, at the same time, did so through her 
works, such as Le Basier de l’Artiste (The Artist’s Kiss, 1977), and performance 
with the slogans “Art and Prostitution.”

Artists such as Pane, Carolee Schneemann, Kiki Smith, Cindy Sherman, Barbara 
Kruger, or Lynda Benglis should be added to this list. The last three authors high-
light the role of the media and the Western consumer society on their way to publi-
cize the female imaginary, reporting the imposed media violence and making the 
imposed sex roles problematic [95].

In Table 16.3, we can see a classification of the different terms used for “nonfatal 
self-inflicted harms” by Skegg, 2005 [96].

Casadó Marín [97] classifies self-harm according to the scenario; thus she elabo-
rates this classification by oppositions:

• Standardized self-harm/stigmatized self-harm.
• Public self-harm/private self-harm.

Standardized self-injures are those involving body art, body modification pro-
cesses (diets, aesthetic care/botox, surgeries, tattoos, piercings, scarifications), 

Table 16.3 Terms for nonfatal self-inflicted harm

Terms for non-fatal self-inflicted harm
Attempted suicide
Used widely (especially in North America) for episodes where there was at least some suicidal 
intent or sometimes without reference to intent. Repetitive bodily harm may be excluded
Deliberatea self-harm
Used in the UK for all episodes survived, regardless of intent
North American usage refers to episodes of bodily harm without suicidal intent, especially if 
repetitive. Usually excludes overdoses and methods of high lethality
Parasuicide
Episodes survived, with or without suicidal intent (especially in Europe) or episodes without 
intent. Repetitive bodily harm may be excluded
Self-poisoning or self-injury
Self-harm by these methods regardless of suicidal intent
Self-mutilation
Serious bodily mutilation (such as enucleation of the eye) without suicidal intent
Repetitive superficial bodily harm without suicidal intent (synonymous with north American 
term deliberate self-harm). Also known as self-injurious behavior, self-wounding
Sometimes the term is used to describe both the above meanings and also stereotypical 
self-harm in intellectually disabled people

Modified table from Keren Skegg, 2005 [97]
aThe adjective “deliberate” is not favored now by patients in the UK
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self- injures in the ritual context—flagellations, fasting, crucifixions—also those 
that take place in penitentiary contexts, hunger strikes, and primarily in religious 
contexts.

Public self-injures are those that occur in the ritual context.
Private self-harm is the one that occurs in situations of armed conflict (self-injury 

to avoid the front), in the working environment (before certain working conditions), 
as a sign of identity among “emos” and “gothic”2 young people, and in situations 
where self-injures are interpreted under a diagnostic criterion of mental illness.

Through this classification, the author wants to draw our attention to the fact that 
self-harm action not only must be rethought in exclusively pathological terms but as 
a practice that can be interpreted and lived in different ways depending on the con-
text that legitimizes or stigmatized it. Thus she brings out the importance of the 
social aspect when it comes to attribute meaning to the act.

The mortification of the body in relation to the atonement of sins, or the compli-
ance of promises or vows, has to do with the fact that, at the base of Catholicism, the 
body was a part of the human nature that limited the perfection of the soul, as well 
as the instrument through which the sin was materialized. The disciplines and rules 
that mortified the body are those that managed to control the sinful nature of men 
and women and that constantly reminded us our sinful essence.

16.5.1  Epidemiological Data

Although the estimated prevalence of self-harm varies depending on definitions and 
methodology, it is clear that it is highest during adolescence [98].

Theoretically, self-injurious behaviors can differ from suicide attempts on three 
basic aspects: intention, repetition, and lethality [99–103].

Hawton estimates that, over a year after someone inflicts self-harm, the suicide 
risk is 60 times higher than in the general population [103]. Despite self-harm pre-
dicting future suicide attempts, suicide attempts do not predict future self-harm.

In the general population, the prevalence of self-harm in adolescents is 5–37%, 
compared to 4% [103, 104] in the adult population [105]. In the clinical population, 
we found a prevalence of self-harm in adolescence of 61.2%, regarding cuts [106]. 
Most studies report that self-harm is more common in girls than boys, in ratios rang-
ing from 20.3% vs. 8.5% [107] to 45.2% vs. 38.1% [108]. However, it seems that 
the prevalence in children is increasing in recent years [98].

A recent meta-analytic work suggests that women are significantly more likely 
to report a history of NSSI than men, and the gender difference was larger for clini-
cal samples, compared to community samples; however, there was not a significant 

2 The dark-gothic movement becomes relevant in the mid-late 1970s, while the emo movement 
takes place in the 1980s. Both styles include a philosophy and a way of conceiving the world that 
goes beyond the musical style and the clothing. Suicide and death are recurrent in the sense that 
gothic people gives to self-harm, while for emo people (whose name is an abbreviation of the term 
“emotional”), self-injuries tend to be less aggressive but more superficial cuts [97].
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relation between age and effect size. Women are more likely to use some methods 
of NSSI (e.g., cutting) compared to men [109], and males notably report lower 
severity levels for most NSSI correlates (e.g., psychopathology, suicidality) than 
females [110].

Because adolescents aged 15–19 years are the group most likely to be involved 
in NSSI behavior, most existing research has focused on them. In studies from 
Western countries, NSSI is usually viewed as primarily a female behavior, but this 
has changed recently. Before 2000, most studies showed that the NSSI prevalence 
among female adolescents was 1.5–3 times that in male adolescents; however more 
recent studies have contrasting conclusions: some still insist on a gender difference 
in the NSSI prevalence among adolescents, while others do not find this gender dif-
ference [111]. Nevertheless, a recent meta-analysis of gender difference in NSSI 
prevalence, which examined some associated factors, found a female bias in NSSI 
prevalence among adolescents worldwide and a greater gender difference in clinical 
samples than in community samples [109]. The gender difference was more pro-
nounced in clinical samples, and the authors discuss the possibility that women are 
more inclined to seek medical care in cases of self-harm. One reason for a higher 
prevalence of self-harm among young women than men could be the higher inci-
dence of mental disorders such as depression and anxiety among adolescent women. 
Some studies survey that the incidence of depression among women aged 13–17 is 
around three to four times that of the men [112, 113].

Some recent studies found that adolescent self-harm was associated with later 
life adversities and affected men more than women regarding prognoses for 
unemployment but no gender difference for the effect of self-harm on the risk of 
suicide [113].

Some works examined NSSI in transgender youth individuals and found a preva-
lence of 41.8% [114].

The greatest risk for hospital presentations in the WHO/EURO study was in 
women aged 15–24 years and men aged 25–34 years [115]. Older people are at 
much lower risk, and when they do self-harm, they are much more likely to commit 
suicide later [116].

Whereas being male is an important risk factor for suicide, presentations of self- 
harm to health agencies are generally more common in women [115].

There are differences in sex distribution between self-cutting and overdose, with 
intentional overdose presentations involving a preponderance of females and self- 
cutting presentations displaying a more even gender distribution [117–119].

Past literature has often emphasized self-cutting as the main method of self-harm 
for women, but more recently research has shown a significantly higher proportion 
of women compared to men self-poison [120, 121].

However, compared with poisonings, cuts (with or without poisonings) are more 
common in men than in women, mainly in men under the age of 35 years [122].

Some studies [123] show that self-injurious behavior begins in early adoles-
cence, with an increase in frequency and intensity in its evolution, and being more 
prevalent in the group of women. The underlying factors include being a victim of 
sexual abuse and alexithymia.
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In other researches [124], we found significant correlations between self- 
injurious behaviors or self-mutilations and eating disorders, borderline personality 
disorder, post-traumatic stress disorder, and dissociative disorders. There is also 
relationship between the extremely high rates of self-harm and suicide attempts in 
girls with ADHD, being associated with inattention, hyperactivity and impulsivity, 
and history of trauma in childhood, such as abuse [125].

Between 70 and 80% of patients who meet the DSM-IV criteria for BPD do self- 
inflict injury [126], the DSM-IV shows that BPD is by 75% diagnosed in women. 
Some studies show that between 35 and 80% of individuals who self-inflicted injury 
also suffered from disordered eating behaviors [127]. For them, self-harm and eat-
ing disorders should be considered as the desire to end with the body. Recent studies 
suggest that there are different patterns in terms of self-directed violence in men and 
women [128] and that women with antisocial traits have a higher prevalence of self- 
harm and of being diagnosed with borderline personality disorder than men with 
antisocial traits [129, 130]. However, it seems that the repetition of self-harm, when 
there is a history of such behavior, is almost equal between men and women [131].

Some authors say that men and women with gay, lesbian, or bisexual orientation 
are more likely to self-harm than are heterosexuals [132, 133], although there have 
been conflicting results for teenage girls [134]. High risks have been identified in 
men who described their orientation as bisexual or who had experienced only minor 
same-sex attraction [132, 133]. The risk in gay, lesbian, or bisexual youth could not 
be attributed to the exposure to some risk factors, including depressed mood, sub-
stance abuse, and pubertal timing; in fact, most self-harm occurred after or around 
the time that participants realized that they were not exclusively heterosexual [134], 
so we can deduce that the social impact (acceptance) has a great influence on these 
behaviors.

16.5.2  Self-Injuries as a Separate Category

In the DSM-IV, non-suicidal self-injuries were only mentioned as a diagnostic 
criterion for the borderline personality disorder and described as suicidal behav-
iors, gestures, threats, or self-mutilating behaviors [135], in autism, mental retar-
dation, and factitious disorders. In the DSM-IV, self-injury is not considered a 
disorder in itself.

In the DSM-V, the non-suicidal self-injury (NSSI) disorder as diagnostic entity 
was proposed as “conditions for further study.” They insist on differentiating it from 
the borderline personality disorder, although they recognize the high existing 
comorbidity with both the said disorder and the eating disorders or the use of sub-
stances. They report that, although both diagnoses (along with BPD) are frequently 
associated, BPD does not invariably appear in all self-injurers. The difference they 
make between both entities is that BPD often shows hostile and aggressive behav-
iors, while NSSI disorder is associated with situations of closeness, intimacy, col-
laborative behaviors, and positive social relationships. They also allege differences 
in the neurotransmitter systems.
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Using the DSM-V criteria (APA, 2013) [136], a sample of individuals was iden-
tified who had more general psychopathology and impairment than both clinical 
controls and those with NSSI not meeting criteria for NSSID, preliminarily support-
ing that NSSID can be reliably identified among self-injurers. Importantly, the dif-
ferences remained significant after BPD was controlled for NSSI and NSSID [137].

NSSID was preliminary found to be distinguishable from BPD. In adolescents, 
for example, each disorder explained unique variance in emotion regulation deficits. 
Furthermore, BPD-positive self-injurers with NSSID reported higher levels of emo-
tion dysregulation than BPD-negative self-injurers with NSSID.  Support for the 
independence of NSSID should be based on an overlap between NSSID and BPD to 
the same extent as other disorders, as pointed out by Glenn and Klonsky. Similarly, 
suicidal behaviors also co-occur with depression, PTSD, substance abuse, and eat-
ing disorders, for example, as well as several other clinical behaviors, and thus an 
overlap between NSSI and suicidal behaviors is not necessarily evidence per se 
against a distinction between the two [138].

The first case of self-harm without suicidal intent is described by L.  Eugene 
Emerson in the Psychoanalytic Review, published in 1913. He talked about the case 
of Miss A3 and proposed the challenge to understand why a person like her could 
come to self-inflicting injury when “this patient was not insane.” It was a 23-year- 
old girl who had self-inflicted injuries in different parts of her body, being one of 
them a “w” on her calf. Throughout therapy, Miss A relates that she was sexually 
abused in childhood by her uncle and subsequently her father. The particularity of 
Emmerson consisted in investigating the experience of the symptoms, considering 
that the classification was less important than causation and its manifestation 
through the body. For Emmerson, there was a relationship between abuse and self- 
harm, highlighting the sexual nature of the act [139].

Other authors consider that a combination of behaviors including self- mutilation, 
substance abuse, and abnormal eating, often with a history of childhood sexual abuse, 
has been called a “trauma reenactment syndrome,” with women seen as doing to their 
bodies something that represents what was done to them in childhood [140].

Miller described four common characteristics in these women: the feeling of 
struggling with their own body (the body as an enemy), the excessive discretion as 
a principle of life, the inability to protect themselves, and certain dissociation of 
consciousness where thoughts take three roles—the bully, the victim, and the wit-
ness who does not protect.

Pattison and Kahan supported the idea of a deliberate self-harm syndrome and 
described the establishment in the late adolescence, the episodes being recurrent 
and multiple, the low-lethality, the production of deliberated injuries to the body, 
and the tendency to chronicity, as major characteristics.

3 Miss A explained to Emmerson that she self-inflicted that injury when a man she was in love with, 
and with whom she had had an affair, rejected her when she proposed to him and he called her 
“whore.” She drank alcohol, took a blade, and marked the letter w (of whore) on her calf. For 
Emmerson, Miss A felt that her past did not make her suitable for marriage, an idea that she could 
not stand, so she hurt the part of herself that represented a symbolic embodiment of her torment.
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16.5.3  “The Portrait of the Typical Self-Injurer”

Favazza argued that self-injury affects 1% of the US population and that 97% of 
these are women [141]. This author defined “The portrait of the typical self-injurer” 
like “white woman, in her late twenties, who began hurting herself at the age of 
fourteen. She had injured herself at least 50 times, usually by cutting but also by 
other methods, including burning or self-hitting.”

Galley [142] defines them as: “Bright, sensitive, helpful to others, caretakers of 
Their friends and family, good listeners, above average students, and invisible. They 
are very creative, artists and neat kids, but ones who do not make their needs well 
known.”

Craigen [143] considers self-harm as the “new anorexia” affecting young women.
Froeschle and Moyer consider that there are gender differences in terms of self- 

harm, being that, for males, self-injury has a meaning of rite of passage, while for 
women, the actions used to be more private and emotionally charged [144], which 
confirms Bourdieu’s model of Masculine Domination. It is also necessary to note 
that, in the case of men who self-harm, we could find a double stigma since they 
perform an action that is considered as “feminine,” which jeopardizes their mascu-
line identity, and that, as a practice, it is considered a diverted behavior, which often 
leads them to remain in the anonymity.

16.5.4  Comprehensive Approach of the Motivations 
for Developing Self-Injurious Behaviors

Klonsky summarizes the main biopsychosocial models proposed by other authors 
[145]. These functions are not mutually exclusive, so that is common that several of 
them take place at once.

16.5.4.1  Affect Regulation Model
It suggests that self-injury is a strategy to alleviate acute and intense negative affects 
[146, 147]. From the systemic and cognitive perspective, it is postulated that early 
disabling environments hinder the development of appropriate strategies for coping 
with emotional stress. The individuals that have grown up in these environments 
and are vulnerable to emotional instability can find useful means in self-injurious 
behaviors to regulate and express (to others and oneself, as it brings emotional dis-
tress to consciousness itself) intolerable negative effects. Sometimes, people who 
self-injure state that self-injury is a way of expressing the pain to which they cannot 
put to words. They refer to emotions that combine pain, sadness, anger, and emo-
tional numbing, with feelings of guilt, desires of abstraction, self-punishment, lone-
liness, and emptiness. Injures become the text that gives us access to the emotional 
universe, the universe of experience through the carnal registration. The body is the 
vehicle for what. The body is the vehicle for what we cannot put words. As Nietzsche, 
in Thus Spoke Zarathustra, wrote, “Of all that is written, I love only what a person 
hath written with his blood. Write with blood, and thou wilt find that blood is spirit.”
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16.5.4.2  Anti-Dissociation Model
It includes self-harm as a response to states of dissociation, depersonalization, 
and/or derealization. Gunderson proposes that some temperamentally vulnerable 
subjects may be precipitated in states of dissociation when they are far from a 
loved object. This unpleasant state can trigger an injurious behavior with the aim 
of reconnecting with the sense of ownliness and body property through the pain, 
allowing them to feel real and revitalized. This model is more frequently seen in 
women [123].

The dissociation model can be linked with the affect regulation model. Some 
people who self-harm report feelings of dissociation from their environment: a feel-
ing of separateness or a lack of self. The function of self-harm is often to end that 
dissociation [131]. Other authors suggest that self-harm can also function as a 
means to become dissociated, so as to escape overpowering emotion [148]. What 
the authors believe with this is that, in an episode of dissociation, the cuts allow 
reconnecting with the world through the pain (seen and interpreted pain that returns 
to reality), while in the episode of depersonalization, the blood pouring from the 
wound would be what allows reconnecting with the body.

16.5.4.3  Anti-Suicide Model
Self-injurious behavior appears as an adaptive mechanism to resist the genuine desire 
to kill oneself. Self-inflicting a skin injury is an alternative way of expressing self-
destructive thoughts and feelings, without the direct risk of dying [149]. Early child-
hood experiences of neglect, abuse, or abandonment lead to low self-esteem. 
Self-harm allows the person to partially self-destruct without the finality of suicide 
and without dealing with unresolved issues from the childhood. Partial self- 
destruction helps the subject to maintain a “recovery envelope” and carry on living.

16.5.4.4  Interpersonal Influence Model
Self-injurious behavior would be used to influence on behavior, emotions, and deci-
sions of other significant people. Self-harming should be understood as an alarm, as 
a means to avoid abandonment, or an attempt to be valued. Here, once again refer-
ring to Bordieu’s Masculine Domination model, we find that this is one of the mod-
els more frequently shown by women too than men in the context of the difficulty 
of “externalization” of distress, of expression of the message. In this attempt, the 
message is on the boundary between the “self” and the outer, in the body.

16.5.4.5  Interpersonal Boundaries Model
It holds that the individual who has not developed an integrated sense of iden-
tity, experiences a painful difficulty to individuate and separate from significant 
objects. Self-injuring the skin as an organ that physically separates the individ-
ual from its environment and the others would allow him/her to specifically 
distinguish his/her physical identity to support his/her autonomy [150, 151]. “… 
[..] My body becomes my protest. My body is my protest against the great expec-
tations of my parents, against the big and stupid expectations of the world. My 
body is my protest. My body is my action. My abnormal decision is my action. 
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In short, my life is my action [..],” as referred Angélica Liddell in La desobedi-
encia hágase en mi vientre. Pliego de teatro y danza (Disobedience is made in 
my belly. Sheets of theater and dance) [152].

16.5.4.6  Self-Punishment Model
Marsha Linehan suggests that subjects who grew up in early unfavorable envi-
ronments learn that punishment and invalidation are acceptable and even neces-
sary to shape behaviors. Self-injury is ego-harmoniously lived, becoming a 
self-control conduct aimed at encouraging and maintaining collectively desir-
able behaviors [153].

16.5.4.7  Sensation-Seeking Model
Includes self-injury as a way to generate excitement or joy in an individual who is 
in need of intense emotions to feel connected with life. It is suggested that, biologi-
cally, they would have a basal hypo-hedonic state, which would boost them to the 
active pursuit of pleasurable limits sensations, yet painful. These behaviors are 
characterized because they are addictively repeated, favoring the production of nov-
elty over the avoidance of self-harming [154–156].

When studying the neurobiochemical systems and processes affected in trau-
matic situations [157], it has been proved that a high level of emotional excite-
ment interferes with the normal brain functions of experience processing. It has 
also been speculated that there are brain mechanisms that act as regulators of 
both pain and affect (i.e., the endogenous opioid peptides system and the sero-
tonergic systems [158] when it comes to analyzing symptoms of acute pain in 
patients with BPD). The participation or discharge of endogenous opioids in 
moments of self-harm (Bessel van der Kolk’s hypothesis, 1989) would deter-
mine, on the one hand, a degree of addiction and would explain why, in indi-
viduals with mental retardation or neurological and genetic abnormalities, 
pharmacological interventions focused on the endogenous opioid system reduce 
and sometimes eliminate self-injurious behaviors in a significant ratio of indi-
viduals [159].

16.5.5  Classification of Clinical Presentations

One of the most useful classifications in clinical practice is proposed by Simeon and 
Favazza in 1995 (Table 16.4):

16.5.6  Self-Mutilation

It constitutes a more advanced degree of the expression of self-injuries. It consists 
of amputating some part of the body, sometimes with “some symbolic value” (enu-
cleation of the eye, castration, lingual mutilation), in order to self-inflict a 
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punishment as a result of some intense experiences of guilt, or unconsciously want-
ing to hurt an internalized “object” in anger. It appears in various clinical conditions 
such as melancholic depression, schizophrenia, and mental retardation, in the inter-
mittent explosive disorder or the post-traumatic stress disorder, usually in the con-
text of an added substances use (usually alcohol) or in unstable personalities from 
the emotional point of view (borderline or antisocial) [3].

Table 16.4 Classification of self-injurious behaviors clinical conditions according to Simeon and 
Favazza. 1995 [123, 160–162]

Self-injurious 
behaviors Characteristics Associated pathological symptoms
Major Severe tissue damage (castration, 

enucleation of the eye, amputation of 
the limbs, etc.)
Sudden, impulsive, and bloody 
apparition

Seventy-five percent psychotic 
episodes (schizophrenia, 1/2 in the 
first psychotic episode) [160]
Severe affective disorders
Intoxications
Encephalitis
Severe personality disorders [161, 
162]
Transsexualism

Stereotyped Moderate severity of damage
Repetitive, rigid, and inflexible pattern 
of presentation

Autism
Severe mental retardation
Neurological pathology (Lesch- 
Nyhan, Cornelia de Lange, and 
Prader-Willi syndromes)

Compulsive Mild to moderate damage severity 
(scratching skin and producing 
excoriations, nail biting, hair pulling)
Repetitive, compulsive pattern, 
sometimes even experienced as 
automatic acts

Neurotic symptoms
Mental retardation
Trichotillomania

Impulsive Mild to moderate severity (cutting, 
burning skin, inserting sharp objects in 
subdermal space, producing even 
cavities in tissues)
Episodic or repetitive
Episodic
•  Fear for self-harm (ego-dystonia)
•  Stress prior to self-harm/posterior 

relief
Repetitive
•  Certain obsessive-compulsive 

predisposition
•  High frequency (could be daily)
•  No extern o intern precipitant
•  Compulsive-addictive pattern
•  Usually starts in preadolescence (or 

before)
•  Could last all life
•  More common in women

More common in women
Personality disorder (limit)
PTSD
Dissociative disorders
Eating disorder
Mood disorders
Antecedents of sexual abuse in 
childhood (specially) [123]
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Higher rates of sexual abuse, as well as child abuse, have been described in these 
patients, both men and women, in addition to a greater tendency to show high levels 
of dissociation during their mutilating actions [163].

There is a rare disease, called apotemnophilia or body integrity identity disor-
der (BIID), which is defined as a syndrome in which the sufferer is concerned 
about the desire to self-amputate a healthy limb. It seems to be related to an altera-
tion in the perception of identity, where limb amputation can temporarily relieve 
the patient’s feeling of pain, adjusting to the own misperception of the identity of 
the person [164].

Within self-mutilation, we want to mention genital self-mutilation, which has 
traditionally been associated with psychotic processes (mainly schizophrenia). 
However, more recent reviews report that more than 60% occur in the gender iden-
tity disorder in men [165, 166]. Despite genital self-mutilations being less common 
in women [165, 167], when they occur, they have been associated with personality 
disorders and Münchausen syndrome [168]. There are a few cases in women regard-
ing to a background psychosis [169].

16.5.7  Reflection

The Western tendency to think in the form of binary oppositions, and therefore con-
ceptualize the world into masculine and feminine, life drive/death drive, good/bad, 
etc., excluding other possibilities of identity (gender among them), greatly affects 
the perception of the human essence.

One of the great risks of binarism is projecting, dually and contrastively, the 
human identity in the form of male/female categories [170], because it seems that 
disparities between women and men lie in something stable, “immovable,” as sex-
ual differentiation, and not cultural issues as the gender category highlights. And as 
Martin Casares argues, the fear of change and destabilization of gender representa-
tion system is at the root of discrimination and difficulties to create neologisms that 
account for the new realities [36].

Another of the great risks is the conception of life drive/death drive as antago-
nistic and mutually incompatible entities. We are both, we are life and death, 
construction and destruction, ambivalence, the self and the others, and our body 
becomes the contact between both poles, the interlocutor, the paper on which his-
tory and time are written, where change is continuous; what we are now, we will 
never be again, and neither were before. We cannot, therefore, cling to immov-
able, static “identities” as, though this was possible, it would produce “symp-
toms.” This awareness of change, this modification over time, counteracts the 
concept of “natural” as “what is given to us.” Awareness of change is also related 
to the concept of effort, because of that heading to the future. And here is where 
the essence of the human being is settled, the eternal ambivalence, the status 
between hope and frustration. We move from one to another, and there is a range 
of possibilities in-between, or we live with both at once, as they are relative and 
complementary to each other. Accepting ambivalence is to accept the Other, not 
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only other people but also the “other self,” and is to accept the limits of the human 
condition and, at the same time, its possibilities.

Throughout the text, we have referred to “feminine” and “masculine” conditions 
that we consider as own, when what we really did was to incorporate them from the 
environment (Bourdieu’s habitus) but nevertheless cause us an acute discomfort. 
Examples of this would involve the “gender paradox of suicidal behavior,” where 
parasuicidal behavior is more common in women as a means of “expression” of 
certain emotions that otherwise they find impossible to “externalize.” However, we 
see that this is not a constant paradox in all cultures, considering that in China the 
percentage of women who commit suicide is higher, especially young women. With 
regard to men, we found the “male depressive syndrome” with more “externalizing” 
characteristics such as anger, aggressiveness, irritability, and hostility rather than 
expression of sadness and mourning, as these are considered “unmanly” 
behaviors.

We want to highlight the different initiatives, for example, recently, the United 
Nations Development Programme (“UNDP”) compiled a new global index of gen-
der inequality (Gender Inequality Index, GII), to capture women’s disadvantage in 
the dimensions of empowerment, labor activity and reproductive health, and its use 
in the scientific works incorporating the gender perspective (and not only sex) as a 
variable of influence on mental health [29].

In relation to the body, we want to allude to the concept biopower, described by 
Foucault to refer to the practice by modern countries in the exploitation of numer-
ous and diverse techniques to control both body and society, and this is what we 
may find today in what we called “standardized” self-harm, such as diets, botox 
aesthetic surgery, implants, muscle-building, etc.

We consider it necessary to highlight the multidimensionality/complexity of the 
self-harm phenomenon with the aim of achieving the cultural and symbolic dimen-
sions found in the meanings of self-harm. It is necessary to understand self-harm in 
its context, where the body becomes profound through the skin. Through cuts, signs 
and inscriptions transmit a message to the world. The body becomes a speaking 
body (following Foucault’s idea); thus we consider it essential to address the self-
injury experience not as a sign of specific diagnosis but as a way of being-in-the-
world and in-between-the-world (body in suffering). A proven fact is that self-harm 
is more frequent in women. We may consider two aspects: (a) either the one based 
on Bourdieu’s model, revealing how the “only” public space granted to women cor-
responds to the “exposure” of their body. Therefore, we see how women resort to 
this more as a means of expressing their discomfort, emotion, disagreement, etc., 
anything that is “banned” in terms of public expression; or (b) that there is a higher 
prevalence of self-harm than the registered in men, but they keep it “hidden” due to 
the discomfort, feelings of shame, etc. since it is considered a more “feminine” 
action and therefore inferior.

Anyway, self-harm is the means to express an inexpressible emotion (indicating 
that a clear component of cultural construction is perceived and that it comes from 
what is and what is not emotionally appropriate to express), and we want to high-
light how, in modern times, there are other areas (specifically, pro-self-harm virtual 
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communities) where through forums, videos, blogs, etc., bodily self-harm is exhib-
ited claiming a space that has been denied, expropriated in the real life.

We have addressed different concepts already revealed by the Queer theory [171, 
172], like destabilizing the concepts of sex, gender, and sexuality. We join this 
movement considering how necessary it is that bodies are identified, not as men or 
women, but as speaker bodies that grant themselves the ability to access all signify-
ing practices, as well as the ability to be enunciated, as subjects, in all the positions 
that history has determined as masculine, feminine, perverse, etc. This means not 
only to renounce a closed-minded and naturally determined sexual identity but also 
(as Butler. J. and Preciado B. argue) to renounce the benefits they could obtain from 
a naturalization of the social, economic, and legal effects of their signifying 
practices.
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Abstract
The use of drugs in Western societies has been associated with male gender roles 
and behaviours, being poorly regarded in female behaviour. For males, drug use 
has most often been regarded as a risk behaviour, a deviation or an illness when 
serious consequences for health have arisen. On the other hand, for women, drug 
use has been viewed as a vice, a disease, a response to female problems or disor-
ders and, above all, a transgression of women’s traditional roles.

The vulnerability of women is exacerbated by their invisibility: few resources 
are allocated to cover the needs of female drug users; there is a shortage of staff 
trained on gender matters; treatments begin at a late stage; a growing number of 
women are imprisoned in men’s prisons; few if any women hold responsible 
positions in drug user associations; etc. Thus, the invisibility that exacerbates 
their vulnerability results in complete exclusion in some cases. At the same time, 
the invisibility of female drug users is obvious not only when they are the object 
of policies but also when they are the subject.

We can foresee that as a gender approach is incorporated into the policy 
guidelines designed and issued by the various organisations dedicated to drafting 
drug policies in the European Union, and as these guidelines are effectively 
applied by the member States, we will be able to obtain clearer information about 
the problematic uses and the contexts in which drugs are used and about the 
treatment programmes and the accessibility by all the people who need such 
programmes, which also cover women’s needs, with their strategies and 
resources.
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17.1  Introduction

Throughout the twentieth century, drug use has varied according to the social, polit-
ical and legal context particular to each moment in Western society. The use of 
tobacco, alcohol and other drugs has been socially accepted to varying degrees 
depending on the gender roles specific to historical moment. In the first half of the 
twentieth century, practically all nontherapeutic consumption of psychotropic sub-
stances was tolerated and accepted among males but not among women. Female 
participation in drug use rose gradually from the 1960s onwards, as the use of legal 
and illegal drugs started to spread in the population and as women’s social participa-
tion increased.

The spread of drug use would be conditioned by the social roles and stereotypes 
attributed to each sex. Thus, women participated in drug use as drugs became more 
socially accepted and tolerated, keeping away from those drugs that are criminal-
ised or stigmatised for women. Therefore we can talk of two types of drug use pat-
terns [1]. There is a greater female presence in the use of legal drugs use: tobacco, 
alcohol, psychotropic drugs, as we will subsequently show. Meanwhile, males were 
most highly represented in the use of illegal drugs, with women remaining a minor-
ity in these cases. In the first decade of the new century, there seems to be a certain 
convergence of drug use among the youngest population groups, and what’s more, 
in some cases, as we show later on, young girls will be the biggest users, especially 
of the most socially accepted drugs.

What lies behind these differences between boys and girls, men and women, in 
drug use and abuse? To answer this question, we must return to the gender approach; 
in other words, we must consider the cultural lines that are drawn between male and 
female gender roles, relationships and representations [2].

The use of drugs in Western societies has been associated with masculine roles 
and behaviours, being poorly regarded in feminine behaviour. For males, drug use 
has most often been regarded as a risk behaviour, a deviation or an illness when 
serious consequences for health have arisen. On the other hand, for women, drug 
use has been viewed as a vice, a disease, a response to female problems or disorders 
and, above all, a transgression of women’s traditional roles [3, 4].

Women have remained invisible due to the small extent to which they initially 
participated in drug use, with the consequence that they received insufficient atten-
tion in studies on drugs and in the various proposals for intervention and prevention 
[5, 6]. As the female presence in drug use has grown, drugs have become increas-
ingly criminalised and stigmatised for women, associated with prostitution and with 
the neglect of their responsibilities as mothers. The supremacy of men and the invis-
ibility of women have led to the differences in their behaviours, women’s subordina-
tion to men and the different power relations between the sexes being overlooked.

The type of drug use helps us classify the pattern of use and the problems associ-
ated with drug use. Therefore, the experimental use and intensive use of a drug 
should not be evaluated in the same way, although, depending on the substances 
used and the circumstances, either of them may present great risks to user health. 
Using drugs is not synonymous with drug dependency or drug-related problems. 
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Thus, the evaluation of dependency or problematic use may vary depending on the 
outlook of the users, of the professionals, of the social representations and of their 
cultural contexts. Therefore, and according to Camí, the distinction between drug 
use and abuse is a value judgement that refers to the ingestion of psychotropic drugs 
using parameters determined by a culture’s social and medical use of drugs [7].

17.2  Addiction Pattern and Gender Differences

In the explanation we make about patterns of drug use among women, we will pres-
ent, on the one hand, comparative data for both sexes, which will allow us to show 
the differences, and, on the other hand, we will differentiate between the data 
obtained about drug use1 and that which covers drug problems or dependency.2

17.2.1  Alcohol and Tobacco Use

Since 1975, litres of pure alcohol consumed per capita has dropped from 14.2 in that 
year to 9.5  in 1995 and 10  L in 2016 [8]. In other words, in general terms the 
Spanish population consumes less litres of alcohol per capita each year. Also, males 
are generally the biggest consumers of alcohol and suffer most from alcohol poison-
ing and other problems related to this substance. On the other hand, a pattern of use 
started to appear in the 1990s that was different to the previous decade and is more 
closely related to its use in Central Europe. We are referring to a more intensive use, 
centred around leisure and the weekend, outside of the family setting and starting at 
an earlier age. The female presence in this type of consumption has been increasing, 
especially among adolescents.

Traditionally the public use of alcohol centred on males, while any type of con-
sumption by women took place mainly in a private or domestic setting. Nevertheless, 
the greater possibilities of social participation for many social groups, including 
women, and the social acceptance of alcohol, for which a strong tradition exists in 
our country, has eliminated or reduced the stereotypes and prejudices that women 
suffered for this type of consumption. In Table 17.1, we have collated the percent-
ages of alcohol use for men and women in the last 12 months from the two main 
surveys, as this is the most stable measurement, Survey of the General Directorate 

1 In the surveys, drug use is associated with a temporal frequency: use in the last month, use in the 
last year and use at some point in one’s life or so-called lifetime prevalence. In this work we will 
look at annual frequency as this data is available for use in various works.
2 Various sources and approximative data are available for estimating the problems associated with 
drugs and drug dependency. In this case, we will use an indirect indicator, the request for treatment 
from SEIT, the Government System of Information on Drug Addicts of Spain’s National Drug 
Strategy (PNsD). We understand that a drug user that requests treatment does so because she/he 
has a problem with the use of one or more psychotropic substances. We are aware of the limitations 
of this indicator, as not all the people who use drugs and have problems with drugs, or feel depen-
dent upon them, seek treatment.
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of the National Drug Strategy (DGPNsD) and Government Survey on the Use of 
Drugs in Secondary Education (ESTUDES). The annual prevalence of alcohol use 
is higher among men than women, except in schools, where it is slightly higher 
among girls than boys.

The male percentages are also higher than those of females for excessive alcohol 
consumption. The consumption of five or more alcoholic drinks at a single event 
(binge drinking) is higher among males, whose pattern of alcohol consumption is of 
a higher intensity and frequency than that of women. In this sense, the Spanish data 
is no different to the European context [12]. Among schoolgoers, there are slightly 
more binge drinkers among girls, reversing the relationship that occurs in the gen-
eral population. It has been observed that, as age increases, alcohol consumption 
decreases, becoming more moderate [13] (Table 17.1).

As for tobacco use, as Table 17.2 reveals, it is the adult males who smoke most 
in general terms, while in other age groups, we can find a certain equality between 
the sexes. On the other hand, schoolgirls smoke more than schoolboys, with signifi-
cant differences between both. It is possible that the smoking of tobacco has been 

Table 17.1 Alcohol 
consumption in the last 12 
months (DGPNsD)

Ages (15–64 years)a Males % Females %
1997 86.4 70.5
1999 83.2 67.2
2001 85.2 70.9
2003 84.5 68.4
2005 84.0 69.2
2007 80.4 66.4
2009 84.4 72.7
2011 83.2 69.9
2013 83.2 73.4
2015 82.9 72.1
Binge drinkers 2015b 35.5 24.7
ESTUDES (14–18 years)c Males % Females %
1994 82.4 82.7
1996 82.3 82.5
1998 83.0 84.5
2000 77.3 77.3
2002 74.9 76.3
2004 86.6 81.5
2006 73.4 76.3
2008 71.5 74.2
2010 73.3 73.8
2012 80.9 82.9
2014 75.3 78.2
Binge drinkers 2014 41.5 43.7

aDGPNSD [9], p. 44
bThe age group of 20–24 years, which is the one that shows 
the highest prevalence
cDGPNSD [10, 11], p. 32
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influenced by transition from junior school to secondary school, as the age for this 
has lowered with its consequent effects on the rites of passage and cultural mean-
ings associated with tobacco use [14]

That female schoolgoers drink and smoke more than their male counterparts 
may be related to various factors: first, female adolescents today share the same 
spaces and participate in the same leisure rites as their male counterparts. In the 
previous decades, the leisure environments and times were different for both 
sexes, and the acceptance of women’s incorporation in all social settings and 
scenes has been gradually increasing. Second, there are few studies that approach 
the relationship between female tobacco and alcohol use and advertising in 
detail, although there is no doubt that it has a strong impact on adolescents. For 
example, women and adolescents are major users of the light cigarettes, and the 
tobacco companies are aware of this fact, incorporating the female image into 
their advertising campaigns. In the same way, alcohol advertising is associated 
with images of its social and public use, in which women are highly repre-
sented. In other words, the slogan of one alcoholic drink that says “it’s a man’s 
thing” is no longer an advertising device, as it would exclude female adoles-
cents and young girls, who are important customers for the alcohol industry. 
Three, legal or illegal drugs can be a substitute or inhibitor for food consump-
tion, as are alcohol, tobacco or psychotropic substances, leading to lower food 
consumption and therefore becoming a means of weight control [15, 16]. The 
image of the female body is an important advertising device, as well as for 
establishing standards of identification. Four, it is likely that female adolescents 

Table 17.2 Tobacco use in 
the last 12 months 
(DGPNsD)

Ages (15–64 years)a Males % Females %
1997 55.0 38.7
1999 50.3 39.2
2001 51.5 40.5
2003 53.0 42.6
2005 47.2 37.5
2007 46.0 37.6
2009 48.4 37.0
2011 44.2 36.0
2013 44.2 37.2
2015 44.4 36.0
Daily 2009 36.2 27.2
ESTUDES (14–18 years)b Males % Females %
2006 30.2 37.5
2008 36.0 40.1
2010 28.1 36.4
2012 33.1 37.5
2014 29.6 33.2
Daily 2014 8.7 9.1

aDGPNSD [9], p. 44
bDGPNSD [10, 11], p. 32
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and girls find themselves in a dilemma regarding a conflict of roles: the tradi-
tional female role models are not relevant to the new generations in which gen-
der roles are being redefined. Finally, drugs, as we will subsequently discuss, 
are a source of pleasure, fun and a search for new sensations, which are motiva-
tions not previously associated with women [17].

17.2.2  Psychotropic Drug Use

When we talk of psychotropic drugs, we are referring to a series of pharmaceutical 
products that are used for a wide range of mental health disorders or illnesses, rang-
ing from stress to personality disorders. In our explanation of this pattern of use, we 
will focus on those drugs that are used to treat anxiety, stress or other psychological 
illnesses, such as tranquillisers and sedative hypnotics.

We find two types of psychotropic drug use in the general population: firstly, that 
prescribed by GPs or mental healthcare doctors as a treatment for some psychologi-
cal disorders or illnesses and, secondly, personal use without medical prescription 
for similar reasons or circumstances. In both cases, women are more predominant 
than men.

In a study about the use of psychotropic substances among women [18, 19], it 
became evident that women are prescribed with psychotropic drugs twice as much 
as men when they attend GPs or mental healthcare services. Alongside gender, age 
is another key variable. The prescription of psychotropic drugs to women is related 
to a series of characteristics:

 – More women than men attend health consultations in which they discuss their 
illnesses. In other words, they are frequent attenders, meaning they are more 
likely to be medicated.

 – Psychiatric morbidity associated with women oscillates between 20 and 34% 
compared to males for whom the percentages vary between 8 and 22%.

 – A higher number of women are diagnosed for anxiety and depressive disorders, 
while personality and substance abuse disorders prevail among males. In other 
words, more anxiety, depression and insomnia problems are diagnosed in women 
than men.

 – Around 50% of patients who visit GPs have a psychosocial-related query, and 
this is higher among women than men.

 – There is a tendency to treat as illnesses and medicate those disorders that are 
associated with the various life stages of women (premenstrual syndrome, post- 
natal depression, menopause, etc.). In other words, the tendency is to classify a 
female’s subjectivity as pathological when its origin lies in the specific biological 
characteristics of the woman’s body.

 – Many psychological illnesses that are treated with psychotropic drugs are related 
to the development of the women’s gender roles, these being the origin or cause 
of their illnesses, and which lead to the medication or prescription of psychotro-
pic drugs.
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As Goudsmit [20] suggested from a female-centred perspective, there is a sup-
position among medical professionals that women exaggerate their complaints and 
express their illnesses externally, thus generating stereotypes of women as hypo-
chondriacs. Any errors or gender biases in the diagnosis lead to two outcomes: on 
the one hand, no other factors that may be causing the woman’s illness are reviewed 
or investigated, with important repercussions on women’s health; and on the other 
hand, as we have already said, the medication of women’s psychosocial illnesses, 
not considering alternative treatments when the source is the living conditions or 
social situations.

The medication or self-medication processes for psychotropic substances are not 
recent; we can trace their origins to the 1950s and 1960s when the Spanish people 
had an extensive healthcare coverage and the healthcare processes were more 
clearly defined in the medical community. Together with this situation, the growth 
and advance of the drug industry put numerous products available on the market for 
mitigating the illnesses and disorders of the Spanish people.

Thus, surveys carried out in the 1980s were already revealing higher prevalences 
in the female use of psychotropic drugs [21]. We might say that these concern the 
psychotropic substances most used in the last 40 years, mainly by women and about 
which there are very few single-subject studies. It may be that the secondary role 
given to women’s illnesses, how they are deemed to be of little severity and wom-
en’s disorders being deemed psychological issues, has led us to ignore one of the 
biggest uses of psychotropic drugs in Spain.

We have extracted data about the use of tranquillisers and hypnotics without 
medical prescription from the two PNsD surveys, which we show in Table 17.3.

The differences found in the PNsD’s home-based surveys are similar between 
sexes, but for schoolgoers, again, the percentages are higher among girls.

The survey on drug use among the female population carried out in 2000 by 
EDIS for the Women’s Institute of Spain (Instituto de la Mujer de España) indicated 
that users of tranquillisers were 35 years and over, with a low level of education, 

Table 17.3 Use of 
psychotropic drugs without 
prescription in the last 12 
months (DGPNsD)

Ages (15–64 years)a Males % Females %
2005 1.1 1.3
2007 1.2 1.4
2009 1.9 1.9
2011 1.1 1.2
2013 1.1 1.3
2015 1.6 2.9
ESTUDES (14–18 years)b Males % Females %
2006 3.7 5.8
2008 4.6 6.8
2010 4.4 6.7
2012 4.4 7.3
2014 3.8 6.8

aDGPNSD [9], p. 44
bDGPNSD [10, 11], p. 32
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usually married or widows, being pensioners, housewives, unemployed and profes-
sionals of all social classes. For hypnotics, some older ages were recorded, of 50 
years and over, these being separated women and widows, also with a low level of 
education, professionals, housewives and pensioners. These characteristics tally 
with those recorded in other studies [19].

17.2.2.1  Reasons for and Circumstances of Use
The reasons for taking psychotropic drugs are essentially related, as we have 
previously mentioned, to psychosocial disorders experienced by women and that 
may be different depending on the moment or stage of their life they are in. Thus, 
stress faced with entering the job market and professional development, together 
with a lack of female role models to replace the traditional ones may be a trigger-
ing factor among the younger women; an overload of work outside and inside the 
home, playing the carer and mother role, plus other social demands that hinge on 
them may be the cause of disorders among middle-aged women; finally, their 
traditional role as housewives and the loneliness they faced when their children 
leave home may lie behind the illnesses and disorders of older women [19]. 
Ultimately, the conflict of gender roles, the absence of new female role models 
and the lack of public acknowledgement of the traditional roles played contribute 
towards the dissatisfaction, illnesses and conflicts that women experience and 
that they mitigate with psychotropic drugs, whether self-medicated or by 
prescription.

Thus, the work of EDIS, the Sociological Research Team, clearly indicated how 
women acquire psychotropic substances from medical professionals or family 
members. The guidelines for self-care at home and the current self-medication pro-
cesses lead to the transmission of knowledge about pharmaceutical products for 
treating various ailments among members of the family group, for example, a 
female transmission from mother to daughter. Therefore, the doctor was specified as 
the source for obtaining tranquillisers and hypnotics by the female group that EDIS 
studied (96%), but the PNsD surveys revealed how it is not difficult for women and 
schoolgoers to receive or access these pharmaceutical products.

Some risk factors have been related to the use of psychotropic drugs among 
women [19, 22]. The following can be mentioned among them: the double 
working day, as a result of not only having a job but also responsibilities in and 
out of the home, financial insecurity, conflicts with partners, stress, personal 
insecurity and dissatisfaction, work conditions and future expectations, the care 
of sick older and younger family members that falls upon the women, the crisis 
of identity in the balance of the gender roles played or situations of dependency 
and subordination to the husband, not forgetting the relationship between the 
methods learnt for dealing with conflict in gender socialisation and the use of 
psychotropic drugs [23, 24].

Ultimately, women are the biggest users of psychotropic drugs, via both medi-
cal prescriptions and self-medication, and this use is greatly linked to the gender 
stereotypes projected around female health by both the prescribers and the rest of 
society [18].
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17.2.3  Opiate Use

The use of opiates we are referring to in this point will focus on heroin, bearing in 
mind that the users of this substance are usually multiple substance users. Other 
opiates such as methadone or morphine are mainly used in a therapeutic context, 
without ruling out that these may be subject to different uses.

The prevalence and incidence of heroin use has been dropping over the last 
decades. The same does not apply to requests for the treatment of dependency on 
illegal drugs which, as we will see later, has a bigger presence, and in recent years, 
it is taken in combination with cocaine and other drugs.

Since it erupted on the national scene and its subsequent expansion in the late 
1970s, heroin use has been concentrated among men, with women users being the 
minority, especially in the early days [5, 6]. The first groups of users of this sub-
stance determined its pattern of use, partly imported from other countries where its 
use previously began and spread. Afterwards, some changes were observed to this 
pattern of use which were related to new social circumstances, such as AIDS, the 
type of heroin on the black market or the social representation of its compulsive 
users.

17.2.3.1  Data on Use
Before heroin use spread, the data we have on the use of opiates is scarce, disperse 
and hardly accurate. However, some works [25–28] have indicated that heroin use 
was preceded by the use of morphine. According to the cases analysed by González 
Duro [25], this concerned middle-aged women, who started taking morphine by 
medical prescription or who were related to medical professionals. They were 
women from a well-off social class, whose intravenous use was integrated, con-
cealed, self-controlled and not socially relevant. The censuses of morphine addicts 
treated and supplied with morphine during the dictatorship era also revealed similar 
characteristics. This high feminine presence in the use of morphine greatly con-
trasted with the subsequent use of heroin in which women would be the minority. 
We will most probably find the reasons behind this if we compare the two sociocul-
tural contexts and analyse the woman’s role in each.

The prevalence of heroin use in the surveys on this subject show very small per-
centages compared with other illegal drugs. This situation is evident in all the sur-
veys, from the first to the current ones. Thus, quoting one of the surveys from the 
1980s, by the Spanish General Directorate of Public Health in 1984 [21, p. 175], 
0.9% of people had taken heroin in the last year (1.6% of the men and 0.3% of 
women). In the home-based surveys on drugs from 1995 to 2009 by the PNsD, we 
also observe very low prevalences, between 0.1 and 0.8%, which continue to drop 
among both men and women (Table 17.4).

The data obtained from the surveys in the last two decades does not reflect the 
impact of heroin use on Spanish society, especially for the female users of this sub-
stance. Heroin and its use have triggered a drug crisis in some Western societies 
[29], changing the relationship and view of psychotropic substances compared to 
the previous period.
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A series of characteristics have been attributed to female heroin users that differ 
from the pattern of use by males [1, 5, 6]. Of these, we highlight the following:

 – The start of heroin use in the first group of users was related to its use by their 
partner, who was the first to use this substance. In the following group of users, 
especially those born from the 1970s onwards, the first use of heroin often took 
place among groups of male and female friends.

 – The principal route of administration as this pattern of use spread was intrave-
nous. For the first doses, women tend to behave cautiously, using routes other 
than intravenous injection, although as their use continues they then change the 
route of administration. The first times they use heroin, the women demonstrate 
certain cautious behaviours and previous familiarity with the substance. In other 
words, the perception of the risk and of putting oneself at risk is usually more 
moderate than among males. This more cautious behaviour is also reflected in 
the doses they administer.

 – It has been recorded that the women tend to inject themselves after their part-
ners. There seem to be two reasons behind this fact: on the one hand, women 
have more trouble finding their veins, taking longer to administer the drug than 
the males. The men are faster and find it easier to inject as their veins are more 

Table 17.4 Use of heroin in 
the last 12 months 
(DGPNsD)

Ages (15–64 years)a Males % Females %
1995 0.8 0.3
1997 0.4 0.1
1999 0.2 0.0
2001 0.2 0.0
2003 0.2 0.1
2005 0.2 0.1
2007 0.1 0.0
2009 0.1 0.0
2011 0.2 0.0
2013 0.1 0.0
2015 02 0.0
ESTUDES (14–18 years)b Males % Females %
1994 0.5 0.2
1996 0.6 0.2
1998 0.8 0.5
2000 0.7 0.1
2002 0.4 0.2
2004 0.8 0.1
2006 1.2 0.3
2008 1.1 0.4
2010 0.9 0.3
2012 1.1 0.4
2014 0.7 0.2

aDGPNSD [9], p. 44
bDGPNSD [10, 11], p. 32
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protruding and visible. On the other hand, women tend to share and delegate the 
first turns to other people in their family setting, as happens with food, in addi-
tion to the power relations that exist within the couple’s relationship, which 
influence the method of administration.

 – Women tend to use drugs for the first time in a private or discreet setting, outside 
of the public sphere, given the stigmatisation already associated with heroin use 
is exacerbated for female users.

 – Although we find some cases of coercion and intimidation concerning the taking 
of heroin among couples, the women make decisions about starting to use it. The 
subordinate and passive role assigned to women may be a way of justifying their 
inclusion in the use and in the rule-breaking behaviours associated with heroin.

 – The significance of heroin use for many women is related to the rule-breaking, 
the conflict of gender roles and a rejection of the traditional roles assigned to 
women.

 – Women tend to conceal their heroin use, given that their acknowledgement of the 
same generates a higher level of social rejection than among males, putting into 
question a woman’s worth as a colleague, mother and wife.

We mentioned at the start that heroin use currently involves only a minority of 
the general population and the reasons and circumstances for its use may be differ-
ent from those of the 1980s when this substance was more widespread and the 
social and economic conditions were very different. Nevertheless, the reasons for 
using an illegal substance with such a socially discredited image as heroin are 
related to rule-breaking, to what is prohibited, to pleasure, to the evasion of personal 
problems and to peer group cohesion. Thus, women’s reasons for taking this sub-
stance are no different to those of men, except in some isolated instances where it 
may have been motivated by a desire to lose weight.3

The decline in heroin use is linked to many factors, but of these we can highlight 
the pejorative images related to its use (overdose, deaths, crimes, marginalisation, 
etc.), the AIDS epidemic in Europe and Western societies that was very much linked 
in the early years with the intravenous use of heroin; and above all the decline is 
linked with the emergence and popularisation of other drugs that are deemed safer 
and that can be controlled.

The opiates like fentanyl, oxycodone and buprenorphine have recently become 
generalised in the therapeutic resource of many medical specialities; they are giving 
rise to phenomena of abuse, dependence and diversion towards the illicit market. 
These are drugs especially indicated for chronic pain. In Spain, in 2016, 56 people 
requested treatment for abuse or addiction to fentanyl, estimating 72 people who 
went to emergency services for an episode related to the use of fentanyl, and we had 
recorded 13 people who died (during 2008–2016); post-mortem chemical analysis 
was identified as fentanyl (along with other substances)” [11, p. 2].

3 This reason appeared among younger groups of users who began using heroin in the 1990s, but 
we repeat again that this incidence involved a minority as there were other drugs with a better 
social image than heroin that could satisfy this motivation.
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17.2.4  Recreational Drug Use

The drugs that we look at in this section and that are usually associated with leisure 
activities are cocaine, ecstasy and cannabis, which although they are not the only 
drugs found in recreational contexts, they are the principal substances used. We will 
cover the available epidemiological data for these substances, the reasons for their 
use, the way they are used and the contexts in which they are used, focusing on 
women and comparing them with men.

17.2.4.1  Data on Use
According to the data we have available from various national and independent 
surveys, cannabis is the illegal psychotropic substance most highly consumed in 
Europe and Western societies. Cannabis use generally generates higher percentages 
among males than females, although in some age groups, the percentage differences 
are not so high. Thus, the ESTUDES surveys by the National Drug Strategy (PNsD) 
show a difference of approximately 5% for male and female use of cannabis among 
schoolgoers. At the ages of 14 and 15, these percentage differences are practically 
even in both sexes. Thus, in the study by EDIS for the Women’s Institute, we find a 
big difference in cannabis use among schoolgoers (25.3%) and other women (7%). 
The user profile generated by this study relates to “young women, living in urban 
areas, with a good level of education, of all social classes, in work, with unconven-
tional ideologies and religious beliefs” [22, p. 133]. Among schoolgoers we can also 
add that there is a presence of young people from a low social class, who study and 
work at the same time, and some of them have repeated years of academic study.

The average age for cannabis use among the female population is in the 15- to 
17-year age group, according to EDIS’ work for the Women’s Institute, around 18 
years old in the home-based surveys and 15 years for schoolgoers in the PNsD sur-
vey. These average starting ages are similar to those for males.

As for cocaine, a high increase in use has occurred in recent years according to 
the results obtained in the different surveys carried out by the PNsD. It is the sec-
ond most used illegal psychotropic substance. The differences in percentage 
between the sexes for annual use, according to the various surveys carried out, are 
around 2% less for females compared to males, for both schoolgoers and for the 
rest of the population. Also, the EDIS survey of the female population reveals a 
much higher annual prevalence among schoolgoers (6.1%) than the PNsD survey 
in the same year (3%).

The profile of cocaine users in EDIS shows us that these are young women, aged 
between 14 and 34 years old, and from 17 years of age among schoolgoers; they are 
single women with a medium and high level of education, employed, students and 
non-believers and agnostics. Among schoolgoers we also highlight those who work 
and study, who have repeated an academic year, who live in the north area of along 
the Mediterranean coast and who spend their leisure time going out with friends to 
bars, discos and parties, drugs being used in their peer groups [22, p. 139].

The average age for cocaine use in the female population is around 19 years, and 
among schoolgoers it is 16 (EDIS). This average starting age is higher in the 
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home- based surveys of the PNsD, at between 20 and 21 years for females (similar 
to males) and around 15 years for schoolgoers (Table 17.5).

Finally, in the case of ecstasy and similar substances, the differences for 
annual prevalence by gender are similar to those for cocaine use. Women con-
sume between 1% and 2% less than males. The data obtained in the EDIS survey 
with regard to women is also similar to the school-based and home-based surveys 
of the PNsD.

The user profile for ecstasy is also similar to that for cocaine, among other rea-
sons because both substances are mainly used in a recreational context. On the other 
hand, we may add that what stand out in the female group are the users aged between 
14 and 24 years old and, among the schoolgoers, those who are around 13–14 or 
17–18 years old.

The average age for starting to use ecstasy is around 19 and 20 years among 
women, which is 1 year less than for males, in the home-based surveys, and around 
15 years for both sexes in the school-based surveys.

Table 17.5 Use of cannabis, cocaine and ecstasy in the last 12 months

Survey ages (15–64 years)a

Cannabis Cocaine Ecstasy
Males Females Males Females Males Females

1995 10.7 4.4 2.7 1.0 1.9 0.7
1997 10.7 4.7 2.6 0.6 1.2 0.5
1999 9.6 4.3 2.3 0.8 1.2 0.5
2001 13.0 5.5 3.8 1.3 2.8 0.7
2003 16.2 6.3 4.1 1.2 2.0 0.8
2005 15.7 6.6 4.6 1.3 1.8 0.6
2007 13.6 6.6 4.4 1.5 1.6 0.5
2009 14.8 6.2 4.2 1.0 1.4 0.3
2011 13.6 5.5 3.6 0.9 1.0 0.4
2013 12.9 5.4 3.3 0.9 1.0 0.3
2015 13.3 5.6 2.9 0.9 0.9 0.3

Survey ages (14–18 years)b

1994 21.0 15.3 2.3 1.2 4.2 2.2
1996 25.9 21.1 3.3 2.2 4.8 3.5
1998 28.2 23.5 5.4 3.6 2.9 2.1
2000 32.2 25.2 6.4 3.1 6.4 3.9
2002 36.2 29.8 7.5 5.1 4.7 3.8
2004 39.4 33.7 9.4 5.1 3.3 1.9
2006 31.6 28.2 5.2 3.1 3.3 1.6
2008 33.5 27.5 4.9 2.4 2.6 1.3
2010 28.2 24.7 3.3 1.8 2.2 1.2
2012 29.7 23.3 3.4 1.6 3.0 1.4
2014 28.0 23.0 3.3 2.2 1.2 0.6

aDGPNSD [9], p. 44
bDGPNSD [10, 11], p. 32
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Now that we have presented epidemiological data about male and female use that 
is most available, our questions turn to the reasons for the use, the contexts and 
forms of use among women and the differences compared to males.

17.2.4.2  Reasons and Circumstances for Use
The social and public participation of women, as well as their legal equality, has 
been increasing in Spain since the change to democracy. Although the Spanish 
Constitution of 1978 already established more possibilities for participation than 
under the previous regime, it took longer for social customs and norms to be 
assimilated and for profound changes to occur in the roles assigned to each gen-
der. Thus, few women engaged in recreational drug use until the 1990s for vari-
ous reasons [16].

Firstly, the pattern of recreational drug use became more popular and widespread 
in the 1990s, even though it was established in the previous decades. Recreational 
and leisure activities, especially night-time ones, have become an important concept 
for young people, in which young women are accepted and integrated, possibilities 
that their mothers and grandmothers could not have experienced.

Secondly, drug use for reasons related to pleasure, fun and rule-breaking had 
existed in the male but not the female domain, and the latter was not tolerated until 
the 1990s. The changes in how leisure time was spent, sexual liberation and the 
opening of social relations between both sexes, as well as the social tolerance 
towards some drugs compared to others, have been changing over the last 10 years.

Thirdly, some psychostimulants were substances traditionally prescribed in slim-
ming programmes and were also easy to access in the pharmacies during the decades 
of the dictatorship, as were amphetamines [25]. Cocaine and ecstasy are slimming 
substances and allow users to preserve a good physical image. Although this is not 
the principal reason for use, it is considered to be a good reason for maintaining its 
occasional use [15].

Fourthly, the transition from positions of dependency or subordination to males 
to more independent and autonomous situations has generated a conflict of roles 
among women, on the one hand, due to a lack of new female role models with which 
they may identify that are not based on the traditional roles of mother, wife and 
carer or on male styles. On the other hand, the possibility of participating in all these 
spheres or environments from which women had been prohibited has opened up a 
new space for conquest and equal rights. Certainly, leaving behind the seclusion of 
the home and domestic sphere to which they have been subject to then participate in 
all the social environments entails its risks and benefits for women.

It has been suggested that women participate more in the use of illegal drugs than 
in previous eras as a symbol of equality and liberation, but wouldn’t it be the oppo-
site? In the historic moments in which we live, do women still not have the same 
opportunities as men? Could this be related to a form of rebellion, nonconformism 
and a transgression of social roles that has yet to occur?

If we look at what has traditionally been valued in women, such as their behav-
iour of self-control, security and protection of others, all these related to their tradi-
tional roles, the use of psychotropic substances signifies a certain rebellion against 
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these behaviours. Drug use offers an opportunity for satisfying curiosity, pleasure, 
seeking new sensations, fun and integration in peer groups.

17.2.5  Problematic Uses of Psychotropic Substances

Approaching the problematic uses of legal and illegal psychotropic substances pres-
ents many methodological problems, especially if we want to have exhaustive data 
about them. Thus, we have some indirect indicators prepared by the PNsD in 1987, 
the SEIT (Government System of Information on Drug Addicts).4 Perhaps the treat-
ment indicator offers us the best coverage, although it is certain that not all the 
people who exhibit a dependency on drugs attend the care systems, as an undeter-
mined percentage manage to recover naturally without professional support.

As we can see in Table 17.6, we present data about almost all the substances we 
have dealt with in the 7 years of this project and the last years that this data has been 
published. The demand for treatment of alcohol dependency is not recorded in 
SEIT, among other reasons because the drug dependency care programmes have 
only recently incorporated this treatment, as other channels and mechanisms existed 
and continue to exist for this care, making it difficult for us to supply accurate data. 
It is also possible that the demand for treatment for psychotropic substance depen-
dency is underestimated in this indicator. In all the substances we show, the princi-
pal clients of the treatment programmes are male.

According to the above data, we find more women requesting treatment (accord-
ing to the higher percentages of substances) for psychotropic drugs, ecstasy and 
similar, heroin, cocaine and cannabis. The prevalences of psychotropic substances 
analysed in the female group would be (in line with the higher percentages obtained) 
psychotropic drugs, cannabis, cocaine, ecstasy and heroin, a sequence that is differ-
ent for males. As a general rule, requests for treatment in the first years are mainly 
for cocaine [9, 11], cannabis (21%) and opioids (16.2%). Women account for no 
more than 20% of the requests for care due to these substances. Why are less women 
demanding treatment for dependence on psychotropic substances?

Various hypotheses have been put forward concerning the low representation of 
women in the drug dependency care programmes [5, 27]. Given that the prevalence 
of females in illegal drug use is much lower than that of males, their demand for 
treatment is logically lower as well. But it may also be that the pattern of use among 
women is very different to that of males and they do not require treatment, it being 
a small section of women that would require professional help. As previously men-
tioned, female use may be more secretive, moderate and sustained without generat-
ing problems; in other words, it leads less frequently to compulsive use. It may also 
be related to the roles they traditionally played of displaying greater self-control and 
security, so that once their behaviour becomes compulsive, they have a greater 
capacity to stop taking drugs without professional care or treatment. In other words, 

4 Government System of Information on Drug Addicts. There are three indirect indicators: treat-
ment indicator, emergency indicator and the indicator of mortality related to illegal drugs.
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they recover naturally from situations of dependency. In these latter aspects, the 
greater social exclusion and stigmatisation of illegal drug use by women may inhibit 
their acquisition of a drug dependency or their attendance for treatment. Another 
aspect that has also been mentioned with regard to women is that they leave the 
environments in which drugs are used earlier as they acquire responsibilities in the 
family before males [15]. But it has also been suggested that it is precisely because 
males are the majority in the treatment programmes that women do not attend them, 
due to their male-centred orientation. They would not feel comfortable or find the 
services or care they require. There are currently very few programmes that take 
women’s needs into account and that have put together resources or strategies to 
cover them.

It is very likely that these hypotheses we are putting forward explain the lower 
representation of females, and a more in-depth investigation into gender and female 
drug use would be necessary to confirm them.

17.3  A Gender Approach in Drug Policies

Drug use is conditioned by the gender norms and the female and male role mod-
els that defined the social acceptance of drug use and related behaviours for each 
sex [30]. The traditional gender role models have influenced the adoption of 
certain types of drug use among women that were previously deemed to “belong 
to men”. This has been the case with alcohol and tobacco and above all with 
illegal substances, associated with risk and rule-breaking. Also, the sexist stereo-
types linked to the traditional female roles have contributed to the rise of other 
types of drug use that are “compatible” with female needs and problems, specifi-
cally the use of psychotropic drugs [31], and have “protected” women from 
tobacco and alcohol. Nevertheless, the “protective” function of the traditional 
gender roles is becoming less and less effective in the context of women’s eman-
cipation, which opens up interesting routes of inquiry around the adoption of 
certain types of drug use by women.

If we accept the analysis of policies to curb drug supplies, despite the long his-
tory of studies and publications about gender and development cooperation policies, 
few applications have been made under this approach to analyse the alternative 
development policies aimed at replacing the cultivation of plants prohibited by other 
agricultural products. Nor are there any exhaustive analyses of policies to control 
drug traffic that include a gender approach. The few studies that exist in this regard 
show that neither the public bodies nor consumer rights agencies pay sufficient 
attention in their discourses to the differences in the patterns of use and sociocul-
tural context between men and women [32].

Both the guidelines for drug use and the gender roles related to the same vary 
according to the user’s gender. In recent decades, surveys reveal an increase in the 
use of legally regulated substances such as tobacco, alcohol and tranquillisers 
among women, or of socially accepted substances such as cannabis, while the use 
of prohibited drugs continues to be mainly masculine.
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The core approach of the policies to curb drug demand in the European Union 
appears to focus on prohibited drugs. The EU Drugs Action Plan for 2009–2012 
translated the general aims and priorities of the EU Drugs Strategy (2005–2012) 
into specific actions, with indicators that measure progress. The first paragraph of 
the said Plan states that “illicit drugs are a major concern for the citizens of Europe, 
a major threat to the security and health of European society and a threat to living 
conditions worldwide” [33]. But how are the risk and risk factors defined? How do 
you measure the damage caused by drug use? In Western culture, accounts of addic-
tions focus mainly on the substance, the “drug”, omitting other explanations such as 
relocation or the financial crisis or cultural practices that induce the habit among 
many people in social contexts where the drug proliferates.

Insofar as the discourses about official drug policy define the risks that derive 
from using certain substances, in the collective imagination the “drug” becomes an 
element capable of transforming the users, removing any other desire or eroding the 
values of the people and the community. As in the social imagination, cultural val-
ues are incorporated into public policies in ways that do not always give rise to 
practical, ethical or fair policies.

Public policies are a central instrument in the organisation of contemporary 
societies, to the point of categorising people as “citizens”, “delinquents”, “ill 
persons” or “deviants” without those who are the object of such policies having 
any control over or being aware of the process for drafting the same. Thus, drug 
use is managed using risk-based technologies that convert the users into delin-
quents or ill people.

For women, the construction of their image with regard to drugs is conditioned 
by gender roles, so that a collective imagination is produced which then circulates 
and takes shape, especially in public policies, about the significance or women and 
drugs, based on sex, gender, ethnic background and class. The rights of women 
depend on the extent to which they fulfil their responsibilities as workers, consum-
ers and carers, buying their independence at the price of good behaviour and social 
conformity [34]. Thus, social stigma and the threat of withdrawing custody of their 
children become disciplinary methods of social regulation for effectively governing 
female drug users.

17.4  Conclusion

Social acceptance of drug use is not equal for the male and female users, just as it is 
not equal for prohibited and legally regulated substances. Women are often affected 
to a greater extent by social criminalisation (stigmatisation) related to the prohibited 
substances and the compulsive use thereof. This stigmatisation and the fear of social 
sanction means that many women do not admit to using prohibited substances and 
do not access the resources available for people with compulsive use disorders, 
making them invisible in the statistics and studies.

The vulnerability of women is exacerbated by their invisibility: few resources are 
allocated to cover the needs of female drug users; there is a shortage of staff trained 
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on gender matters; treatments begin at a late stage; a growing number of women are 
imprisoned in men’s prisons; few if any women hold responsible positions in drug 
user associations; etc. Thus, the invisibility that exacerbates their vulnerability 
results in complete exclusion in some cases. At the same time, the invisibility of 
female drug users is obvious not only when they are the object of policies but also 
when they are the subject.

We can foresee that as a gender approach is incorporated into the policy guide-
lines designed and issued by the various organisations dedicated to drafting drug 
policies in the European Union, and as these guidelines are effectively applied by 
the member States, we will be able to obtain clearer information about the problem-
atic uses and the contexts in which drugs are used and about the treatment pro-
grammes and the accessibility by all the people who need such programmes, which 
also cover women’s needs, with their strategies and resources.
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Abstract
In Chap. 6 I argue for a sex- and gender-based analysis (SGBA) to improve the 
science of psychosis research, describing how to conduct SGBA. I extend that 
argument in this chapter by reviewing what we currently know about sex and 
gender in psychosis highlighting gaps in our knowledge illustrating how SGBA 
might fill those gaps. I discuss several ways this can be achieved, such as through 
clarifying research findings and/or enhancing methodology demonstrating 
the potential for increasing our understanding of the development, expression, 
and recovery of psychotic experiences.

18.1  Introduction

If they get you to ask the wrong questions, they don’t need to worry about your answers.
Anonymous (cited in Hare-Mustin & Maracek, 1994, p. 531)

Unfortunately, the title of this chapter is misleading as the reader shall see; there is 
actually very little we know about gender and much more we could understand about 
sex regarding their impact on psychosis. As pointed out in Chap. 6, researchers in the 
psychosis field have, for one reason or another, been ‘afraid’ or reluctant to ask ques-
tions about how the variables of gender, and, to a lesser extent, sex, influence psycho-
sis risk, development, expression, and outcomes for the men and women so diagnosed. 
This neglect of gender in psychosis is particularly conspicuous with the absence of 
any psychosis studies included in Clinical Psychology Review’s recent special issue 
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on the impact of sex and gender in mental health [1]. In Chap. 6 I argue for a sex- and 
gender-based analysis (SGBA) in the psychosis field highlighting the neglect of the 
multivariables of sex and gender in research and describe SGBA and the relevant 
constructs. In this chapter, I review the literature briefly outlining research that 
focusses on sex differences in the schizophrenia field in addition to the few studies 
that examine gender pointing out how SGBA may have illuminated findings further.

18.2  Sex Differences

Much more research in the schizophrenia field has been devoted to sex differences than 
gender though there are still many unanswered questions, particularly with regard to 
the underlying mechanisms of these differences [2]. For more extensive reviews on the 
impact of sex and gender on mental health please see Pineles and colleagues [1] and for 
reviews on sex differences in schizophrenia please refer to the following [3–12].

18.2.1  Prevalence, Incidence, and Onset

In their review of sex differences, Falkenburg and Tracy (2012) note the conflicting 
epidemiological findings regarding prevalence, incidence, and age of onset of schizo-
phrenia [4]. For example, some authors suggest prevalence is larger among males, and 
others find no difference between the sexes [2, 4, 11–17]. Several authors attribute 
these inconsistencies to age limits of samples (women in older age groups are at higher 
risk; thus samples should include all ages) and diagnostic criteria used (e.g. the nar-
rower the diagnostic criteria used, the more women are excluded from a diagnosis of 
schizophrenia [3, 18, 19], but when affective or atypical symptoms are included in the 
diagnostic systems, more women are diagnosed [16]). Iacono and Beiser found inci-
dence rates two to three times higher in men than women regardless of diagnostic cri-
teria used [13]. While incidence rates appear to be more consistent in the literature with 
a recent meta-analysis by Aleman, Kahn, and Selten in 2003 [20] reporting a mean 
ratio of male-to-female incidence of 1.42, this has not reflected the lack of sex differ-
ences in prevalence reported by two major epidemiological reviews [7, 21] and a well-
designed Finnish population study, one of the largest and most thorough [22]. 
Interestingly, Susser and Wanderling, using the ten- country WHO cohort, found almost 
double the annual incidence of non-affective remitting psychosis (NARP) per 10,000 
people in women than men in developing countries and about tenfold the incidence for 
both sexes compared to developed countries [3]. Abel and colleagues [3] note that this 
finding is surprising considering these cases came from the original ten-country study 
that found no difference in incidence between developed and developing countries and 
lower prevalence in developing countries. Some authors have pointed to the doubly 
high mortality rates (especially from suicide) in men with schizophrenia diagnoses as 
in women as another factor possibly related to the discrepant prevalence and incidence 
rates [3, 4, 20]. Small or unrepresentative female samples or unbalanced male/female 
ratios mostly with an excess of males could also be a factor [16, 17, 23]. Thus, Abel and 
colleagues emphasize the importance of being aware of the uncertainty of values asso-
ciated with sex differences in these domains [3].
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Falkenburg and Tracy have drawn attention to the fact that even with regard to 
age of onset, regarded as the most convincing sex difference, inconsistencies are 
revealed in the current literature [4]. The authors report most studies find an earlier 
age of onset of 3–4 years for males regardless of confounders such as culture and 
better socio-occupational functioning in women but cite a study by Chang et al. in 
Hong Kong in 2011 that failed to find any difference [4, 24]. In one of the largest 
and most comprehensive epidemiological population-based samples, the National 
‘Low Prevalence’ study from Australia, Morgan and colleagues report no significant 
sex difference in age of onset except for elevated rates in women after age 40 [12]. 
They speculate that including treated and untreated cases, people from inpatient and 
outpatient and public and private settings helped reduce sampling bias in their study. 
The authors cite several studies that have not found sex differences in age at onset 
and even some that have reported earlier onset in women [12]. Morgan and col-
leagues refer to Jablensky and Cole, who, in a reanalysis of the World Health 
Organization (WHO) ten-country study data, suggested that confounding, espe-
cially by marital status (which they propose acts as a protective factor delaying 
onset in women), may explain the reported differences. Morgan and colleagues 
indicate that both marital status and familiality (family history of psychosis) con-
found the association between sex and age at onset in their study [12].

However, interpreting marital status as a ‘protective’ factor is problematic. Nasser 
and colleagues argue that the quality of the marital relationship is an important vari-
able [25] drawing attention to other studies that reveal an association of marital 
status with higher rates of mental illness and underline the impact of other psycho-
social stressors such as poverty, homelessness, and victimization that women with 
psychotic illness are disproportionately exposed to regardless of marital status. 
Several researchers have suggested that men’s higher admission rates may be related 
to differential gender role expectations such that there is more tolerance for women 
to be unemployed with increased responsibilities for unpaid work such as the care 
of others and domestic duties such as housework [26, 27] and marriage may be a 
related factor in lower admission rates for these reasons.

Conflicting findings with regard to age of onset have also been attributed to dif-
fering definitions of ‘age of onset’ (some definitions refer to age at admission, first 
treatment, first positive, or first noticeable signs of the disorder) and younger age 
cut-offs, thus excluding late-onset females and including non-schizophrenic psy-
choses. Falkenburg and Tracy point out that findings are more consistent regarding 
onset distribution over time with admixture analyses demonstrating onset for both 
sexes as nonlinear and typically bimodal or tri-modal for women where onset peaks 
between age 25 and 30, a smaller one after 45, and some studies reporting a third 
after age 60 [4].

In a recent review and meta-analysis of the incidence rates over a 60-year period 
of schizophrenia and other psychoses in England, Kirkbride and colleagues in 2012 
found that incidence of psychotic disorders varied strikingly by age, sex, migrant 
status/ethnicity, and place. The authors indicate that there was broad support for the 
most consistent findings of sex differences in peak incidences for men and women 
in addition to the elevated rates reported across several ethnic minority groups [28]. 
However, their review suggested raised rates for women from ethnic minority 
groups descendant from the Indian subcontinent.
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18.2.2  Phenomenology and Symptomatology

One of the most consistently reported findings of sex differences in symptomatology 
is that men experience more or worse ‘negative symptoms’ and women more ‘posi-
tive symptoms’, particularly auditory hallucinations and paranoia or persecutory 
delusions and affective symptoms [3, 6, 29, 30]. Morgan and colleagues report that 
women present with more depressive symptoms at entry and throughout illness pro-
gression [12]. Other researchers have also reported that women with a schizophrenia 
diagnosis display higher levels of depression [8, 31] which may be why they are 
likely to be diagnosed as schizoaffective. The NEMESIS general population study, 
with a sample of over 7000, also found that men display more negative symptoms 
(this effect size increases when depression is adjusted for) and women more positive 
symptoms [30]. However, when adjusting for depression, the authors indicate that 
the differences in positive symptoms could be accounted for by the overlap with 
depression [30]. Investigators suggest, as have others [32–34], that the higher levels 
of depression in women with psychosis may induce higher levels of positive symp-
toms which may help to explain the discrepant findings between studies with regard 
to sex differences in positive symptomatology [30]. Cotton and colleagues suggest 
that higher levels of depressive symptoms in females at service entry may be related 
to the greater prevalence of sexual abuse histories and mood disorder in women [35]. 
The NEMESIS authors propose interpreting their findings using current psychologi-
cal models of symptom formation that emphasize the role of emotional processes in 
the cognitive biases that may lead to positive symptoms [30].

Al-Issa’s review on gender and psychosis found that delusions are more frequent 
in females than males with one study reporting that the greatest sex differences in 
delusions occur between ages 40 and 50 when incidence is twice that in females as 
in males [36]. Similarly, Lucas et al. report, from their sample of 206 female and 
196 male hospitalized patients, a significantly higher incidence of delusions in 
women than men and more variation in terms of content of delusions in women 
[37]. More recent studies also report an increased incidence of delusions, particu-
larly persecutory delusions in women [3, 6], and more severe paranoia in women [5] 
particularly in women with older onset than men with older onset [3]. This is an 
interesting finding in light of Mirowsky and Ross’ research linking belief in external 
control with low socioeconomic status, Mexican heritage, and being female. They 
found that belief in external control interacts with low current socioeconomic status 
to produce mistrust, which in turn is the major factor directly associated with para-
noia [38]. Women’s declining social status with age as well as increased economic 
insecurity possibly might help explain the increased persecutory delusions that are 
reported in older women. This would be an interesting area for future research to 
pursue using SGBA.

In an early psychosis study by Danish investigators, men experienced more 
severe negative symptoms and a poorer social network and women more severe hal-
lucinations [39]. But in spite of the fact that women functioned better in terms of 
education, employment, permanent relationships, and independent living, they 
reported lower self-esteem than the men.
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18.2.3  Course and Outcome/Recovery

Most studies suggest that socio-occupational functioning (including premorbid) 
and outcome are better in women including in first-episode samples [2, 3, 5, 16, 
29, 40]; but as pointed out previously, marital status is often used as a measure of 
this type of functioning without consideration of the quality of the marital rela-
tionship [25]. Some authors suggest that a better course and outcome for women 
are related to a later age at onset [3]; however other researchers have found that 
this superior functioning is not related either to premorbid functioning or age at 
onset [41].

Women in Morgan and colleagues’ study reported having experienced a psycho-
social stressor just prior to illness onset significantly more frequently than men [12] 
consistent with the findings of McGlashan and Bardenstein [31]. This finding has 
also been reported in other countries [42–48].

As Thorup and colleagues [16] point out, the different course of the disorder for 
males and females needs more thorough investigation. Future research adopting 
SGBA, as well as using qualitative or mixed methodologies, might help clarify the 
sex differences findings reported above particularly those that are discrepant.

18.2.4 Summary

To summarize this overview of sex differences, the most consistent finding seems to 
be with regard to phenomenology and symptomatology with females experiencing 
more auditory hallucinations and men greater negative symptoms. Most studies also 
report a higher incidence of delusions, particularly persecutory and more severe 
paranoia in women. Sex differences in age of onset distribution over time are also 
more consistently reported. While incidence rate differences appear to be more con-
sistent in the literature, this is not reflected in prevalence rates, for which a lack of 
sex difference has been reported by major epidemiological reviews using various 
measures. Elevated rates have been reported across several ethnic minority groups. 
It is not clear why incidence rates should differ whereas prevalence rates do not, but 
various explanations have been put forward. Another frequently reported finding is 
that women with psychosis present with more depression. In terms of course and 
outcome, women appear to have superior socio occupational functioning and out-
comes in spite of lower self-esteem.

18.3  Gender

As noted previously, the role of gender has been severely neglected in the schizo-
phrenia field with the exception of some interesting studies conducted from the 
1950s to the early 1980s and one as early as 1934. The majority of the papers 
reviewed in this section do not test gender constructs empirically but consider gen-
der in the explanation of their results.
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A limitation with regard to many of these studies is that much of the data is collected 
via chart reviews, case notes, or to a lesser extent structured interviews and gender has 
not been defined clearly. Further the data has not been explored in terms of individual 
life history, context, gender relations, or intersections with other social categories such 
as ‘race’ or class, with exception of a few earlier studies emphasizing the significance 
of sociological factors in delusion/hallucination content [37, 49–51]. The reason for 
this earlier interest in gender and specifically delusional content may be related to the 
fact that psychodynamic models of mental distress including psychosis were more 
prevalent at the time and the role of psychiatrists included providing psychotherapy. 
Furthermore, there was a greater emphasis on phenomenology of psychopathology, a 
tradition that continues to this day in Germany, albeit with the aim of improving accu-
racy of diagnosis [46]. It is also a period in history corresponding to the women’s 
movement, where gender roles were beginning to be questioned and were beginning to 
change. The interest in content and sociocultural factors in psychosis, in particular gen-
der, seemed to begin to wane in the early 1990s corresponding to what some have 
termed the ‘decade of the brain’ in which research favoured a biogenetic focus [25].

18.3.1  Gender Role/Identity and Psychosis

While there was interest in gender roles and gender identity in schizophrenia several 
decades ago [50, 52, 53], Nasser and colleagues point out most of the research 
focussing on gender identity has methodological flaws and was conducted with hos-
pitalized males [25]. By and large, this earlier work was based on an outdated gen-
der identity trait model replaced since with social constructionist models [54–58].

One of the leading theories among this earlier work, proposed by LaTorre [52], is 
the diathesis-gender-stress model of schizophrenia which identifies gender identity or 
‘gender role confusion’ (defined as less identification with characteristics associated 
with normative gender roles) as a major psychosocial stressor. LaTorre’s vulnerabil-
ity-gender-stress model is based on an outdated theory. LaTorre theorized that ‘faulty 
gender identity’ results from dysfunctional family dynamics such as parental non-
involvement or hostility and thus poor same-sex models leading to sex incongruent 
gender identity [52]. The underlying assumption of this work, as with most of the 
earlier work on gender and schizophrenia in general, is that the problem lies within the 
individual’s ‘impairment’ in their ability to incorporate ‘normal’ gender role norms 
into one’s personality or behaviour. LaTorre does, however, suggest that in the adoles-
cent male, greater ‘gender identity uncertainty’ is related to Western male role norms 
that emphasize aggression thus explaining male earlier onset. This idea is more con-
sistent with the gender role strain paradigm described in Chap. 6 of this book.

Al-Issa [36] cites a number of studies that report hospitalized males with a 
schizophrenia diagnosis tend to exhibit more passivity and withdrawal than nonpsy-
chotic men. Conversely, women are observed to be more active and dominant than 
their nonclinical counterparts. Several studies are cited in which clinical observa-
tions on hospital wards and in psychotherapy have reported that women patients are 
more sexual and aggressive than men patients. One could question, however, 
whether these observations are biased due to traditional gender role expectations so 
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that women who do not fit stereotyped gender roles are perceived and labelled as 
‘more sexual and aggressive’. Al-Issa suggests that selection factors may explain 
these purported sex differences in behaviour such that ‘…overactive, aggressive 
females and underactive, withdrawn males are hospitalized more readily than those 
whose behaviour is socially acceptable’ (1982, p. 159). He also questions whether 
institutionalization itself is responsible for the sex differences observed in hospital-
ized patients’ behaviour. He notes that the aggressive behaviour of women appears 
to be situation specific, for example, during staff interactions but not observed in 
interactions of mothers with their infants. Interestingly, Al-Issa describes studies in 
which women who display ‘feminine’ behaviour such as ‘a feminine pattern of high 
anxiety’ and ‘low ego strength’ are rewarded by being more likely to be discharged 
from hospital than if they ‘…reveal a masculine pattern of low anxiety and high ego 
strength’ (p. 160).

Al-Issa proposes cross-cultural studies reveal how conflicts associated with gen-
der role ideals might be related to the development of schizophrenia in both males 
and females [36]. This idea is consistent with Pleck’s [56] gender role strain para-
digm described in Chap. 6. Al-Issa [36] concludes that these findings reflect gender 
role norms (which by definition may vary according to culture) regarding sexual 
prescriptions and proscriptions for men and women. He cites Weinstein [59] who, 
in contrast to Western studies, found that sexual content is not very frequent in the 
delusions of native women in the Virgin Islands. Weinstein attributed this finding to 
social expectations and his observation that biological sex does not determine social 
roles in this culture.

Current gender role theories, such as the gender role strain paradigm and the 
gender role conflict construct, attribute distress to the individual’s perceived dis-
crepancy between actual self and ideal self with regard to gender role norms, in 
addition to discrimination by others for violating gender role norms. These para-
digms contrast with the work of LaTorre and others by locating the problems not 
within the individual per se but rather within the gender role norms themselves [54, 
56, 60]. A critical component of these constructs, as described in Chap. 6, is the idea 
that harmful psychological consequences result also when individuals do conform 
to gender role norms as described by Pleck’s subtype of gender role strain: ‘dys-
function strain’ or as outcomes of gender role conflict [56, 57].

Nevertheless, some of the findings of earlier research are thought-provoking, 
particularly those related to problems with body image. These studies found hospi-
talized patients experience less sexual differentiation than control groups, as mea-
sured by projective tests such as the Draw-a-Person (DAP) test and the sexual 
differentiation scale, which attempt to account for gradations of differentiation, as 
well as self-report scales such as the Body Parts Satisfaction Test measuring satis-
faction or dissatisfaction with body parts [36, 52, 53]. In light of research demon-
strating clear links between childhood sexual abuse (CSA) and psychotic experiences 
[61], these findings are particularly interesting and possibly related to CSA; how-
ever, this was not investigated by any of the researchers.

An additional limitation of this early work, as pointed out by Al-Issa [36], is the 
simplistic conceptualization of gender as a bipolar model opposed to a multidimen-
sional and multifaceted construct. He also criticizes this early work for its lack of 
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recognition of the harmful psychological impacts of rigid gender typing and adopt-
ing stereotypical gender role norms that could be related to development of 
schizophrenia.

Sajatovic and colleagues examined ‘gender identity’ with 49 men and 41 women 
diagnosed with schizophrenia or schizoaffective disorder and reported that both 
sexes endorsed tranditional male gender role statements on the Bem Sex Role 
Inventory (BSRI) to a lower extent than normative expectations for their respective 
sex [62]. As mentioned in Chap. 6, the BSRI has been criticized as a rather crude 
measure of gender due to oversimplifying the constructs of masculinity and femi-
ninity [54, 63].  Critics argue that the BSRI instead measures personality ‘traits’, 
such as instrumentality versus expressiveness, which presumes that masculinity or 
femininity is located within the individual as opposed to being viewed as socially 
constructed. Nevertheless, the findings are interesting in light of studies suggesting 
certain behaviours reinforced as masculinity norms such as sense of agency and 
assertiveness are associated with better mental health [64–66].

There is also a problem, however, with research relying on only one scale. 
Adopting the gender role strain paradigm is a more useful and comprehensive model 
due to its increased level of theoretical sophistication and sensitivity in that it cap-
tures the multidimensionality of the gender construct as well as accommodating the 
dynamism of gender and changing gender roles. Thus we adopted this scale using 
an SGBA approach to investigate the role of core schema, gender role strain (GRS), 
and psychosis with a sample of 92 ethnically diverse women, described in more 
detail in Chap. 7 [67]. Women with psychosis reported higher levels of GRS than 
women in the nonclinical group. Analyses suggested that the relationship between 
GRS and symptoms was mediated by negative self- and others schemas (core 
beliefs), underlining the importance of social context. Another interesting finding 
was that the ethnic minority women reported greater endorsement of sexual purity 
ideals. These findings have important implications for gender-responsive interven-
tions that incorporate intersectionality to address multiple social locations.

18.3.2  Gender and Psychosis Content/Symptom Expression

Researchers in the schizophrenia field have shown very little interest in investigat-
ing psychotic content generally and even less so with regard to sex and/or gender. 
However, a limited number of studies from several countries have examined sex 
differences in content of delusional beliefs and, in rare cases, hallucinated voices. 
These investigators rely primarily on chart review, case report, and, to a lesser 
extent, semi-structured interview for data collection. Several authors explain results 
as related to gender role socialization [42–46, 51, 68–70]. However, for many stud-
ies, we cannot be certain that the sampling methods such as those for psychosis 
criteria were sufficiently robust to avoid bias. Studies exploring content of delusions 
are organized according to country to highlight sociocultural context and similari-
ties and differences among regions.
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18.3.2.1 Delusions 

 Studies from England
Lucas and colleagues in 1962 [37], predating the recent movement toward advocat-
ing psychological formulation over diagnosis [71], based their research on the 
assumption that ‘…a patient’s symptoms can often more reliably be identified and 
more meaningfully related to his [sic] social background than can a diagnosis’ 
(p. 748). They examined the content of delusions of inpatients (196 males and 209 
females) with a schizophrenia-spectrum disorder diagnosis. Building on previous 
research [49, 50, 72] that found psychotic content to be related to environmental 
factors, Lucas and colleagues investigated whether delusional content could be 
related in a meaningful way to sociocultural variables. In terms of sex differences, 
they report that significantly more women than men experienced delusions, and 
women had a much higher incidence of sexual delusions than men, which occurred 
more in the married than single participants. In order to explore this finding further 
in terms of possible influence of gender roles, further analysis of content was con-
ducted though the numbers were small. Prevalent among women, especially those 
who were single, were paranoid sexual ideas such as what the authors term ‘imposed 
intercourse’, unusual terminology to say the least, a linguistic usage that perhaps 
reflects the very gender role stereotypes and norms of the time that the researchers 
were attempting to examine, conveying the societal acceptability of sexual assault 
toward women. Women, again particularly single women, had a higher rate of delu-
sions of being married, engaged, and pregnant or having children. The authors 
report that the only sexual delusions more prevalent among men were masturbation 
among the single and delusions of partner infidelity among the married. The authors 
explain these differences in terms of differential gender role norms, prohibitions, 
and prescriptions regarding sexuality:

The content appears to reflect the more obvious sexual prohibitions and demands regarding 
the two sexes in our society—the greater social restrictions on intercourse, for example, in 
the single females as compared with the single males, the greater pressure on women to 
conform as regards marriage, and the more explicit condemnation of masturbation in men. 
(p. 757)

Men had almost twice as many delusions of ‘inferiority’, though this difference was 
not quite statistically significant. The authors defined ‘inferiority’ as ‘having sinned, 
for example, or having committed a crime’ and point out that many had a more ‘…
depressive colouring…and included ideas of sin or crime, of poverty, and of unworthi-
ness of some kind. Examples were beliefs of being a murderer, of being a thief, and of 
having blasphemed; such beliefs usually lacked the appropriate affect, or were associ-
ated with thought disorder’ (p. 750). Other sex differences reported were that men had 
significantly more grandiose delusions of authority and power. Though trends are 
occurring in a small number of cases, the authors suggest that with larger sample sizes 
and more extensive analysis, these differences will be more pronounced and may 
point to the influence of gender role norms for sexuality on ‘mental illness’.
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Grounding their research in evolutionary psychology theory, Walston et  al. 
examined sex differences in content of persecutory delusions hypothesizing that 
more women would identify familiar people as their persecutors and more men 
would identify strangers [73]. The authors utilized discharge summaries (11 female 
and 13 male) as data. Their hypothesis was confirmed underlining the cultural influ-
ence of gender socialization as possible explanatory factors in the sex differences in 
content though the researchers note limitations in drawing any firm conclusions due 
to the small sample size. They recommend future replication with larger, more rep-
resentative samples including cross-cultural studies and investigating sex differ-
ences in the nature of the hostile threats. 

 Studies from the United States
Sherman and Sherman [49], in one of the earliest studies in psychiatry detailing 
sociocultural variables, not only examined sex but also ethnic minority differences 
in psychosis content through examination of medical records of approximately 500 
adult white and 400 adult black patients. One of the major differences in content 
was the finding that more men than women experience grandiose delusions. 
Interestingly, when examining ethnic minority differences, the authors report that 
while white women’s delusional content consisted of predominantly paranoia 
compared to men, more black men experienced paranoia compared to black 
women. It must be emphasized that this study was carried out in 1934 where as the 
authors note, men’s participation in public life was far greater than women’s and 
the reverse finding with regard to paranoia being more prevalent among black men 
compared to black women may be due to black men’s greater social participation 
and thus greater exposure to victimization due to discrimination and racism. The 
authors’ explanation for grandiose delusions depathologizes psychotic experiences 
by suggesting they occur on a continuum with ordinary experience. Further, the 
authors highlight the importance of sociocultural context in shaping psychosis 
content:

Grandiose delusions are probably among the most simple forms of escape from and com-
pensation for, difficulties and frustrations which the individual is unable to overcome. In the 
ordinary daydreams of children and adults, and in their planning for the future, we see the 
mechanism of grandiose delusions, but it is under control. Grandiose delusions also give us 
insight into the ideals of the individual, and into the goals set by the cultural situation. 
(p. 341)

Differences were also found in delusional content of American men which empha-
size wealth; foreign-born men which focusses on literary and artistic talent; and 
black people where religious content was more predominant. The authors also 
looked at birthplace and found the highest rate of paranoid ideation among foreign-
born white people. They also found paranoid delusions were more prevalent among 
black people from the more competitive northern regions and among individuals 
with little education, whereas grandiose delusions predominated among the college 
educated. Sherman and Sherman [45] also reported that hallucinations were more 
common among women than men and much more common among black people 
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than whites. However, the criteria for their broad diagnostic groups were not clearly 
defined.

Rudden et al. [46] compared the presentation of delusions in 44 males and 44 
females, with DSM-III psychotic disorder diagnoses, through examining delusion 
content, attendant symptomatology, and ease of diagnosis in patient charts. This 
study examined sex differences in phenomenology in order to understand sex differ-
ences in psychodynamic conflicts and biological and sociocultural roles with the 
ultimate aim of improving diagnosis. The authors argue empirical investigation of 
these differences is important due to the probability of sex biases in descriptions of 
clinical disorders which are usually based on observation of male patients. In their 
investigation, in terms of delusion content, they found sex differences only with 
regard to those related to sexual themes and/or erotomania. Here erotomania refers 
to the persistent delusion of being loved from afar by another person [74]. The 
authors report that significantly more women had heterosexual erotic delusions and 
delusions of rape, impregnation, or venereal disease, whereas significantly more 
males had homosexual erotic delusions, findings reported by others [42, 51, 69, 70, 
75–77]. The finding that more males reported delusions with homosexual themes 
and, in particular, delusions centring on aggression by a male hostile figure has been 
described by Rudden and colleagues [46] as a ‘male prototype of paranoid phenom-
enology’ which the authors state ‘…has led to psychodynamic explanations that 
emphasize denied and projected homosexual impulses’ (p. 1575). With psychody-
namic theory not yet having gone out of favour, this interpretation may not be sur-
prising, however, as mentioned previously, in light of growing research demonstrating 
clear relationships between sexual abuse and psychosis (including sexual content of 
hallucinations/delusions predicting abuse histories) and the psychological impact of 
childhood sexual abuse on sexual identity and gender schemata (as discussed ear-
lier); other interpretations may be equally valid. Moreover, such content cannot be 
understood clearly without reference to social context and systemic power relations 
(e.g. sexism and heterosexism). Other sex differences with regard to delusion con-
tent reported by the authors were that for women, more delusions centred around 
acquaintances, whereas men’s delusions tended to be focussed on strangers, a find-
ing also repeated in other studies [51, 78, 79]. The authors also reported that both 
sexes had many more male objects in their delusions than female and more men had 
delusions of reference.

The investigators also examined sex differences in precipitants for psychosis 
onset finding that more women had interpersonal precipitants recorded in their 
charts, which included rape, extramarital affairs, and first sexual encounters which 
may explain the predominance of delusions with sexual themes in the women 
though surprisingly this possibility is not suggested by the authors. One quarter of 
the women and only 13% of the men had family-related precipitants (e.g. quarrel 
with spouse) recorded in their charts, a finding repeated in other studies [42]. The 
authors report that women also had significantly higher mean depression scores, 
significantly more diagnoses that are not well-described discrete entities (e.g. atypi-
cal psychosis, schizoaffective disorder), and three women (and no men) received the 
diagnosis of atypical psychosis, using DSM-III criteria. The authors draw from 
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sociological, ethologic, and psychodynamic models to interpret their findings. For 
example, drawing on a sociological model, they explain the findings of sexual con-
tent differences, psychosocial precipitants for women, and male prevalence of the 
object of delusions with regard to gender role norms, male dominance, and less 
stigmatization of homosexuality for women than for men in Western society. They 
suggest that the predominance of sexual themes in women’s delusions is related to 
self-worth and self-definition derived from roles as wives and mothers. Referring to 
psychodynamic and ethologic frameworks, explanations offered for women’s more 
prevalent sexual delusions include those being related to greater fear of loss of love 
than men. The authors also suggest that men are more physically aggressive and 
thus may be ‘a more ready symbol of threat or aggression’ (p. 1577), which helps to 
explain the greater prevalence of men as objects of persecutory delusions. As men-
tioned above, surprisingly the authors do not link the objective conditions of vio-
lence in these women’s lives (i.e. 9.1% of the women experienced precipitants such 
as rape and none of the men) to the prevalence of violent sexual delusions in women 
(i.e. rape). Thus for some of these women, male aggression may be a ‘symbol’ 
based on lived experience of gendered violence. The overwhelmingly high preva-
lence of violence against women and the impact of gender-based violence on mental 
health [66] should not be ignored as an important factor related to delusional expres-
sion, particularly when considering the recent research findings demonstrating 
strong links between childhood adversity and victimization and psychosis, as 
pointed out previously.

SGBA may have enhanced the methodology of these studies by taking life con-
text into consideration and incorporating a macro-level analysis of social structural 
factors such as women’s increased risk for exposure to sexual violence.

Studies from India 
Menon, Cornelio, and Saraswathy emphasize the prominence of sociocultural roles, 
such as gender and occupational status in influencing sex differences in mental dis-
orders. In a retrospective study, they examined all case records of patients over 
18 years of age in a Government Mental Hospital in Madras focussing on documen-
tation of delusions [69]. Of the 1973 records examined from case notes over a period 
of 18 years registered during the year 1976, 1219 were male and 754 female. Of the 
214 records that documented delusions, 142 were male and 72 female. The majority 
of patients were diagnosed with schizophrenia. Consistent with other studies, 
Menon and colleagues report that grandiose delusions regarding extraordinary 
wealth and power are more common among men than women. They also report that 
women’s delusions tend to be vague and ‘culture-bound’ which they explain as pos-
sibly being related to a lack of education as the majority of women were illiterate, 
much less educated than the men, and came from rural areas (p. 93). In their sample, 
significantly more men experienced what the authors termed ‘hypochondriacal’ 
delusions such as ‘rotting or drying up of body parts’ and more persecutory delu-
sions than the women (p. 94). For women who were single, the authors report that 
there was a prevalence of what the authors describe as ‘persecutory delusions with 
erotic feelings’ which may refer to erotomania, but no other details are provided 
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(p. 94). Typically, more women than men were married, and the majority of women 
were married. With regard to other demographic differences, the men were younger, 
more literate, and had more outside employment.

Also in India, Kala and Wig [80], employing a sample of 200 (male n = 107; 
female n = 93) outpatients of a psychiatric clinic with a diagnosis of schizophrenia 
or ‘paranoid state’, examined delusional content and frequency using the Present 
State Exam adapting it according to the patient’s linguistic and educational back-
ground. The majority of the sample (n = 190) had a diagnosis of schizophrenia. 
They reported women were more likely to develop delusions of infidelity [i.e. taken 
to be present when the patient, on specific questioning, expressed a belief that one’s 
spouse was having an extramarital sexual affair and when such a belief was of delu-
sional quality and intensity], whereas men more often had grandiose delusions and 
delusions of thought reading. The authors interpret this finding as related to gender 
relations and gender role norms in India whereby women are granted lower social 
status than men and are expected to be submissive. They explain:

In India, while extra-marital sex for males is considered just careless and irresponsible 
behaviour, for females it is a grave moral transgression. It seems to be much easier for a 
woman to believe that her husband is having an affair than it is for a man to believe the same 
in respect of his wife. (p. 192)

Kala and Wig also examined differences according to age, urban vs. rural, first vs. 
last born, geographic mobility, family type, and socioeconomic status (SES) [80]. 
They point to social rank as also underlying findings that delusions of persecution 
are higher in last born individuals, whereas grandiose delusions are higher in first 
borns. Two distinct profiles emerged with regard to SES, urban vs. rural, and edu-
cation, in which one of wealthy, urban, educated, and male where grandiose delu-
sions were more common versus poor, rural, illiterate, and female, where 
persecutory and delusions of bodily control were more prevalent; a finding very 
similar to the previous study [69] and Suhail’s study in Pakistan is described 
below [51].

Studies from Pakistan 
In addition to analysing sex and gender in delusional content, Suhail, in 2003, using 
a structured interview and the Present State Exam, examined social class [51]. He 
interviewed 48 men and 50 women with a schizophrenia diagnosis in Pakistan. Two 
distinct profiles emerged: one rich and male and the other poor and female. Themes 
of grandiosity (e.g. being a star and having physical and psychic powers) were more 
prevalent among men and economically advantaged patients, whereas themes of 
black magic, fantasy lovers, persecution, and being controlled were more prevalent 
in the female and poor subgroup. Suhail interprets this finding as a manifestation of 
the powerlessness perceived by women and lower classes. Analysis of content of 
religious delusions revealed men have more delusions where they have a special 
relationship and communication with God. A greater number of patients of lower 
social class believed that someone was trying to harm, hurt, or attack them, whereas 
patients of higher social class believed people were jealous of them and their 
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possessions. Ideas of being controlled especially bodily movements and actions 
were more prevalent in the women and lower class subgroup than the male and high 
social class group. Suhail [51] suggests that:

…the development of such ideas in certain subgroups is no exception in a culture where 
women are granted a secondary social role and where large economic and social gaps exist 
between higher and lower social strata. Moreover, submissive behaviour is expected from 
both of [sic] groups. (p. 198)

He draws direct links between social-structural context and delusional content, 
pointing out that the majority of erotomanic women belonged to the low social sta-
tus and were experiencing psychosocial stressors such as marital disputes, beliefs 
that their husbands were not interested in them, and suspicions that their husbands 
were having extramarital affairs. It may be that erotomanic ideas reflect the socio-
cultural context for Pakistani women of lower social class where infidelity and the 
possibility of separation are much more threatening due to women’s lack of finan-
cial independence. The author also suggests that the excess of erotomanic ideas in 
women may reflect suppression of any type of sexual activity of women [but not of 
men] in Pakistani society and could be viewed as a struggle between their own 
desires and the cultural gender proscriptions. Suhail reports that the higher preva-
lence of erotomanic ideas among women in his study is consistent with studies with 
patients in other countries such as Britain [37] and Saudi Arabia [81]. Sex differ-
ences were also found in content of persecutory delusions where men more often 
perceived persecutors as friends, but for women, they were family members, a find-
ing reported by other researchers noted above [46, 78, 79]. The author also explains 
this difference by pointing to distinct gender role expectations of males and females 
in India such that ‘women have to keep themselves confined to family affairs while 
men are expected to venture outside to face challenges of a harsh world’ (p. 198). 
This study is a good example for demonstrating the usefulness of SGBA as when 
the sample was analysed as a whole, the delusion of persecution was most common 
followed by grandiose identity. However, when it was divided according to sex and 
social class, the two subgroup profiles were revealed.

 Studies from Greece
Kazamias, a psychiatrist in Greece, [82] noted that male patients expressed more 
grandiose delusions than female patients. He investigated this impression more sys-
tematically through examination of case notes of 50 patients (25 females and 25 
males) diagnosed with paranoid schizophrenia and paranoid psychosis and inter-
views with 23 female and 20 male of those patients. His initial impression was sup-
ported finding that 14 of the males but only 1 female patient reported grandiose 
delusions. The author categorized delusions as grandiose if they were ‘concerned 
with the possession by the patient of exceptional or supernatural qualities or abili-
ties’ (p. 229). Content of delusions for the men involved the belief that they were 
great scientists, writers and/or thinkers with a great mission to carry out, great poli-
ticians or royalties, or God. The female patient believed she was Virgin Mary, 
Mother of God. For the majority of patients who experienced persecutory delusions, 
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the persecutors were external to the family. There were no sex differences in this 
regard.

 Studies from Australia
Allan and Hafner also explain their findings of sex differences in delusional content 
as being shaped by gender role norms [42]. In fact, they state, ‘In many respects the 
form and content of the delusions mirror with surprising accuracy aspects of pre-
vailing sex-role stereotypes’ (p. 48). They examined case notes of 30 women and 30 
men with DSM-III diagnosis of schizophrenic disorder and found that significantly 
more men reported grandiose delusions with subcategories of social status, psycho-
logical strength, and sexual power. The authors note that the structure of grandiose 
delusions ‘…mirror aspects of the patients’ social environment’ (p. 48) with wom-
en’s special powers conferred on them by others or exercised vicariously through 
association with powerful or famous men. Conversely, men were more often sub-
jects (as opposed to objects as were the women in this sample) in their grandiose 
delusions and acquired their powers directly being God or Jesus or having special 
skills or knowledge for the benefit of humankind. Another interesting difference 
was that the content of these grandiose delusions was nearly always positive for 
men, but for the minority of women who had grandiose delusions, their attributes 
nearly always described destructive effects such as floods, plagues, earthquakes, or 
World War II. Furthermore, males were more likely to be the persecutors in wom-
en’s delusions and, as reported in other studies, were more likely to be personally 
known by the women than the men. Significantly more women experienced delu-
sions of jealousy, the majority concerning infidelity of a partner. Again as with sev-
eral other investigators cited previously, Allan and Hafner also report that in their 
sample men had many more homosexual persecutory delusions than did women 
[42]. In addition to reporting sex differences in delusional content, Allan and Hafner, 
as with Rudden et al. [46], reported that the women in their sample were signifi-
cantly more likely to have experienced severe or extreme psychosocial stress, where 
80% of cases related to marital or family conflict. Furthermore, the authors found 
that the level of functioning for women was significantly higher than men in the 
year before admission with the majority of men scoring poor to grossly disorga-
nized on Axis V of the DSM-III.

While the above studies acknowledge a role of gender and social environment in the 
expression of delusions, the authors do not directly link life experiences to content.

 Studies from Germany
In Germany, Musalek, Berner, and Katschnig [79] examined sex and age differences 
in delusional content by examining 865 patient case records (sex-disaggregated 
n-sizes are not reported) with varying diagnoses from schizophrenia spectrum to 
bipolar and personality disorders. The authors emphasize the importance of life his-
tory and existential concerns which are distinct for men and women. They hypoth-
esize that these concerns correspond to differential developmental stages in the 
expression of delusions though they did not collect data on life history, psychosocial 
stressors, or precipitants.
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Musalek and colleagues found that the delusion of love was noted almost exclu-
sively in women (91.3% of their sample), and not after the age of 50. They also 
report that the theme of persecution occurred significantly later in women than in 
men (age 41–50 for women; 21–30 for men) and was more predominant in women 
(62.5% for women and 37.5% for men). Interestingly, in this sample, the theme of 
jealousy was mostly found in men (69.2% for men; 30.8% for women) and peaked 
at age 41–50, with more than two-thirds developing the delusion after age 40 and 
only 8.6% before age 30. This finding contrasts to studies in Australia [38], India 
[80], and Turkey [77] that found delusional jealousy was experienced predomi-
nantly by women.

 Studies from Austria
Gutiérrez-Lobos et al. investigated links among age, sex, and diagnoses with delu-
sional content [83]. Their sample consisted of 639 [males = 239, females = 400] 
first-admitted patients in Vienna from 1971 to 1974. Predominant diagnoses accord-
ing to ICD-8 included schizophrenia, affective psychosis, and paranoid states.

Consistent with studies reviewed here, women were older upon admission and 
presented with more persecutory delusions than men who presented with signifi-
cantly more grandiose delusions. Unlike most studies but similar to the aforemen-
tioned German study [79], delusions of jealousy were more prevalent among men.

 Studies from Turkey
Gecici and colleagues, recognizing that content of psychotic phenomena is likely to 
be influenced by social and cultural factors, point out that ‘…no culture is homoge-
neous and even within the same culture, there are different status classes, age and 
sex groups characterized by specific customs, social roles, and religious affiliations’ 
(p. 204). Thus they investigated differences in content of delusions and hallucina-
tions according to sex and geographic location within Turkey by examining case 
notes of 158 female and 215 male patients from Western and Central regions of 
Turkey, with a total of 346 experiencing delusions [82].

They reported that women experienced more delusions of poisoning and eroto-
mania than males (21.5% and 8.2%, respectively). Delusions of jealousy were more 
prevalent among women with objects of delusions more often family or neighbours, 
whereas for men they were strangers, consistent with previous studies. The authors 
explain this difference as related to gender role socialization, similar to Suhail’s 
interpretation of his findings in Pakistan (i.e. women are socialized to have a pri-
mary role in childcare and domestic tasks limited to the home; conversely men are 
socialized to work in the public sphere) [51]. Delusions of physical/mental injury 
were more predominant among men and Western region of Turkey. Delusions with 
a religious theme were also more common in men and in Central Turkey. The con-
tent of these delusions concerned being controlled by the devil and were often 
treated by exorcism. Again similar with Suhail’s findings, the authors report that 
grandiose delusions were more prevalent among men than women and among men 
from Central Turkey which is more economically advantaged. Themes of these 
delusions consisted of being a star or important person and physical and psychic 
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powers. Gecici and colleagues found no sex differences in hallucination themes. In 
his sample, women were less likely to have higher education than men, more likely 
to be unemployed, had fewer hospitalizations than men (less than half), and were 
more likely to be married [82].

18.3.2.2  Erotomania
All of the above studies reported significantly higher prevalences of delusions 
of erotomania in women than men [37, 42, 46, 51, 69, 70, 75, 76, 79, 82]. In 
fact, Kraepelin, over a century ago, reported that women exhibited more hetero-
sexual delusions than men [48]. The incidence of erotomania is not known, but 
that of delusional disorder in general has been reported as approximately 15 
cases per 100,000 of the population per year, with a female-male ratio of 3:1 
[84]. In a Japanese study by Yamada et al. of 4144 first-time psychiatric clinic 
attendees, of the 1.2% diagnosed with delusional disorder, females outnum-
bered males by 3:1 [85]. Historically, the excess of erotomania in females was 
so marked that it was suggested that the condition occurred almost exclusively 
in women [84].

A limitation of most studies reviewed here is that content analysis is superficial 
(lacking specific individual psychosis content) and decontextualized (no explicit 
explanation of psychosocial history, individual life experiences, or sociocultural 
context) with the exception of Suhail’s study in Pakistan [51]. In fact, other stud-
ies, reporting on interpersonal precipitants [42, 46, 51, 86] and examining child-
hood abuse and content of psychotic phenomena, recommend employing 
qualitative methodologies to generate contextualized data where open-ended 
questioning generates narrative accounts. Using a qualitative methodology, 
Rhodes and Jakes found that delusional content for 14 men and women in their 
sample (numbers for each sex are not reported) reflected fundamental life con-
cerns and personal goals, though they did not examine sex/gender differences 
[87]. While reporting on only 4 of the 14 participants in their sample, 3 male and 
1 female, they analyse the content of participants’ delusions in relation to life 
experiences and context. It is noteworthy that content of the three males relates to 
competence, status, and getting a job, whereas the content of the female partici-
pant relates primarily to ‘loneliness’ and attachment, findings which can be under-
stood in terms of gender role norms. Rhodes and Jakes discuss the relevance of 
culture in influencing motivation and goals and point to the cross-cultural varia-
tion of delusional content [87], but the lack of SGBA is striking and might have 
informed their findings further.

18.3.2.3  Hallucinations
Klaf compared records of 75 females with a diagnosis of paranoid schizophrenia 
with records of 100 female nonpsychotic patients with diagnoses of personality 
disorders and psychophysiological disorders to investigate the Freudian hypothesis 
regarding the genesis of paranoid symptoms as a defence against unconscious 
homosexual wishes [75]. He reports that the hallucination and delusional content of 
the female paranoid group had prominent sexual content and religious 
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preoccupations but does not elaborate further details except to indicate that the evi-
dence did not support Freud’s hypothesis as almost 84% of the sexual content was 
‘heterosexual’. He also refuted Freud’s hypothesis on the basis that the largest per-
centage of persecutors were male which is similar to other studies [42, 51, 78, 88].

Alan and Hafner also reported that both the men (N = 30) and women (N = 30) 
in their sample identified predominantly more male voices than female [42]. 
Interestingly, more women in their sample recognized the speaker. The researchers 
only reported on delusion content of their sample (discussed above).

Nayani and David explored the phenomenology of hallucinated voices through 
semi-structured interviews with 100 patients; the majority were diagnosed with 
schizophrenia (61%) [88]. They found that all patients were more likely to hear a 
male hallucinated voice than a female and, when amalgamating data on age and sex, 
more likely to hear a middle-aged male voice, followed by a young adult male and 
finally by a young adult female. The authors examined content and found that terms 
of abuse were the most prevalent, occurring in 60% of the whole sample. They 
found a clear sex difference in types of vilification and abuse conveying contempt 
and anger where ‘female subjects described words of abuse conventionally directed 
at women (e.g. slut), and 32 male subjects similarly described “male” insults such 
as those imputing homosexuality’ (p. 182). The primary characteristics of halluci-
nated voices reported were repetitive, emotive, context-driven, spatio-temporally 
organized, and highly personal.

The predominance of male hallucinated voices was also reported by Legg and 
Gilbert in a qualitative study interviewing ten females and ten males examining 
the power and rank of hallucinated voices [78]. They found the most common 
insult for men was sexual and that of being homosexual, whereas for females it 
was denigrating their appearance and being called ‘fat and ugly’. The men in their 
sample were never called ‘fat’, and there was no homosexual insult for women. 
Similar to Nayani and David study, the content of the voices appears to reflect 
gender socialized norms [88]. Legg and Gilbert conceptualize the types of deroga-
tions by the voices as ‘a direct social rank challenge designed to undermine con-
fidence and maintain a subordinate position’ (p. 523) [88]. They report that ‘... as 
the voices are experienced as demeaning and devaluing and indicating limitations 
on aspiration, they fit the dynamics of social rank theory (p. 525)’. For both sexes 
the importance of sexuality, acceptability, and desirability (and their shaming) is 
highly represented in the voices. Though the authors do not interpret their findings 
as such, gender imperatives are evident in the content for both sexes. Both men 
and women reported feeling more depressed and frightened when hearing insult-
ing voices. Both male and female participants described feelings of ‘shame, 
degraded, alone, and guilt’.

Correcting for the lack of SGBA in psychosis research and the underrepresenta-
tion of women, particularly ethnic minority women, we recently investigated hal-
lucinated voice content of an ethnically diverse sample of female voice hearers [89]. 
Collecting data with a structured interview, we used SGBA and an intersectionality 
lens to systematically analyse voice content of 44 women diagnosed with schizo-
phrenia examining the influence of intersecting social categories such as gender, 
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race, and class on the experience and expression of psychotic phenomena. Gendered 
conditions of worth were used by voices to undermine almost all women and racial-
ized conditions of worth for over half the ethnic minority women. Findings reveal 
how social categories and structural inequalities in society are often reflected in 
voice content. We highlight important implications for employing intersectionality 
within psychological interventions.

Mitropoulos and colleagues in Greece [90], inspired by clinical experience, in a 
recent study systematically analysed sexual themes in delusion and hallucination con-
tent using case histories of 174 (104 male, 70 female) inpatients. The majority of the 
sample met criteria for DSM-IV-TR/DSM-5 schizophrenia-spectrum disorder diagno-
ses. They found that the content of psychotic experiences underlined societal gender 
prescriptions and proscriptions, particularly with regard to findings that delusional/hal-
lucination content, which they organised into the themes: “being accused of/forced to 
homosexuality” and “being accused of/forced to sexual immorality”; the former being 
significantly more prevalent among men and the latter significantly more predominant 
among women. The authors place their findings in context by discussing the gender 
inequality especially regarding sexual behaviour in Greece where sexual permissive-
ness is expected for men but ridiculed in women and masculinity/femininity norms in 
which ‘honor for men depends on manliness, while for women on sexual shame’ (p. 9).

18.3.2.4  Summary
What seems quite clear from this review of the few studies that do examine content 
and sex differences in psychotic experiences is what Sherman and Sherman theo-
rized as early as 1934, namely, that psychotic phenomena may be meaningfully 
related to sociocultural variables, in particular gender [49]. The interaction of mul-
tiple factors with gender in shaping the phenomenology and expression of psychotic 
experiences is apparent. For example, this review has revealed that the pattern, for-
mation, and content of delusions and hallucinations are shaped by various social 
factors – such as age, sex, marital status, ‘race’/ethnicity, education, and social class 
underlining the usefulness of an intersectionality approach within SGBA. Many of 
the reported sex differences in hallucination and delusional content are related to 
sexuality and are more prevalent among women which is not surprising in light of 
the differential gender socialization of males and females with regard to control of 
one’s sexuality [91] as well as more recent research findings linking childhood sex-
ual abuse and psychosis [61] with females experiencing a greater incidence of sex-
ual abuse [92, 93]. Furthermore, several studies have found that sexual content in 
hallucinations or delusions is associated with sexual abuse history [86, 94, 95].

Consistent findings across countries such as grandiose delusions being more 
prevalent among males and persecutory delusions among females are consistent 
with cross-cultural studies demonstrating that many gender role stereotypes are 
pancultural with differences mostly in terms of the weighting of these norms [96, 
97]. Together with social role theory [98] and the universality of gender inequality 
and gender-based violence against women [66, 99], findings could be interpreted to 
provide some evidence for social-structural factors as having an important, if not 
central, role, in shaping psychotic phenomena.
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18.3.3  Gender and Response to Psychotic Experiences

18.3.3.1  Interpersonal Relationships and the Social World
Birchwood and colleagues, in pioneering research, found individuals construct an 
interpersonal relationship with their voices that is characterized by subordination 
and a sense of powerlessness for those distressed by their voices [100, 101]. They 
and others more recently [102] found that this subordination by voices parallels 
subordination by others in the social world. Birrell and Freyd [103] have pointed out 
that ‘…although oppression is often institutionalized at societal levels, it is neces-
sarily enacted in the context of interpersonal relationships’ (p. 52). Brown [104] 
reiterates this perspective when describing feminist conceptualizations of power 
also conceptualized as internalized oppression:

Bias, stereotype, and oppression all constitute social forces that create disempowerment; 
they can be enacted in the large context of society or culture, the smaller context of family 
and community and intra-psychically, internalized and felt as part of self. (p. 31)

It is not surprising, then, that the experience of subordination by voices has been 
found to reflect experiences of subordination and marginalization in the social 
world, and hence any attempts at enhancing understanding both the subjective expe-
rience and the external environment would not be complete without an analysis of 
gender. A gender analysis, considering women’s subordinate social status world-
wide (WHO, 2004) [66] and a hegemonic masculinity subordinating certain classes 
of men as well as women (e.g. men of colour, sexual minorities), could potentially 
add to our understanding of the experience of subordination by voices specifically 
and to the experience and expression of psychotic phenomena in general.

Mary Boyle [105] criticizes the reluctance of the disciplines of psychology, psy-
chiatry, and medicine to entertain the idea that:

…psychotic behaviours and experiences are relational, that they arise in social and inter-
personal contexts that their form and content are given meaning by those contexts and 
that such behaviours are officially transformed to ‘pathology’ only through a relationship 
of unequal power. Context has been consistently marginalised or made secondary by 
traditional theory through, for example, the vulnerability-stress model which privileges 
an assumed inherent weakness or defect; through family research which insists on the 
family’s influence only on the ‘course of the illness’ and through the claim that poverty 
or low social class are consequences and not antecedents of psychotic experiences. 
(p. 317)

Boyle’s argument for the centrality of context in understanding psychosis and 
other forms of psychological distress, which feminist scholars have long argued 
since the slogan ‘the personal is political’ was coined. Kaschak’s [106] work on 
how sociocultural phenomena are translated into personal experience is instruc-
tive. The same might be said for psychotic experiences; they are a translation of 
sociocultural phenomena which includes components of gender socialization.

The translation of sociocultural phenomena into personal experience provides 
another rationale for exploring subjectivity and meaning thus utilizing qualitative 
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methods in which participants are given voice to identify aspects of their lives and 
social and interpersonal contexts of which researchers may not have even conceived 
let alone considered relevant. Furthermore, utilizing a qualitative method of analy-
sis that incorporates grounded theory is consistent with Patricia Hill Collins’ defini-
tion of ‘interpretive’ theorizing, in which she suggests that the social can be found 
in the individual to expand the reach or scope of the developing theory. As observed 
previously, it is not surprising then to find that social relationships are reflected in 
the content of an individual’s hallucinated voices and ‘delusional’ beliefs but also in 
the relationship one has with their voices. One would also expect gender and other 
power relations and meanings to be reproduced in both the content and relationship 
one has with their voices.

Similarly, Jenkins [107], a medical anthropologist, points out how earlier theo-
rists in the 1920s such as Edward Sapir and Harry Stack Sullivan, from the fields of 
anthropology and psychiatry, respectively, have claimed that we can learn much 
about culture from the behaviour of a person diagnosed with schizophrenia as well 
as from their subjective experience. In fact, it is how experience is interpreted that 
is shaped by culture. Jenkins explains:

Sapir’s dynamic formulation of culture as created and recreated among persons in the pro-
cess of social interaction paralleled Sullivan’s (1953:10) conception of psychiatry as the 
study of interpersonal relations under any and all circumstances in which these relations 
exist. (p. 32)

18.3.3.2  Gender and Recovery
Sells, Stayner, and Davidson in their review of qualitative research on recovery 
in schizophrenia point out that: ‘Evidence suggests that recovery of an active 
and effective sense of self as a social agent may play a crucial role in improve-
ment from schizophrenia’ (p. 88) [108]. Similarly, Schön, in a qualitative study, 
found that gender constructions and differential gender role expectations influ-
ence women’s better recovery [27]. A total of 30 participants were interviewed 
dividing the sample equally between male and female informants. Many of the 
men in her sample had internalized masculine gender roles regarding the impor-
tance of independence, the prominence of work, and the ability to support them-
selves leading to a greater discrepancy between gender role norms and their own 
ability to meet these norms (i.e. gender role strain). Schön suggests this per-
ceived discrepancy negatively impacted the recovery process for her partici-
pants. Consistent with other studies, the women she interviewed functioned 
better because of increased social support via a social network and differential 
gender role norms. Due to these norms, she explains, there is a greater accep-
tance of women’s dependency on family and society in addition to lower expec-
tations for women concerning work and studies. The male participants, on the 
other hand, were living a life quite different from other men in society thus 
contributing to a sense of inadequacy and not feeling like a ‘normal man’ 
(p.  563) [27]. Schön explains that in a Scandinavian context, for many men 
work is still an integral part of their gender identity; it is for them ‘what life is 
all about’ (p. 563) [27].
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18.4  Conclusion

This review has not been able to meet the title’s promise of providing the reader 
with comprehensive knowledge on sex and gender in psychosis. Instead it has 
shown that we know very little, making the case for SGBA and demonstrating how 
the lens of gender highlights the interaction of micro-level (individual/intrapsychic) 
and macro-level (social-structural) factors in the development, presentation, and 
experience of and response to psychotic phenomena.

A prominent theme running across studies reviewed in this chapter is the central-
ity of relations and context, both interpersonal and sociocultural with regard to 
understanding psychotic experiences and recovery for people diagnosed with psy-
chosis. As Ratner and Sawatzky contend: ‘…Gender must be understood in context; 
gender is merely a mental representation that must acquire its content or meaning 
from context’ (p. 82) [109]. Similarly psychotic phenomena must also be under-
stood in context: the historical, political, and sociocultural.

Avoiding the tendency of biological determinism to attribute unidirectional cau-
sation [110], SGBA examines the complex interactive contributions of biological, 
psychosocial, and cultural factors. Analysis of multiple structural forms of oppres-
sion through SGBA promotes investigation of social determinants such as ethnicity 
and class and their interaction with gender that influence the development, enact-
ment, and experience of psychosis. Such expansion of focus may shed light on the 
many inconsistent findings with regard to sex differences illuminating underlying 
mechanisms which heretofore have remained elusive.

Of course, SGBA will not help us know everything about sex and gender in psy-
chosis, but at the very least, it has the potential to guide us in the direction of being 
able to discover more than we know now.
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Abstract
Despite the low rates of affective disorders during childhood, mood disorders 
increase significantly after puberty. Additionally, with the arrival of puberty, the 
prevalence among girls doubles the prevalence among males. The reasons for 
the gender difference are complex and not well understood. It is thought that the 
fluctuation of hormone levels and its influence in specific brain regions are the 
biological basis of this gender difference. In addition, a cognitive style prone to 
rumination among girls and the sociocultural factors, involving the “woman 
role” across different cultures, lead to strong emotions without the necessary 
cognitive resources to cope with them.

19.1  Introduction

Affective symptoms are among the most common mental disorders during adoles-
cence, and indeed mood disorder is the one receiving more comorbid diagnoses—
up to 65% of them co-occur with other mental health problem [1, 2].

An increased rate of depression prevalence among adolescents has been observed 
in several countries [3]. This growing trend might reflect an increase at the mood 
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disorder diagnoses or more individuals seeking for medical help, rather than a real 
increase. However, it is likely that a considerable number of adolescents with 
depressive symptoms are underdiagnosed [4–6].

Adolescent depression results frequently in poor academic functioning, social 
impairment, health problems and substance abuse [6]. In addition, several studies 
have associated it with adverse outcomes in adulthood [7]. These studies estimate 
that, overall, there is a two to fourfold risk of recurrence depression or persistence 
throughout the lifespan, somatic symptoms, especially headaches, poor social sup-
port, risk of suicide attempts as well as premature mortality [1, 2, 8].

Despite the low rates of affective disorders during childhood, after puberty it 
increases dramatically. The cause of this growth is due to multiple factors, including 
social, biological and psychological factors. Additionally, with the arrival of puberty, 
the prevalence among girls doubles the prevalence among males. The mechanisms 
underlying this are yet unknown [9].

Family history of depression, medical illness, psychosocial factors and having 
another mental disorder are some of the risk factors to develop an affective disorder 
during childhood or adolescence [2].

This chapter, which is an update of the same chapter in the last edition [10], 
reviews gender differences regarding clinical manifestations and etiopathogenesis 
of depression during adolescence.

19.2  Epidemiology

The prevalence of depressive disorders in children aged 4–11 years old is 0.2–1.1% 
[11, 12], increasing throughout child development and reaching rates between 7 and 
20% among adolescents, being the highest rates found in Nordic countries [9, 13]. 
Nevertheless, some studies have reported rates of depressive symptoms among ado-
lescents as much as 35% [14, 16]. These different prevalence rates might reflect 
differences in methods and assessments, information source, cultural factors (differ-
ent rates in America, Europe or Arab countries, or in rural and urban areas) and 
whether the sample is a community sample or a school-based sample.

The number of adolescents affected by dysthymia is lower, with an estimated 
prevalence around 1% [15, 17].

During childhood both genders have a similar risk of developing depression. By 
contrast, a gender imbalance emerges in adolescence and persists throughout adult-
hood. Girls are deemed twice likely than boys to experience depressive symptoms, 
showing a lifetime prevalence of 15.9% for females and 7.7% for males [9, 18–21], 
according to cross-sectional studies of adolescents. Although this difference is con-
sidered among the most robust findings in psychopathology research, it is not fully 
understood yet which particular factors do enhance that difference.

Further, there are some discrepancies in regard to when the sex difference 
emerges. On the one hand, some authors suggested that the gender gap begins dur-
ing early adolescence (12–13 years old) and diverges dramatically during middle 
adolescence, as reported in a birth cohort in New Zealand [22]. These authors 
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proposed that hormonal, social, emotional and physical changes would accentuate 
the sex imbalance, being all characteristics of the pubertal stage. Some other studies 
that support this hypothesis reported that the female to male ratio at the onset of 
puberty is around 1.7 and it increases to 2–3 into adulthood [14]. On the other hand, 
other studies concluded that gender difference emerges prior to adolescence [9, 23, 
24]. Their hypothesis is that some factors occurring during childhood would influ-
ence the gender gap. For instance, the higher rate of anxiety disorders among girls 
during childhood has been associated with depression during the lifespan. 
Nevertheless, these factors are not well explained.

19.3  Clinical Characteristics in Children and Adolescent 
Depression

Depression expressions might differ depending on the stage of development. 
During childhood physiological and motor manifestations are predominant, while 
cognitive manifestations will become more important over the years [2]. Nissen 
describes different symptoms depending on the age. In pre-school ages, depres-
sive symptoms usually appear in the form of rejection of playing, psychomotor 
agitation and hyperactivity, shyness, tantrums, encopresis, sleep disturbances, 
eating disorders and other somatic symptoms. At school age, the most common 
manifestations include irritability, insecurity, learning difficulties, shyness, enure-
sis, encopresis, nail biting, night terrors, tantrums and somatic symptoms. At 
puberty and adolescence, rumination, suicidal ideation, feelings of inferiority and 
oppression, changes in appetite and sleep and rebellious behaviours prevail [25]. 
Moreover, adolescent’s symptomatology includes irritability and externalized 
symptoms [26].

Regarding sex differences, in prepubertal children, symptoms are similar for 
both males and females [27]. However, several studies have shown sex differences 
in depression symptoms during adolescence. Overall, females tend to express more 
physical symptoms such as appetite and weight changes, change in sleep patterns, 
psychomotor slowing and atypical symptomatology [28, 29]. Furthermore, females 
show increases in sadness, crying, guilt and worries about the future as well as dif-
ficulties in concentration, which may be related to rumination, a way of coping that 
has been described as more common among females. In contrast, libido decreases 
among depressed males [27, 29–31]. Further, adolescent males show a trend to 
impulse control difficulties, risk-taking, irritability and substance use [30].

Even though females might score higher in some of the items for the vast major-
ity of assessment, it is believed that the severity is overall equal for both gender 
[32] and the differences are found in the symptoms. Similarly, the evolution of 
depression in females and males shows no difference concerning the number of 
days depressed or the chronicity, presenting approximately 70% of the cases a 
recurrent episode [28].

It is well known the risk of suicide among depressed patients. It is estimated 
that about 20% of depressed adolescents have a suicide attempt [33]. Whereas 

19 Adolescent Depression



486

the rates of suicidal thoughts are similar in females and males [32], some authors 
found that the number of suicide attempts is more frequent among adolescent 
females than adolescent males [29, 32, 33]. However, the reason for this differ-
ence is unknown.

Finally, comorbidity shows different paths as well. In general, women report 
higher rates of comorbid anxiety disorders like generalized anxiety disorder or 
panic disorder, while men are more likely to be affected by comorbid substance use 
disorder [32].

19.4  Explanatory Hypotheses of Gender Differences

As it was mentioned previously, a higher rate of depression in girls has been found 
consistently across different cultures, and, indeed, gender has been described as one 
of the strongest risk factors to suffer depression [15]. However, there is no agree-
ment on a consistent hypothesis for this gender difference. Several hypotheses have 
been proposed sustaining a biological basis and involving the role of hormones, the 
hypothalamic-pituitary-adrenal (HPA) axis as well as the immune function as rea-
sons for this gender difference, while others heightened the difference due to socio-
cultural factors.

19.4.1  Biological Factors

19.4.1.1  Hormones
The neuroendocrine system plays an important role in the physical changes that 
begin in adolescence. The hypothalamus stimulates the pituitary gland, which 
releases hormones that trigger physical changes on several aspects such as body 
growth, cell metabolism and the development of the sexual characters.

During adolescence we can observe an increase in depression rates, the devel-
opment of sexual characters, the increase of sexual hormones and the influence of 
the gonadal hormones in brain development. Some studies have therefore focused 
their interest on the role of gonadal hormones to elucidate the reason for the 
increased depression rates during adolescence as well as the gender differences in 
mood disorders [34].

In adults, different levels of oestradiol and testosterone have been observed in 
depressed women and men, suggesting a dysfunction in the hypothalamic-pituitary- 
gonadal axis [34, 35].

Some theories explain that women experience more fluctuation cyclically in hor-
mone levels than men. According to these theories, these fluctuations would be 
responsible for a higher rate of depressed women through two mechanisms. Firstly, 
the glucocorticoids are not neutralized, and therefore women are more vulnerable to 
stress due to the continuous withdrawal of oestrogens during the menstrual cycle 
[36]. The second factor is the regulation of brain regions involved in the control of 
emotions by gonadal hormones, among others, the prefrontal cortex, hippocampus 
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or amygdala [19, 36, 37]. The amygdala (which regulates emotional stimuli) has 
different activity in males and females, and it has been observed that it is influenced 
by sex hormones in healthy population [38].

One of the hypothalamic-pituitary-adrenal (HPA) axis main functions is regulat-
ing the response to stress through its stimulation and the release of glucocorticoids 
[39]. As described elsewhere [34], different tests and measures of cortisol or corti-
cotrophin showed abnormal results for depressed patients. Hence, several studies 
have focused on this system in order to find a possible dysfunction responsible for 
the pathophysiology of mood disorders. The results were inconsistent. While some 
authors reported higher morning cortisol levels in adolescent males with depressive 
symptoms than in depressed females [40], others did not find differences in serum 
cortisol levels between males and females [41]. It should be considered that some 
results might be influenced by the timing of measurement of cortisol, type of sample 
and other parameters.

A meta-analysis of brain structure reported sex differences in areas involved in 
neuropsychiatric disorders, like amygdala or hippocampus, revealing high con-
centrations of sexual hormone receptors [42, 43]. Goldstein and other authors 
believe that adverse events during prenatal period affect HPA axis and noradren-
ergic system, resulting in a hyperactive system, more vulnerable to suffer depres-
sion and anxiety disorders. The onset of adolescence, the flooding or depletion of 
hormones added to a dysfunctional HPA axis, where we can find a high concentra-
tion of gonadal hormones receptors, might increase the risk of mood disorders. To 
summarize, gender difference in depression would start during fetal development, 
and it would emerge with the onset of adolescence, if a genetic vulnerability exists 
[34, 43, 44].

The role of oxytocin in the etiology of depression has been studied as well, due 
to its known implication in prosocial behaviours and its observed effect on the HPA 
axis, reducing cortisol release and anxiety [45, 46]. Findings support that oxytocin 
levels among depressed women fall compared to healthy control [47–49]. By con-
trast, males with a mood disorder show higher levels than healthy men, though these 
results were nonconclusive [48].

A gender difference is observed but yet unexplained. Some theories have been 
suggested. First, oxytocin hormone promotes social attachment, trust and social 
support. It is proposed that depressed females, who might suffer social isolation, 
release lower levels of oxytocin [49]. Another hypothesis supports the effect of oxy-
tocin on the HPA axis. In studies with rats, oxytocin stimulated hypothalamic neu-
rons in males and had an inhibitory effect in females. The inhibition of HPA axis by 
oxytocin would occur exclusively with the presence of oestradiol, in other words, 
only in females [49, 50].

19.4.1.2  Differences at the Brain Level
Research with brain imaging techniques and postmortem studies have shown both 
structural and functional brain differences between males and females during 
depression. In healthy populations a greater volume of the hippocampus in women 
and a greater volume of the amygdala in men are observed [34].
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Some authors have investigated the differences through EEG. Overall, people 
with depression show an asymmetry of the electrical activity in the right frontal 
lobes, while healthy individuals show equal activity. Specifically, women with a 
history of depression since childhood show variations of alpha waves in the right 
frontal lobe. However these results are inconsistent [30, 51].

With regard to brain function and structure, the role of neurotrophins is impor-
tant. Neurotrophins are responsible for regulating neurogenesis, neuronal growth, 
differentiation, plasticity of neuronal networks and cell death. Adolescence is a 
period of neuroplasticity driven partly by neurotrophic factors which might lead to 
the depression neural basis [52].

One of the neurotrophic factors is the brain-derived neurotrophic factor 
(BDNF). Multiple studies agree that blood BDNF levels decrease among depres-
sive patients, correlated with the severity, and increase again after antidepressant 
treatment [52, 53]. Other factors like NGF and NT-3 show decreased levels only 
among women, which supports the idea of a gender difference in the neuro-
trophin pathway [52].

19.4.1.3  Genetics
Studies in families and twins show the importance of genetic factors in the appear-
ance of depression. Studies are finding higher rates of this disorder among the rela-
tives of a depressed person [54], estimating a heritability of 37%. The influence of 
genetic factors is confirmed by research in adoptive families, showing a higher cor-
relation in biological than in adoptive parents [55].

In recent Genome-wide association studies (GWAS), no locus has been linked to 
depression at a significant level. Given the multiple genes associated with mood 
disorders and after analysing these genes, it was concluded that each gene contrib-
utes to rising the risk of depression [54].

Social factors and stressful life events characterizing the adolescence have led 
some studies to suggest that mood disorder rates rise dramatically at the onset of 
adolescence because of the risk that some of these genes confer. Moreover, several 
studies have reported that the interaction gene x environment (GxE) becomes more 
significant with older ages. One example is 5-HTTLPR, a serotonin transporter 
associated with depression which constitutes a vulnerability that can increase the 
effect of social interaction and peer rejection [22].

Regarding sex differences, variations in genes are involved in serotonin recep-
tors, neural connectivity, remodelling and HPA axis. Different studies suggest that 
women and men might show different genes vulnerable for depression, and with the 
interaction of environment, both women and men converge onto the same biological 
pathways [56, 57].

19.4.1.4  Immune Factors
Alterations in the immune system have been widely described in several psychiatric 
disorders. Even if not fully understood, studies showing cytokine imbalance, pres-
ence of autoantibodies or family history of autoimmune diseases have increased the 
interest in this field.
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Studies show higher prevalence of mood disorders when there is another inflam-
matory disease co-occurring. Furthermore, an increase in cytokines like IL-6 or 
IL-1 has been reported in depressed patients, both adults and adolescents [58, 59].

Some studies regarding depression and sex have revealed a rise in proteins 
involved in immune functions in depressed males. The TFF3, cystatin-C or 
β2-microglobulin cells are important for the lymphocyte and macrophage func-
tions. Likewise, different levels of molecules between patients and controls have 
been found [41]. Both HPA and hypothalamic-pituitary-gonadal axes modulate 
the neuroinflammatory circuitry. Therefore some authors describe that stress dif-
ferentially alters neuroinflammatory mechanisms associated with depression 
based on sex [58].

19.4.2  Cognitive Factors

Many authors have described adolescence as a period of exposure to physical and 
psychological changes, mood disturbances and an increase of social interactions 
and a focus on friendships. At the same time, it is widely reported that stressful life 
events are one of the strongest associations with youth depression. A model that 
tries to give an explanation to the increase of depression during those years explains 
that the brain regions involved in affection and emotion, like the amygdala, maturate 
during this period. However, the cognitive development, like the prefrontal cortex, 
is not yet well established. Adolescents experience stronger emotions and have 
other changes, e.g. physical or sexual, but do not have the cognitive abilities to deal 
with them [60].

It is not known why some adolescents experience a depressive episode and oth-
ers, even being exposed to the same stressor, do not. One of the theories suggests 
that a negative cognitive style and a tendency to rumination increase the incidence 
of mood disorders. People with this negative cognitive style are more prone to feel 
peer rejection and to amplify negative affect [61–63].

Girls tend to present a stronger negative emotion, especially in relation to their 
peer interactions [37, 61]. The reason proposed by some authors is the association 
between strong negative emotions and a higher rate of rumination among girls. 
Healthy girls indeed show bias in their process of emotion with a tendency to the 
negative affect [37]. These two factors, rumination and negative affect, have been 
associated to future depressive symptoms only in girls [62, 64].

Additionally, adolescent females are more prosocial than males or adults [60]. 
The combination of more peer interactions and feeling stronger emotions in relation 
to these relations would lead to higher rates of depression among girls.

19.4.3  Sociocultural Factors

The familiar and social background of the child, and later of the adolescent, is 
the main vehicle to transmit sociocultural values and beliefs in which people 
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build their identity. Stress life events, as stressful situations at home, bad rela-
tionship with parents, peer rejection or abuse, are risk factors to develop depres-
sion in the future [65–67].

As it was mentioned before, adolescence is a critical period with strong emo-
tions, several changes and increase in the interpersonal events that trigger mood 
disturbances [61].

Regarding sex difference, the named “social gender role theory” attributes the 
strong imbalance of rates of depression in women and men to the social status of 
women across different cultures and periods. It is based on the “female role” that 
implies passivity, body shame, fear and vulnerability and niceness. Because of this 
role, women would experience a chronic stress and would use rumination as a cop-
ing technique, leaving them more exposed to mood disorders [21, 68]. Gender role 
orientations are present as patterns since childhood, but differences between men 
and women get more accentuated in adolescence due to the social pressure to fulfil 
with established gender roles [66].

19.5  Discussion

Depression is a cause of disability across the lifespan. The diagnoses increase dra-
matically with the onset of adolescence, as well as the rates of women diagnosed 
with mood disorders, being female one of the strongest risk factor to develop a 
depression disease. The consequences are recurrence of depression, suicide attempts 
or premature mortality by multiples causes [1, 8].

As discussed above, the reasons for the gender difference are complex and not 
well understood. It is thought that the fluctuation of hormone levels and its influence 
in specific brain regions, involved in emotional control like amygdala or HPA axis, 
are the biological basis of this gender difference. In addition, a cognitive style prone 
to rumination among girls and the sociocultural factors, involving the “woman role” 
across different cultures, lead to strong emotions without the cognitive resources 
necessary to cope with them [60].

In conclusion, adolescent depression is a global health priority facing different 
challenges. Firstly, children and adolescents are underdiagnosed, and moreover 
there is a low demand, due to a poor self-awareness and mental health stigma. 
Secondly, few studies have focused on the gender difference at the onset of 
puberty, and results are not conclusive. Finally, further studies will help to under-
stand the underlying mechanism of depression at this age and therefore to improve 
the treatment.
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Abstract
The major criticisms made to the conceptualization of PMDD as a clinical syn-
drome focus on pathologizing of women’s biology and its consequent medical-
ization which perpetuated misconceptions related to menses. This is a reality in 
History of Medicine. The excessive medicalization of the menstrual experience 
that interferes in life is very important in Western countries. Premenstrual syn-
drome (PMS) is a health problem that affects millions of women of reproductive 
age and, in some cases, may be severe enough to be considered as a premen-
strual dysphoric disorder (PMDD). Both, PMS and PMDD, are composed by 
affective, behavioural, and physical symptoms. Risk factors identified, which 
predispose to PMS/PMDD, are the age between 25 and 35 years, to have a psy-
chiatric history, family history of PMDD, unhealthy living habits, and the appa-
rition of stressful life events. In addition to that, it has been established a 
comorbidity of PMDD with various psychiatric disorders as major depression 
and anxiety disorders. The first-line treatment for PMDD is pharmacological 
with SSRIs. From the medical point of view, there is some evidence of the effi-
cacy of non- pharmacological treatments such as relaxation and aerobic and cog-
nitive behavioural therapy that are used mostly in mild cases. Some authors 
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remind us the historical and negative conceptions about the female body plus a 
reproductivist vision, as the cause of many women’s behaviour, have had a 
determinate influence in the consideration about women’s experience as dis-
eases. In our opinion, we consider it is important to rethink about it and talk 
about premenstrual experience instead of syndrome. It could be used to rein-
force and maintain the patriarchal model. If women are treated medically 
because of their own biology, they would respond again to the female stereotype 
of women as mild, placid, and undemanding. At the same time, for some women 
could represent an attractive explanation to justify their oppression and their 
relative lack of success compared to men. This means that women can attribute 
their subordination and oppression to something identifiable and potentially 
curable, rather than attributing to gender power relations. Finally, the concept 
clearly benefits to the pharmaceutical industry, as the medicalization of premen-
strual experiences increased their market.

20.1  Introduction

It is called premenstrual syndrome (PMS) to the recurrent pattern of emotional, 
behavioural, and physical symptoms that appear during the last week of the luteal 
phase and reversed during the first days of menses. When the symptoms of premen-
strual syndrome are very severe and produce a decrease in functional impairment, it 
is defined as premenstrual dysphoric disorder (PMDD). The symptoms, as in the 
case of PMS, usually start 5–7 days before menses, reaching its peak of greatest 
intensity during the 2 days before the start of menses disappearing few days after. 
Currently, the relationship between PMS and PMDD is unclear, although most cli-
nicians consider that there is a continuum between these premenstrual problems, 
constituting PMDD as the more severe stage [1].

PMS and PMDD are generally accepted as a medical reality, with physical symp-
toms, negative moods including sadness, anxiety and irritability, and behavioural 
changes.

The birth of the term “premenstrual tension” (precursor of PMS) in 1991 resulted 
in extensive biomedical research, but much of both the biological and psychological 
theorizing about PMS is predicated on the assumption that PMS is a real identifiable 
biological disease [2]. However, despite many years of scientific research, funda-
mental questions remain unanswered.

On the other hand, during all these years, many authors have criticized the con-
cept, suggesting a not simply biological point of view and developing a vision that 
takes into account the relationships between gender and psychiatry, with contribu-
tions from anthropology and sociology.

In this chapter, the PMS and the PMDD are first exposed from a biologicist 
model that understands disease as the state produced by an error in a biological 
mechanism or process. Afterwards, a review is made of those authors who have 
questioned and have tried to understand the concept from another point of view.

M. Sáenz-Herrero et al.
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If all women experience physiological changes associated with ovulation, why 
during the twentieth century have they become intolerable?

20.2  History

Despite the physical and psychological changes associated with the menstrual cycle 
that have been recognized and described for thousands of years, it is not until the 
twentieth century when the concept of PMDD emerges as a clinical disorder.

Hippocrates in the fifth century BC observed that in the days prior to menses 
occurred mood swings in women, and Galen in the second century AD associated 
premenstrual hysterical reactions to a toxic uterine fluid which was eliminated 
through menstruation.

In general, the Hippocratics considered that the most likely cause of any dis-
ease in women was the retention of menses. Such retention could result in head-
aches, fever, hot flashes, etc. and in extreme cases, even loss of reason. This is 
reported in the Hippocratic treatise “On the diseases of virgins”, which tells 
how in some virgins retained blood can move through the body causing in the 
first place a heart dysfunction and in severe states of the disease, stupor, delir-
ium, and madness:

Women go crazy as a result of the acute inflammation, as a result of the putrefaction, they 
feel the desire to kill; as a result of the darkness that builds inside them, they feel terrors and 
fears, as a result of pressure on the heart they desire choking; because of the spoiling of their 
blood, their spirit, agitated and distressed, is perverted. In addition, the patient says terrible 
things. (The visions) command them to jump and throw themselves to wells or strangle 
themselves as if it was the better and was something useful…. [3]

The Aristotelica, however, suggested that menses was itself a risk to weakness, 
with no therapeutic purpose whose only function would be restricted to procreation.

Although the connotations of menses for these classical philosophers are 
opposed, in both cases women will be at constant risk of being damaged by their 
own nature.

The first to use menses as a scientific basis to explain some of the female 
behaviour was the American neurologist Robert Frank. In 1931 he published a 
descriptive study conducted with 15 women that relate recurring physical, emo-
tional and behavioural symptoms during the luteal phase which disappeared at the 
beginning of menses. He called to this set of symptoms as “premenstrual tension 
syndrome”.

Frank proposed the existence of three groups of women based on the gravity of 
the symptoms:

• A first group in which are included those women with mild symptoms, such as 
fatigue, considered to be within normal limits. It could be considered women 
with physiological changes without a medical connotation from our point of 
view.
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• Other group of women diagnosed of other clinical conditions who suffer varia-
tions in them during the premenstrual phase.

• Finally, a group with “premenstrual tension”, considered as a severe emotional 
disorder which process with irritability, tension, emotional instability, and reck-
less behaviour [4].

In 1953, Green and Dalton suggest that the emotional tension was just a symp-
tom of the many that compound this state and they replace the term “premenstrual 
tension” for “premenstrual syndrome” [5]. In her book, The Premenstrual Syndrome, 
Katharina Dalton reported the premenstrual syndrome is the most common endo-
crine disturbance, frequently meeting in general medical practice, due to the impact 
of cyclical changes and their effects on the patient and the family circle. It infiltrates 
in many medical specialties, so that the issue should be of great interest to psychia-
trists, endocrinologists, gynaecologists, medical officers of the industry and the 
prison system. This author identifies an imbalance between oestrogen and proges-
terone during the luteal phase as the cause of the syndrome, proposing a treatment 
with progesterone during the premenstrual period, treatment of questionable reli-
ability which acquired great popularity in the 1980s [6].

Finally, in 1987 DSM-III included PMDD in research criteria under the name of 
late luteal phase dysphoric disorder (LLPDD). After that, the DSM-IV TR criteria 
categorized it in the Appendix B “Criterion Sets and Axes Provided for Further 
Study” with its current name. The new DSM-5 considers that there are enough 
empirical evidences to consider PMDD as a new diagnostic category.

20.3  Epidemiology

Up to 90% of women of childbearing age experience at least one premenstrual 
symptom during their reproductive years. Symptoms include physical and emo-
tional complaints and differ in their severity, duration, and frequency [7].

Different definitions exist for the categorization of premenstrual symptoms and 
syndromes, and epidemiological studies on their prevalence have produced varied 
results, depending upon the diagnostic criteria and methodology. Moreover, cultural 
differences in the reporting of premenstrual symptoms complicate to obtain an 
accurate prevalence of PMS, so that the PMS rate has been reported 10% in 
Switzerland and 98% in Iran [8].

Several population-based studies have been conducted to assess the prevalence 
of the most severe end of the premenstrual symptom spectrum, the PMDD, and have 
reported estimates between 3 and 8% [7].

20.4  Clinical Symptomatology

The main feature of the clinical representation of the PMS/PMDD is the recurring 
expression of symptoms during the late luteal phase of the menstrual cycle (approx-
imately over 4 days) that ends in the first or second day of the onset of menses [9]. 
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For most women, the symptoms are consistent between cycles and last an average 
of 6 days per month [10].

The literature has ascribed to PMS/PMDD over 150 symptoms. However, the 
number of symptoms that patients usually present are much more limited [11]. Most 
referrals are:

• Physical: swelling, breast tenderness, aches, headache, bloating/weight.
• Behavioural: sleep disturbances, appetite changes, poor concentration, decreased 

interest, social withdrawal.
• Mood: irritability, mood swings, anxiety/tension, depression, feeling out of con-

trol [12].

Some studies suggest that women with PMDD, especially those with more 
severe symptoms, have an increased risk of suicidal ideation [13].

Regarding the evolution, symptoms can start at any time from the onset of men-
arche and are usually maintained throughout the woman’s reproductive life if they 
are not treated specifically [14]. However, it has been observed that some women 
experience more severe symptoms during the late reproductive years [15] and this 
condition has been associated with an increased risk of developing affective disor-
ders during the transition to menopause [16]. The PMS/PMDD resolve completely 
after menopause and temporarily during pregnancy or during any menstrual cycle 
interruption [15–17].

Finally, no specific abnormalities were found in physical examinations of 
women with PMS/PMDD nor specific biochemical abnormalities in laboratory 
tests [18, 19].

20.5  Diagnosis

The subspecialties of psychiatry and gynaecology have developed overlapping but 
distinct diagnoses that qualify as a premenstrual disorder. The American Congress 
of Obstetricians and Gynaecologists (ACOG) includes psychiatric and physical 
symptoms in describing premenstrual syndrome (PMS). The American Psychiatric 
Association (APA) focuses predominantly on psychiatric symptoms in its diagnos-
tic criteria for premenstrual dysphoric disorder (PMDD).

ACOG has defined PMS as a condition in which a woman experiences at least 
one affective symptom and one somatic symptom that cause dysfunction in social, 
academic, or work performance. To meet the DSM-5 criteria for PMDD, they must 
experience 5 of 11 physical, behavioural, or cognitive-affective symptoms, and at 
least 1 must be a key mood symptom. Mood symptoms include irritability, mood 
lability, depressed mood, or anxiety.

Establishing the timing of symptoms is essential. Other conditions, such as 
depression or anxiety, may worsen during the luteal phase, but these can be distin-
guished from PMS because they persist throughout the menstrual cycle. Migraines, 
anaemia, chronic pain disorders, rheumatologic disorders, endometriosis, irritable 
bowel syndrome, interstitial cystitis, primary and secondary dysmenorrhea, and 
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hypothyroidism may produce symptoms similar to PMS or PMDD and should also 
be considered. An accurate diagnosis requires a thorough history, physical examina-
tion, and prospective symptom evaluation. Diagnostic laboratory testing or imaging 
should be directed at ruling out alternative medical diagnoses.

Prospective questionnaires are the most accurate way to diagnose PMS and 
PMDD because patients greatly overestimate the cyclical nature of symptoms, 
when in fact they are erratic or simply exacerbated during their luteal phase. The 
Daily Record of Severity of Problems (DRSP) is a valid and reliable tool that can be 
used to diagnose PMS or PMDD. It is a daily log of symptoms that correlate with 
the diagnostic criteria for PMS and PMDD. Patients rate their symptoms through at 
least two menstrual cycles [20, 21].

20.5.1  Negative Impact of PMDD Symptoms in Functional 
Impairment

One of the criteria required by the current classifications for the diagnosis of PMDD 
is that symptoms must be severe enough to cause a significant deterioration in the 
quality of life, interfering with work, interpersonal relations, and/or social activities. 
Most women with PMDD diagnosis report a significant alteration in social adjust-
ing and an increase of interpersonal difficulties and perceive a decrease in quality of 
life [22–25]. A study conducted with women from the United States, United 
Kingdom, and France has shown that a 30% of women reported a serious interfer-
ence in family life, 17% interference in social life, and a 14% at work [23].

20.6  Etiology

Although the etiology of PMDD is unknown yet, there is consensus in recognizing 
its complex and multifactorial nature and involves biological, psychological, envi-
ronmental, and social variables. The biological hypotheses are those that have 
attracted more research emphasizing the implication in the pathogenesis of certain 
central neurotransmitters and ovarian steroids.

20.6.1  Female Sex Hormones

Since PMDD only affects women of reproductive age, it is supposed that female sex 
hormones play a causal role in the disorder. However, studies comparing the levels 
of progesterone, estradiol, follicle-stimulating hormone, luteinizing hormone (LH), 
prolactin, cortisol, testosterone, and dihydrotestosterone in women with and with-
out premenstrual symptoms found similar levels in both cases [18, 19].

A commonly purported belief is that fluctuations in sex hormones across the 
menstrual cycle contribute to women’s emotion processing and experience of 
negative affect such as irritability, nervousness, anger, depression, and anxiety. 
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However, a multisite longitudinal study on the association between mood disorders 
and sex hormone levels encompassing two consecutive menstrual cycles concluded 
that negative affect did not fluctuate across the cycle and there was no direct and 
uniform association between sex hormones and self-reported negative affect [26].

The deficits of progesterone metabolites (some of which have anxiolytic proper-
ties) and its receptors have been proposed as possible mediators of PMS/
PMDD.  Indeed, treatment of PMD with progesterone suppositories was at one 
point a popular treatment. However, evidence synthesized from randomized trials 
has not shown the efficacy of this treatment [27]. However, as it is already noted, 
progesterone concentrations are normal in women with PMS.  Furthermore, 
although the results of the studies are contradictory, it seems that concentrations of 
progesterone metabolites also happen to be similar in women with PMS compared 
to control women [28].

Since women with PMS have normal levels of oestrogen and progesterone, it is 
postulated that they may have a greater vulnerability to normal hormonal changes 
that occur during the menstrual cycle and suggest that gonadal hormones are neces-
sary but not sufficient to explain the etiology of the disorder.

The basis of this vulnerability could be in the interaction that occurs with other 
neurohormonal systems, including the renin-angiotensin-aldosterone system and 
the CRH as well as neurotransmitters of the central nervous system, particularly 
GABA and serotonergic systems [29, 30], as it is discussed below.

20.6.2  Neurotransmitter Systems

Animal studies provide evidence that the cyclical fluctuations of oestrogen and pro-
gesterone in blood changes produce changes in opioid [31], GABA [32], and sero-
tonin systems [20].

• Beta-endorphins
• β-endorphin levels have been demonstrated to be lower in the luteal phase of the 

cycle in women suffering from Premenstrual Syndrome [33, 34]. This low level 
of endorphins is linked with lethargy, low mood, and emotional instability, all of 
which are symptoms typical of PMS sufferers [27].

• The beta-endorphin withdrawal hypothesis proposed that decreased levels of 
endogenous opioids were linked to PMS symptom expression and pain 
sensitivity.

• A study comparing women with PMDD and healthy controls during both the 
follicular and luteal phases found that during both cycle phases, women with 
PMDD had lower levels of cortisol and beta-endorphins, shorter pain thresholds 
and tolerance times, and higher blood pressure levels at rest and during pain test-
ing [35].

• Serotonin
• The serotonergic system has emerged as the most likely cause of PMDD and 

PMS, being the one which most research has risen.
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• One of the pioneers in this field was Wirst, who shows that the levels of free 
tryptophan (an amino acid precursor of serotonin) had changes during the men-
strual cycle, which correlated with plasma concentrations of oestrogens [36]. 
There is wide evidence in the literature suggesting that PMDD is caused by a 
deregulation in the serotonergic system in response to fluctuations of gonadal 
female hormones during the menstrual cycle. In fact, it has been shown that dur-
ing the lutein phase, women with PMS have lower plasma levels of serotonin 
reuptake and lower minor recognition sites of this neurotransmitter [37].

• Several findings support this hypothesis. For example, the administration of 
l-tryptophan is more effective than placebo in treating premenstrual symptoms, 
including mood swings, dysphoria, irritability, and tension [38]. Also it has been 
referred that flenfluramina, which increases the release of serotonin and decreases 
its reuptake, produces significant improvement in PMS symptoms [39]. Besides, 
SSRIs are the most effective drugs for the treatment of PMDD.  In fact, the 
administration of metergoline (a serotonin antagonist) in women treated with 
fluoxetine produce a recurrence of symptoms [40].

• The rapid onset of action of selective serotonin reuptake inhibitor suggests a 
mechanism of action different than serotonin reuptake inhibition. It has been 
demonstrated that SSRIs increase the level of central allopregnanolone in both 
rats and humans. Although the mechanism by which this occurs is not known, it 
has been proposed that it could implicate a direct stimulation of 3a-HSD, the 
enzyme that catalyses the reduction of 5a-DHP into allopregnanolone [41].

• GABA
• Recent growing interest focuses on the neurosteroid allopregnanolone and its 

effect on the gamma-aminobutyric acid (GABA) system, one of the main inhibi-
tory systems in the central nervous system. Allopregnanolone is a metabolite of 
progesterone implicated in mood disorders in both men and women. 
Allopregnanolone is a strong positive modulator of GABAA receptor, acting on 
a specific site of the receptor distinct from the site acted on by barbiturates, ben-
zodiazepines, and alcohol, yet similarly to them, leading to increased receptor 
activity. Preclinical studies suggest that allopregnanolone mediates its own fluc-
tuations as well as the fluctuations of progesterone, through modulation of sub-
units of GABAA receptor and receptor function.

• It is currently proposed that women with PMDD have reduced sensitivity at the 
GABAA receptor complex, at the allopregnanolone, as well as at the benzodiaz-
epine site.

• A blunted response to stress has been reported in PMDD, and it has been pro-
posed that a decrease in the expected increase in allopregnanolone in response to 
stress or reduced allopregnanolone-modulated GABAA receptor sensitivity 
impairs the ability of the hypothalamic-pituitary-adrenal axis to achieve homeo-
stasis after stress. Dysregulated acoustic startle responses in women with PMDD 
suggest increased arousal in the luteal phase, which could be another reflection 
of dysregulated allopregnanolone function.

• In a randomized controlled trial (RCT), when the conversion of progesterone to 
allopregnanolone was blocked by dutasteride (a 5a-reductase inhibitor), PMDD 
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symptoms were significantly decreased, and there was no effect of dutasteride on 
the healthy controls. There is a hypothesis that the negative mood and anxiety 
symptoms of PMDD may be related to a paradoxic sensitivity to allopregnano-
lone. In a subset of women, when allopregnanolone levels increase (i.e. in the 
midluteal phase), the increase leads to elevated rather than decreased mood and 
anxiety symptoms [41].

• Glutamate
• For both symptomatic and non-symptomatic women, levels of the excitatory 

neurotransmitter glutamate fluctuate during the menstrual cycle. Luteal-phase 
levels of glutamate/creatine plus phosphocreatine in the medial prefrontal cortex 
are thus lower for all women. However, symptomatic women may have an 
increased sensitivity to such cyclical changes [35].

20.6.3  Vitamins and Minerals

Attempts to determine if there are vitamin deficiencies in women with premenstrual 
symptoms have not been successful. It has also been suggested that women with 
PMS may have lower levels of intracellular magnesium during the menstrual cycle, 
but differences are not limited to the luteal phase [42, 43].

The potential role of calcium has been studied, and it has been reported that 
reduced calcium levels during ovulation are related to the luteal phase of the cycle. 
Serum vitamin D has also been shown to fluctuate during the menstrual cycle along 
with alterations in estradiol at ovulation and across the luteal phase in several, but 
not all of the studies. The results of studies assessing the association between PMS 
and vitamin D and calcium status have been inconsistent.

Recently, no significant association was observed between the menstrual bleed-
ing pattern or the PMS symptoms with a vitamin D status [44].

20.6.4  Central Nervous System

The development of neuroimaging techniques has opened a new stage in the study 
of the biological alterations in mental disorders.

Through functional neuroimaging techniques, specifically SPECT, it is been dis-
covered fluctuations of glutamate in the medial prefrontal cortex during the men-
strual cycle in women with PMDD as well as in asymptomatic. Thus, there are 
lower levels during the luteal phase compared with the follicular phase ones. These 
variations in the levels of glutamate are probably due in part to hormonal changes 
that occur during the menstrual cycle, as we mention previously, being women with 
PMDD more sensitive to these changes produced during the menstrual cycle [45].

On the other hand, magnetic resonance studies revealed that during the premen-
strual phase, the grey substance is relatively bigger in the anterior right hippocam-
pus (right anterior hippocampus) and, at the same time, is relatively reduced in the 
right region of the right dorsal basal ganglia [46].
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Functional magnetic resonance imaging (fMRI) studies have reported that PMS 
patients have dysfunctions of several brain regions, mainly including the frontal 
cortex, precentral gyrus, anterior cingulated cortex, temporal cortex, and precuneus, 
and a recent study has investigated about abnormal thalamocortical connectivity in 
PMS patients [47].

A voxel-based morphometry (VBM) study reported that PMS patients had mor-
phological change of thalamus and abnormal thalamic-prefrontal structural covari-
ance pattern by structural MRI [48].

The autonomic nervous system has also been extensively studied in the pre-
menstrual syndrome. Classic studies demonstrated that the parasympathetic ner-
vous system activity in women with PMDD was smaller in the luteal phase than 
in the follicular phase. More recently, some studies have managed to establish a 
relationship between the decline in autonomic nervous system activity and PMS, 
through evaluation heart rate variability and hormone levels in the follicular and 
luteal phase. Results indicate that there were no changes in the autonomic nervous 
system activity in the control group, whereas the group of women with PMS 
showed a significant decrease in the luteal phase, being more marked in women 
with PMDD [49, 50].

Regarding electrophysiological abnormalities, women with PMS have a lower 
incidence of delta activity and a higher incidence and amplitude of theta waves dur-
ing electroencephalographic studies [51].

20.6.5  Psychosocial Factors

Psychosocial models consider that PMDD is a syndrome influenced by Western culture 
where most women have negative beliefs about menses. In this culture, menses has 
been related with affective symptoms as well as having been always associated to nega-
tive connotations. Due to this, they suggest that women have ended up interpreting 
negatively normal physiological changes that occur during the menstrual cycle [52].

The role that psychosocial factors have on the etiology of PMDD has been very 
poorly investigated. There are some studies which refer that attributional and coping 
styles play a central role in the SPM [53]. For example, Blake [54], who developed 
a cognitive therapy for the treatment of PMDD, suggests that premenstrual symp-
toms are caused by negative attributions women make about symptoms. They per-
ceived a loss of control over them and use an emotion-focused coping style, which 
leads them to feelings of anger and depression and increases negative thoughts in 
relation to symptoms.

20.7  Risk Factors

Factors that have been associated with an increased risk of PMDD are:
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20.7.1  Age

Although this disorder can appear at any time from the onset of menarche until 
the end of the reproductive cycle, research shows that the risk is higher in young 
women from 25 to 35 years old. This is exemplified by a study conducted with 
a sample of women aged 18–44 years old which found that the older age group 
(35–44 years) was the least likely to experience premenstrual symptoms (4.5%) 
compared with the group of 18–24 (8.7%) and 25–34 years (10.4%) [55].

It is not clear if premenstrual symptoms change with age. Most of the women 
seeking treatment for PMDD are in the first half of the fourth decade of his life but 
recognize the appearance of the symptoms in their teenage years. This suggests 
that the symptoms tend to become more severe over time until eventually disap-
pear with menopause [56]. In contrast, a prospective study of a large sample of 
adolescent and young adults reported no change in PMDD prevalence over a 
2-year period [57].

Although over time it has maintained the belief that women with irregular men-
strual cycles have a higher incidence of PMS/PMDD, the fact is that recent studies 
have found no such difference [58].

Risk does not differ among various premenopausal age groups [57].

20.7.2  Past or Current Psychiatric Disorders

Women with a history of mood disorders, anxiety disorders, personality disorder, 
and substance abuse disorder have a higher incidence of severe premenstrual symp-
toms [59]. Specifically, PMDD is usually associated with a history of depression 
[15] and anxiety disorders [60].

On the other hand, some studies show that during the premenstrual period, it 
can exacerbate certain psychiatric symptoms such as obsessive-compulsive 
behaviour, increased alcohol consumption, a higher rate of suicide, or schizo-
phrenic symptoms [61].

20.7.3  Heritability and Familial Aggregation

Family and twin studies suggest a genetic influence in premenstrual syndromes, but 
not all studies agree.

Studies with twins have generally shown a higher concordance rate in monozy-
gotic twins versus dizygotic twins, although it is not clear if the genetic vulnerabil-
ity is for premenstrual symptoms itself or for some other characteristic, which is 
genetically determined [62].

The heritability has been estimated between 30 and 80% according to different 
studies. Familial risk differs for PMS and common mood and anxiety disorders [63].
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20.7.4  Candidate Gene Studies in PMDD

Candidate gene studies for PMDD have primarily focused on genes previously 
associated with a risk for major depressive disorder, including those coding for the 
serotonin transporter (SERT), catechol-O-methyl transferase (COMT), monoamine 
oxidase (MAO), and brain-derived neurotrophic factor (BDNF). Several studies 
have also focused on polymorphisms of the genes for the oestrogen receptors (ESR1 
and ESR2), given the hypothesized hormonal trigger:

• SERT Gene. The candidate gene best studied in PMDD is the serotonin trans-
porter gene (SERT). Overall, the preponderance of the evidence does not support 
an association between SERT polymorphism and PMDD.

• COMT Gene and BDNF Gene. Results to date are negative.
• ESR Genes. There have been four studies with PMDD and ESR genes, two 

for each subtype, with conflicting results for each. Huo and colleagues found 
that four different single nucleotide polymorphisms (SNPs) in intron 4 of 
ESR1 were more likely to occur in subjects with PMDD versus healthy con-
trols. They also studied ESR2 and did not find an association. The same 
group published a second study that did not find an association between 
PMDD and ESR1 but did find an association between certain psychological 
traits in the women with PMDD and SNPs in ESR1. Finally, Takeo and col-
leagues studied 51 postmenopausal women and found an association between 
the short-short (ss) genotype of the ESR2 and a history of PMS. However, 
this was based on a retrospective diagnosis determined by research assistants 
rather than clinician-based diagnosis or use of validated scales. It remains 
unclear if polymorphisms of the ESR genes underlie the pathogenesis of 
PMDD [64].

20.7.5  Healthy Behaviours

Smoking has been associated with an increased incidence of [65]. Women smokers 
are 2.1 times more likely to suffer from premenstrual symptoms than non-smokers. 
Furthermore, this risk is much higher for women who started smoking during ado-
lescence [66].

Body mass index (BMI) has also been associated with PMS, finding a three times 
higher risk in women with a BMI greater than or equal to 30 [67].

It has also been described a strong linear relationship between BMI and risk 
of premenstrual syndrome, with each 1 kg/m2 increase in BMI associated with a 
significant 3% increase in PMS risk. BMI was also associated with specific 
symptoms [68].

Dietary factors are shown to moderate the risk of PMS [69].
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20.7.6  Educational Level and Work Situation

Cohen et al. found an association between PMDD and lower educational level. They 
also reported that women who do not work outside home were less likely to have the 
disorder [15]. Krantz and Ostergren’s results [65] suggest that, in addition of the 
symptomatology increment observed in unemployed women, those who are exposed 
to high job strain suffered it too. Despite this date, Potter et al. [70] with a sample of 
2863 French women do not find associations between the educational level, laboral 
status, and PMDD.

To sum up, studies have not found consistent associations between sociodemo-
graphic variables and PMDD. Due to the diverse results, the role of sociodemo-
graphic variables as risk factors of PMDD is unknown yet.

20.7.7  Racial Disparities

A US population study using retrospective surveys described that black women 
were significantly less likely than white women to experience PMDD and premen-
strual symptoms in their lifetimes, independently of marital status, employment sta-
tus, educational attainment, smoking status, body mass index, history of oral 
contraceptive use, current age, income, history of past-month mood disorder, and a 
measure of social desirability [71].

20.7.8  Stressful Events

Research has shown complex interactions between the impact of traumatic experi-
ences and the reproductive lifecycle in women. Sexual abuse history is associated 
with diverse physical health problems and is also associated with affective 
disorders.

Evidence suggests that psychosocial factors including exposure to early life 
emotional, physical, and sexual abuse increase the risk of PMS [72].

A study evaluated the prevalence of sexual abuse history among women seeking 
treatment for severe premenstrual syndrome and found at least one attempted or 
completed sexual assault was reported by 95.2% of the women although typically 
ranged from 32 to 50% [73].

Several studies have investigated the association of psychosocial risk factors and 
physiopathology of premenstrual disorders.

Based on the evidence that traumatic experiences sensitize stress response sys-
tems, and that these systems are regulated by ovarian steroids, the hypothesis has 
been raised that a history of abuse provides a context in which within-person eleva-
tions of ovarian steroids estradiol and progesterone prospectively predict daily 
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symptoms. The results were that in women with a history of physical abuse, cyclical 
increases in progesterone predicted greater mood, and interpersonal symptoms 
3 days following that sample and in women with a history of sexual abuse, cyclical 
increases in estradiol predicted greater anxiety symptoms 3  days following that 
sample [74].

About the comorbid relationship between PTSD and premenstrual dysphoric dis-
order, it is not clear. Some research claims that it seems that trauma and PTSD are 
independently associated with PMDD and premenstrual symptoms [75]. Other 
studies argue that experience of premenstrual symptoms may be an important mech-
anism involved in increasing vulnerability for PTSD symptoms [76].

20.8  Treatment

There are numerous original articles pertaining to the treatment of premenstrual 
disorders, but clear clinical guidelines are not yet available. The therapeutic options 
available for the treatment of PMS and PMDD can be classified into nondrug inter-
ventions and pharmacological approaches.

20.8.1  Lifestyle Modifications

The ACOG recommends changes in daily life as the first choice of treatment for 
PMS [77]. However, the most used treatment is the pharmacological one with SSRIs 
or oral contraceptives. The ACOG recommendations are often ignored due to the 
absence of information about the effectiveness of behavioural interventions to pro-
duce long-term changes in lifestyle and are typically reserved for mild cases of 
PMD. The observed results in this type of treatment occur in a longer period of time 
than in the pharmacological intervention.

There is some evidence to indicate the effectiveness of aerobic exercise [78, 79] 
and relaxation [80] as a treatment for PMS/PMDD. Correlational studies show a 
positive correlation between the maintenance of aerobic exercise and the increments 
in quality of life reports QOL [81, 82]. However, a qualitative review on exercise 
and PMS symptomatology that included only interventional studies revealed mini-
mal evidence to support the recommendation [83].

Caffeine, sugar, and alcohol are associated to an increase in the symptoms asso-
ciated with PMS [84]. However, dietary interventions, such as reducing sugar intake 
and eat small but frequent meals, have little scientific evidence to support their 
effectiveness.

20.8.2  Supplements and Herbal Treatments

Supplements. Calcium supplements have been shown to decrease both negative 
mood symptoms as well as somatic symptoms. The data are less compelling for 
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vitamin B6 supplementation with marginal improvement in symptoms. There is 
limited data on vitamin E for treatment of PMS/PMDD symptoms. Smaller studies 
have indicated that it may alleviate symptoms, but further data are needed to support 
it as an effective treatment [25].

Minerals. The therapeutic efficacy of magnesium has been investigated, but 
no significant effects were found on mood symptoms with respect to placebo. 
Chromium supplementation was found to reduce mood disturbances in a small 
study [85].

Herbal Treatments. A growing body of literature is supporting the use of Vitex 
agnus-castus (chasteberry) for alleviating PMS and PMDD symptoms. Chasteberry 
was superior to placebo in relief of breast fullness, headache, irritability, anger, and 
mood lability. V. agnus-castus has also been shown to be as effective as fluoxetine 
in treatment of PMD/PMDD symptoms [25].

20.8.3  Cognitive Behavioural Therapy

CBT is the most extensively studied psychological treatment. CBT has been 
found to be beneficial to improve coping skills to tackle physical and psychologi-
cal discomforts associated with PMS and PMDD. CBT has also showed some 
positive results as a maintenance strategy, although its combined use with phar-
macotherapy (selective serotonin reuptake inhibitors) does not seem to produce 
additional benefits. The paucity of well-controlled studies for CBT and the lack 
of diagnostic rigour (severity, psychiatric comorbidities) in some of these studies 
are limiting factors for greater acceptability of CBT as a first-line treatment, 
along with other challenges such as costs and limited access to well-trained pro-
fessionals. Challenges of access may be mitigated should emerging data on the 
use of remote, Internet-based cognitive behavioural therapies ultimately prove to 
be effective [86].

20.9  Pharmacological Approaches

20.9.1  SSRIs

Selective serotonin reuptake inhibitors (fluoxetine, sertraline, paroxetine, and ven-
lafaxine) have proven to have safety profile [87] and their effectiveness in the treat-
ment of PMDD in clinical trials [88] as in systematic reviews [89, 90].

SSRIs can be administrated daily or specifically during the luteal phase. Many 
women prefer this treatment mode [16]. Intermittent therapy starts in the 14th day 
of the cycle and continues until the onset of menses. It can maintain some days more 
if the symptoms persist during menses. This modality of treatment has the advan-
tage of being cheaper and has fewer side effects. While individual trials suggest the 
efficacy of this approach [87, 91, 92], a meta-analysis of 29 studies reported that the 
intermittent dosing was less effective than the continuous therapy [16].
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The rates of success of the SSRIs are high, from 60 to 70% of the patients respond 
positively. Women who do not response, between 30 and 40%, can benefit from the 
administration of a second SSRI or made daily therapy [88].

Generally, side effects are well tolerated by patients. Nausea is a common symp-
tom and decreases after the first few days of treatment not to return even in the 
intermittent treatment modality [89]. Sexual effects (decreased libido and anorgas-
mia) persist throughout the treatment period but not during periods without it [90]. 
The discontinuation symptoms may occur if the treatment ceases abruptly, not occur 
in the intermittent one, indicating that 2 weeks are insufficient to provoke them [87].

Other antidepressants that inhibit serotonin reuptake inhibitors (but are not 
SSRIs) and have proven somewhat effectiveness for PMDD include clomipramine 
[93, 94] (administered throughout the menstrual cycle or only during the luteal 
phase), nefazodone [95], and venlafaxine [96], a drug that selectively inhibits the 
reuptake of serotonin and norepinephrine.

20.9.2  Anxiolytics

Anxiolytics that have been evaluated for the treatment of premenstrual syndrome 
include alprazolam and buspirone.

The therapeutic recommendation is to add alprazolam to treatment with SSRIs at 
low doses (0.25 mg three or four times a day) when treatment with SSRIs has been 
ineffective or not reduced completely all symptoms [87, 97–99]. It is considered a 
second treatment option because it exists a risk of addictive use.

20.9.3  Combined Oral Contraceptives

The treatment with oral contraceptives (OC) for the PMDD despite being very 
spread in the clinical practice is not supported by strong empirical evidence. The 
placebo-controlled trials are limited, and the first results were negative [100, 101]. 
However, it seems that OC treatment with fewer hormone-free days could be more 
effective [102]; the reduction in the number of hormone-free days results in fewer 
symptom [103].

The use of OC drospirenone plus ethinyl estradiol is promising [104–106]. A 
double-blind, randomized, placebo-controlled, cross-over design study demon-
strated significant improvement in both mood and somatic symptoms as recorded 
on the DRSP when compared with placebo [107].

20.9.4  Hormone Treatment

If the treatment with SSRIs or oral contraceptives has not been effective or is not 
well tolerated, GnRH agonist with oestrogen-progestin add-back therapy is 
recommended.
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The goal of hormone therapy is to suppress the hypothalamus-gonadal cyclic-
ity that triggers the symptoms. It is important to take into account that GnRG 
agonists administered alone produce hypoestrogenism (hot flashes and loss of 
bone mineral density).

Studies report the effectiveness of the maintained administration of leuprolide 
when it is continuously added low doses of oestrogens and progestin [108–110]. 
This modality of combined treatment prevents the loss of bone density [111, 112].

However, the necessary use of cyclic or continuous progestin in add-back formu-
lations can precipitate recurrence of PMS/ PMDD symptoms. In such cases, a 
levonorgestrel- releasing intrauterine device could be considered. Although GnRH 
agonists are effective treatment for PMS/PMDD, they should be used as third-line 
therapy and limited to a short course spanning no more than 3–6 months [25].

20.9.5  Surgery

Surgery is reserved for refractory cases with severe and very disabling symptoms. 
Three observational studies found that bilateral oophorectomy, usually along with 
hysterectomy, are effective for these patients [113–115]. But it is necessary further 
research in this area.

20.10  The Untold Story

Many authors question the validity of the premenstrual syndrome and how it became 
a treatable disease. There are authors who explore beyond the medical model, with 
contributions from anthropology, politics, philosophy, and sociology, because it is 
the only way it is understood the female suffering, in all its amplitude.

Several experts have linked premenstrual syndrome to the old descriptions of 
hysteria. Rodin affirms that the current disease category of PMS is a modern recre-
ation of hysteria where women’s bodies were thought to cause all sorts of unusual 
behaviours [116].

History is full of taboos and negative stereotypes about menstruation. For exam-
ple, Eskimo believes that contact with a menstruating woman can lead to bad luck 
in hunting. Among the Habbe of Western Sudan, a man whose wife is menstruating 
does not undertake any hunting. In Nepal, chhaupadi is a practice that forces women 
to stay out of the house during menstruation to preserve the purity of the home, 
often in shelters for animals.

In some cultures, menstruation has been portrayed as an evil spirit that invades 
women of childbearing age once a month [117].

Premenstrual syndrome has also been compared with neurasthenia (another epi-
demic of vague and idiosyncratic symptoms). Like PMS, neurasthenia was con-
nected to the tensions of the fast pace of modern life. It was first described as 
“American nervousness” caused by “mental and physical fatigue with organic 
causes beyond the diagnostic capacities of nineteenth-century medical science”. 
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The pain of childbirth and dysmenorrhea or the strain of intellectual activities were 
thought to be largely responsible for neurasthenia in women, who were advised to 
stay at home, rest, and avoid reading, writing, or studying. Today, women thought 
to have PMS are advised to slow down the busy pace of their lives, although this can 
harm their professional careers: to tell their bosses about their PMS, not to schedule 
important business meetings or travel during the luteal phase [118].

In 1931, American gynaecologist Robert Frank published scientific studies about 
a condition he called “premenstrual tension”. He described that some of her patients 
felt tense and irritable, emotionally unstable, and associated with “foolish and 
ill- considered actions”. After the onset of the menstrual flow, the symptoms disap-
peared, and Frank described a hormonal origin.

Thus, the ancestral belief that women were unpredictable and fragile had a sci-
entific basis, menstruation. Frank replaced religious or superstition elements with 
those that came directly from the world of medicine.

The primary way in which new ideas or diseases achieve recognition in mod-
ern society is for scientists or physicians to call them real. This is what happened 
to PMS in the twentieth century: PMS became real as a medical diagnosis and 
condition [117].

The premenstrual syndrome as a medical disorder began to receive constant 
attention when Katharina Dalton, a British endocrinologist, began to investigate it 
in the 1950s and, during the following years, published books and journal articles 
for professionals but also for the general population.

Many authors have not overlooked that Dalton published her first works when 
women were encouraged to become full-time housewives so that there would be 
more jobs available for veterans of World War II. In addition, Frank’s publications 
were carried out during the Great Depression. The premenstrual syndrome was a 
medical and scientific reason to keep women away from the workplace and main-
tain the patriarchal model, which is sustained through the maintenance of women 
at home.

By the mid-1980s, when Ronald Reagan was the US President and Margaret 
Thatcher was a UK Prime Minister, and there was a backlash against feminism in 
both countries, PMS had become established in North American culture. The 
establishment was greatly facilitated by two sensational murder trials in the 
United Kingdom in which the courts accepted PMS as a plea of diminished 
responsibility. One of them, who was arrested for stabbing a co-worker, had a long 
history of mental illness and a history of great violence; the other, which today 
would probably be described as a post-traumatic stress disorder, was a battered 
woman who murdered her lover by running over him with the car after an argu-
ment. The trials received extensive media coverage, and the press introduced the 
concept of premenstrual syndrome, and with it, the notion that kind and quiet 
women can become dangerous criminals if they are left at the mercy of their hor-
monal fluctuations. One of the attorneys described his client as having a typical 
case of “Dr Jekyll and Mr Hyde” since without the injections of progesterone to 
control their premenstrual symptoms, the “hidden animal” in it would have no 
choice but to come to light [118].
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A short time later, a committee of psychiatrists from the United States defined 
the late luteal phase dysphoric disorder (LLPPD) and proposed its incorporation 
into the DSM-III-R. The feminist community protested; they objected to this diag-
nosis both from the scientific point of view and from the politician; despite the 
protests it was included in the appendix of the diagnostic manual, along with other 
categories that should continue to be studied. Part of the controversy surrounding 
this label is centred around the sex-specific nature of this diagnostic category. Men 
also experience fluctuations in gonadal hormone levels which affect their psycho-
logical and behavioural functioning. Fluctuations in mood and behaviour are treated 
as aberrations to be medically managed when they occur in women, while similar 
changes in men are not publicly and medically scrutinized [2].

To understand scientific progress, Solomon introduced the idea of decision 
vector. A decision vector is any factor that influences the outcome of a scientific 
decision, such as accepting or rejecting a theory. She distinguished between 
empirical and nonempirical decision vectors. An empirical decision vector is any 
factor that leads scientists to prefer theories with empirical success. Nonempirical 
decision vectors are any other factors leading a community to prefer one theory 
(or diagnostic construct) over another. These include economic, social-political, 
and ethical considerations, as well as psychological factors such as conservatism 
and peer pressure [119].

For example, those who fear the empowerment of women may prefer that the 
PMDD appear in the diagnostic manual. During the debate about whether to 
include LLPPD in the DSM, Paula Caplan was interviewed by a Canadian reporter 
who wanted to write a story about the debate, but finally, her editor thought no one 
would want to read it. Soon afterwards Kim Campbell was elected head of the 
Progressive Conservative Party, and it looked like she would become Canada’s 
first woman Prime Minister. The editor instructed the reporter to complete the 
LLPPD story since the notion that women behave irrationally once a month would 
hurt Campbell’s chances of political success. Each time women make substantial 
gains in political or social power; medical or scientific experts step forward to 
warn that women cannot go any farther without risking damage to their delicate 
physical and mental health [118].

Because there is no established cause or cure for PMS, it has never been clear 
which experts are best suited to treat women with premenstrual symptoms. Most 
PMS clinics have been established by gynaecologists, endocrinologists, nurse 
practitioners, or nutritionists. With the vast majority of women of reproductive 
age convinced that they suffered from PMS at least occasionally and the inclusion 
of PMDD in the DSM, it was the opportunity to find a psychotropic drug that 
could be applied to the different symptoms that constituted the disease. Chrisler 
and Caplan describe in detail the strategy used by the Eli Lilly laboratory because 
with the patent on Prozac due to expire soon, it was essential to demonstrate the 
effectiveness of the drug in a disease different from depression so that distribution 
can be avoided of generic forms. They also described the politics of renaming, as 
Eli Lilly repackaged Prozac in pink and purple colours and renamed it Sarafem. 
Sarah was the ideal wife of the Old Testament, and the combination of her name 
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with “fem”, a shorthand term for feminine behaviour, suggests a transformation, 
from a real woman who is angry to the stereotypical ideal of femininity, to a 
woman of “serene behaviour”. Eli Lilly’s advertising slogan for Sarafem, “It’s 
like the woman you are”. An energetic marketing campaign was developed for 
Sarafem. The first television ad for Sarafem showed a woman frantic because she 
could not extricate a shopping cart from a row of carts, and another showed a 
woman looking furious at a man who looked so calm and caring that the message 
was crystal clear that he could not have done anything to provoke her anger. The 
Sarafem ads do not appear to target the small minority of women the American 
Psychiatric Association says have PMDD. The daily frustrations and irritations of 
life portrayed as symptoms of a psychiatric disorder [118].

PMS has been theorized to be a culture-bound syndrome. A culture-bound syn-
drome involves a constellation of symptoms categorized by a given culture like a 
disease and the etiology of which symbolizes core meanings and reflects the preoc-
cupations of the culture; the diagnosis and treatment are dependent upon culture- 
specific technology and ideology. Further, the definition holds that, while such 
symptoms may be recognized elsewhere, they will not be categorized as the same 
disease, and treatment which is successful in one cultural context will not be seen as 
successful in another. The reality of such syndromes is the result of a negotiation 
between those who treat it and those who suffer from it, even though symptoms may 
exist apart from the negotiated reality [120].

Johnson argues that a culture-bound syndrome can serve as a symbolic mecha-
nism for both structural maintenance and change in a particular society. PMS 
appearance follows on the heels of an unprecedented alteration of the status and 
roles of women in the social structure. In that specific time in the history of Western 
industrial culture, women were placed in a role conflict and were expected to be 
productive and to be reproductive. The author explains how PMS serves to answer 
this role conflict of productivity and generativity by simultaneously and symboli-
cally denying the possibility of each: in menstruating, one is potentially fertile but 
obviously nonpregnant; in having incapacitating symptomatology, one is exempted 
from normal work role expectations. With PMS, women can be seen as “victims” 
who did not “choose” to be sick.

From the point of view of social change, the PMS solidifies the position of 
women in the changing social structure of Western industrial culture. Throughout 
history, women have been considered delicate, fragile, emotional, etc. Nevertheless, 
the fact those women’s work roles have become central to the mode of production 
demands liberation from these constraints. PMS defines women as potentially irre-
sponsible only some of the time, and asserting those irrational thoughts and inca-
pacitating physical symptoms relates to a medically treatable entity. By defining 
women as potentially “in control” of heretofore devalued constitutional characteris-
tics, PMS “negotiates” access to power in a way which indirectly legitimates the 
changing status of women without directly threatening or destroying the structural 
status quo [120].

Figert explains how the PMS has a very real image in the popular culture of 
something that drives women crazy once a month and relates a wide variety of jokes 
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and anecdotes from women as subject to their raging hormones. These are common 
on television and in movies. For example, an episode of Roseanne (a popular 
American show of the 1990s) depicted a day in the life of the entire family affected 
by Roseanne’s (the wife and mother) rapid mood swings, emotional outbursts, and 
unpredictable behaviours. Hollywood romances are also not immune from PMS 
attacks. People magazine reported in 1994 that when Melanie Griffith filed for 
divorce from Don Johnson, and then withdrew the petition a day later, it was “an 
impulsive act that occurred during a moment of frustration and anger” and attrib-
uted to Griffith’s PMS [117].

This author also reviews some popular jokes about PMS: “What is the difference 
between a pit bull and a woman with PMS? A pit bull doesn’t wear lipstick” and 
“What is the difference between a woman with PMS and a terrorist? You can negoti-
ate with a terrorist”. Popular culture plays an important role in establishing and 
maintaining beliefs and most of these jokes promote an extremely negative image of 
women.

Another interesting line of research is to study the beliefs and attitudes of women 
towards the PMS label. White women are the majority who have sought services at 
PMS clinics and most of the women depicted in the cultural products about 
PMS. African-American women are apparently reluctant to seek medical services, 
and the scarcity of articles about PMS in magazines that target Black women sug-
gests that the resistance to the label of PMS may be greater in some ethnic and 
socioeconomic groups than in others [120].

In a study of the year 1995, the views of women patients recruited from a PMS 
clinic were very similar to those presented in popular culture. They believed that 
PMS is biologically based, and they rejected situational attributions for their dis-
tress, “everything else in my life is fine, it’s just my PMS”. In more recent studies 
of community samples of women with and without PMS, there is evidence of more 
ambivalence and some resistance. Women with negative attitudes towards menstru-
ation were likely to consider PMS to be an appropriate label for their personal expe-
rience and to believe that women’s symptoms are not taken seriously without a 
medical explanation. Women with more positive attitudes towards menstruation 
were more critical of the label PMS, even though most of them said that they did 
experience it to some extent.

The application of the PMS label to the self may be a form of self-handicapping, 
that is, the setting up of insurmountable (or nearly so) obstacles to success so that 
the inevitable failure can later be attributed to the obstacles rather than to one’s own 
lack of effort or ability. As soon as one’s PMS is known, it provides an excuse for 
an emotional outburst, careless mistake, or error in judgement [120].

Of the vast array of symptoms that are said to characterize PMS, feelings of 
anger, irritability, and a sense of being out-of-control appear to be the most frequent 
and the most problematic for the women themselves. This faulty “emotion manage-
ment” is highly undesirable because it disrupts the accepted gender-role script. 
Because the overt expression of anger is incompatible with the accepted norm of a 
“healthy” feminine personality, PMS has become an acceptable mode of expressing 
women’s distress.
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By containing her anger, dissatisfaction, and feelings of impotence throughout 
the month, and deferring their expression to one particular time of the month, 
women can give voice to their legitimate discontent without disturbing the accept-
able image of the “good woman” and without losing their “feminine allure”. In this 
way, the artificial dichotomy between the “bad woman” and the “good woman” is 
retained, and little or no change need be affected to remove the sources of women’s 
distress or to reconceptualize our notions of femaleness [2].

In addition to all the above, research on the PMS has been troubled by a series of 
methodological flaws.

Early critics point to inconsistencies in the very definition of PMS. Since her 
initial discovery of PMS, Dalton refined the definition and, consequently, increased 
the time frame during which particular symptoms can be attributed to premenstrual 
syndrome.

The occurrence of symptoms does not, according to her definition, have to be 
restricted to the few days prior to menstruation, and PMS may be diagnosed when-
ever there is a pathological variance in levels of oestrogen and progesterone during 
the cycle, despite the problem of determining the pathological variance. Dalton’s 
definition became progressively less precise and more inclusive. From being 
restricted to the few days prior to menstruation to incorporating any “pathological 
variation” in hormonal levels, PMS can conceivably include approx. 17 days out of 
each cycle. The fact that there is disagreement about exactly what PMS is, it does 
not make it surprising that studies are also impossible to compare [116].

Even today, there is no standard definition of PMS; there is little agreement on 
how many symptoms must be experienced or how severe the symptoms must be in 
order to be considered PMS. All these affect the estimates of the prevalence of pre-
menstrual symptoms. Furthermore, not all women experience the same symptoms, 
and any woman’s experience may vary from one cycle to the next. It is important to 
add that the concept of PMS has become so ubiquitous in popular culture since 1980 
that the results of the surveys have undoubtedly been affected by a response bias in 
the direction of the stereotype of the premenstrual woman [118].

Another issue that has received numerous criticisms are the standardized ques-
tionnaires that have been used for the diagnosis. This type of standardized retro-
spective questionnaire is designed in accordance with the experimenter’s conception 
of what symptoms constitute PMS. The questionnaire is closed-ended and focuses 
on negative mood and behavioural changes. Consequently, any premenstrual expe-
rience that is at variance from the one offered by the questionnaire is impossible to 
detect [116]. Women also report cognitive, behavioural, and psychological changes 
during the premenstrual phase that they welcome and view as positive, such as 
bursts of energy and activity, increased creativity, increased sex drive, feelings of 
affection, increased personal strength or power, and feelings of connection to nature 
or to other women. These premenstrual changes are rarely mentioned in the profes-
sional or popular literature because they do not fit into the conceptualization of the 
perimenstruum as a time of illness and dysphoria [118].

In recognition of the inherent biases of standardized retrospective questionnaires, 
many PMS researchers have adopted the use of a “calendar” or “diary”. Every day 
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over a 3-month period, women are directed to indicate on the calendar whether if 
they experience any of the listed possible changes or not. Although this method of 
diagnosis adopts a prospective approach and is relatively open-ended compared to 
the standardized retrospective questionnaire, most options available on the calendar 
are negative. Thereby, women’s reports of their menstrual experience become repro-
ductions of the medical description of PMS [116].

An interesting and robust phenomenon in studies of menstrual cycle effects is 
that premenstrual participants expect to perform worse than they actually do on 
cognitive tasks. An example is a classic experiment, in which Ruble (1977) led 
some women to believe that they were premenstrual when they were not and others 
to believe that they were not premenstrual when they actually were. The women 
who believed they were premenstrual reported more symptoms than did those who 
believed they were not. The cultural expectations encourage women to attribute 
their unhappiness and difficulties to internal (i.e. biochemical) rather than external 
(e.g. stress, discrimination, harassment, abuse) causes [118].

The most serious of methodological flaws is the inability of most researchers to 
ascertain which phase of the menstrual cycle their participants actually are in at the 
time that the dependent variable is measured, they do not take into account that not 
all menstrual cycles have the same length and they assume that all menstrual cycles 
include ovulation. Life stress can alter the menstrual cycle length and anovulatory 
cycles are not uncommon. If there is no ovulation, there is no true luteal phase.

And finally, menstrual cycle research is one of the few areas in the behavioural 
sciences in which women comprise the majority of those studied. Inherent in the 
design of most menstrual cycle studies is the unfounded assumption that only 
females experience cyclic fluctuations in affect, performance, and symptomatology. 
The exclusion of males as a control group precludes the examination of sex and 
gender [118].

Unfortunately, the rapid expansion in biomedical understanding in Western cul-
ture has created a reductionistic focusing of our attention on the biological aspects 
of symptom complexes. We strive to discover the biological “reality” of PMS, with-
out examining the cultural forces which are attendant in the process of creating that 
reality. We are willing to see culture-bound syndromes in other cultures when we 
cannot readily understand their symptom complexes in biomedical terms. Yet we 
unquestioningly treat our own problematic syndromes, such as PMS, as “real”, 
striving constantly to find physiological correlates of symptoms [5]. Retaining the 
PMS label is not only likely to be damaging to women medically, socially and 
politically, but that it may also preclude potentially fruitful scientific inquiry into the 
normal cyclical fluctuations associated with menstruation [2].

García Porta [6] suggests that it could be more appropriate to talk about the pre-
menstrual or perimenstrual experience instead of PMD.  This does not deny the 
experience itself, although it would exclude it as an expression which defines a 
pathological state. It has been emphasized the role that reproductive health educa-
tion can have in order to change the social construction made about the PMS/
PMDD. Apart from that, if biomedicine was opened to social disciplines such as 
anthropology, sociology, history, and gender studies and their qualitative 
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methodology, it could clarify the context and meaning of too many of these phe-
nomena. Only through an approach like this, women could be active agents trying 
to make sense of their own experiences [6].
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Abstract
Every year, between 2010 and 2014, there were about 55 million abortions, of 
which around 55%, that is, 25 million, were unsafe. These are a major contribu-
tor to maternal mortality and put women in risk of legal prosecution, stigmatiza-
tion, and extreme morbidity.

According to the World Health Organization, abortion is the loss of the fetus 
before it is viable, and unsafe abortion is “a procedure for termination of a preg-
nancy done by an individual who does not have the necessary training or in an 
environment not conforming to minimal medical standards” (Ganatra et al., Bull 
World Health Organ 92:155, 2014). Around 97% of these occur in developing 
nations, located in Asia, Africa, or Latin America (WHO Worldwide, an esti-
mated 25 million unsafe abortions occur each year. Press release: http://www.
who.int/news-room/detail/28-09-2017-worldwide-an-estimated-25-million-
unsafe-abortions-occur-each-year). Recently, a distinction between “less unsafe” 
and “unsafe” was introduced, to make way for a correct appraisal of medical 
abortion and manual vacuum aspiration the less unsafe alternatives (Ganatra 
et al., Lancet 390:2372–2381, 2017).

Pregnancy and postpartum have been recognized as periods when the well- 
being of the woman is challenged by several physical, social, and psychological 
demands. Even as maternity and motherhood have been romanticized in most 
cultures, it is currently understood nowadays that pregnancy does not protect 
from mental illnesses and that special attention must be paid to the woman’s 
health, both physical and mental, during the perinatal period in order to insure 
favorable outcomes for mother and child.
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It is then only logical that women have demanded the access to safe and vol-
untary motherhood, since the days of the first population conferences. The 
Beijing Platform for Action recognized that equal access to the highest attainable 
level of health is a strategic need for women to attain equality. This level of 
health can only be achieved if there are information and services for women to 
“have the capability to reproduce and the freedom to decide if, when and how 
often to do so” (Fourth World Conference on Women, Beijing Declaration and 
Platform for Action, Sept 1995. p. 95. http://www.un.org/womenwatch/daw/bei-
jing/pdf/BDPfA%20E.pdf).

21.1  Introduction

Every year, between 2010 and 2014, there were about 55 million abortions of which 
around 55%, that is, 25 million, were unsafe. These are a major contributor to 
maternal mortality and put women in risk of legal prosecution, stigmatization, and 
extreme morbidity.

According to the World Health Organization, abortion is the loss of the fetus 
before it is viable, and unsafe abortion is “a procedure for termination of a preg-
nancy done by an individual who does not have the necessary training or in an 
environment not conforming to minimal medical standards” [1]. Around 97% of 
these occur in developing nations, located in Asia, Africa, or Latin America [2]. 
Recently, a distinction between “less unsafe” and “unsafe” was introduced, to make 
way for a correct appraisal of medical abortion and manual vacuum aspiration the 
less unsafe alternatives [3].

Pregnancy and postpartum have been recognized as periods when the well-being 
of the woman is challenged by several physical, social, and psychological demands. 
Even as maternity and motherhood have been romanticized in most cultures, it is 
currently understood nowadays that pregnancy does not protect from mental ill-
nesses and that special attention must be paid to the woman’s health, both physical 
and mental, during the perinatal period in order to insure favorable outcomes for 
mother and child.

It is then only logical that women have demanded the access to safe and volun-
tary motherhood, since the days of the first population conferences. The Beijing 
Platform for Action recognized that equal access to the highest attainable level of 
health is a strategic need for women to attain equality. This level of health can only 
be achieved if there are information and services for women to “have the capability 
to reproduce and the freedom to decide if, when and how often to do so” [4].

21.2  Maternal Mental Health and Pregnancy Intendedness

Perinatal depression, affecting between 15% and 44% of pregnant women in low- 
and middle-income countries, is a serious illness with clear neurobiological, psy-
chological, and social determinants that causes disability, comorbid with other 
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physical and mental ailments that can end in suicide. It significantly interferes with 
the functioning of the affected person and diminishes his/her chances of achieving 
personal, academic, and work realization [5].

Depression poses other health risks for pregnant women too: it has been shown 
that depressed women have a higher chance of obstetric complications, such as 
emergency C-sections, instrumental deliveries, more epidural anesthetics, more 
admission to intensive care units, and a higher rate of premature and small for ges-
tational age deliveries [6].

Suicide is not frequent during pregnancy; but, in some countries, it is the lead-
ing cause of maternal mortality, especially in younger women when they carry 
unwanted pregnancies in severely restrictive contexts, where no other way out 
seems possible [7–9].

Unwanted pregnancy has been recognized as one of the risk factors for perinatal, 
particularly postnatal, depression. Fisher [10] in a review of 34 papers from 17 low- 
and middle-income countries reporting on depression in women who had given 
birth found that the prevalence of postpartum depression was 19.8% (CI 95% 19.5–
20.0) and identified the following risk factors:

• Socioeconomic disadvantage OR range 2.1–13.2.
• Unwanted pregnancy OR range 1.6–8.8.
• Being younger OR 2.5–5.4.
• Being unmarried OR range 3.4–5. 8.
• Lacking intimate partner empathy and support OR range 2.0–9.4.
• Having hostile in-laws OR range 2.1–4.4.
• Experiencing intimate partner violence OR range 2.11–6.75.
• Having insufficient emotional and practical support OR range 2.8–6.1.
• In some settings: giving birth to a female OR range 1.8–2.6.
• Having a history of mental health problems OR range 5.1–5.6.

In a large study (982 women who started prenatal care before week 16), research-
ers found that women who reported unplanned pregnancies tended to have lower 
levels of brain-derived neurotrophic factor (BDNF). Women with the lower levels of 
BDNF, in turn, were found to have 1.61 higher odds of antepartum depression 
(OR = 1.61; 95% CI: 1.13–2.30) after adjusting for potential confounders such as 
maternal age, early maternal BMI, and parity [11]. This is to illustrate that probably 
the added stress of facing an unwanted pregnancy induces changes in the brain that 
are associated with an increased chance of suffering from depression.

Secondary analysis of the data from the Pregnancy Infection and Nutrition study 
(PIN3) has shown that pregnancy intention does indeed have an impact on postpar-
tum mental health. Out of 680 women enrolled, 433 (64%) reported an intended 
pregnancy, 207 (30%) reported a mistimed pregnancy—they did want a child but 
not at that point in time—and 40 (6%) had an unwanted pregnancy. Although over-
all only 7.3% of the sample was depressed at 6 months postpartum and 6% was 
depressed at 12 months, the women who had reported unwanted pregnancy suffered 
three times more depression (15%) than those who had a desired pregnancy (5%) 
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3 months postpartum. At 12 months, the gap was much wider, with 20% women 
with unwanted children depressed vs. 3% women who had wanted to be pregnant 
and 11% of those who reported mistimed pregnancies [12]. This study, done in a 
setting where abortion is legal, supports very clearly the plausibility of a link 
between unintended pregnancy and postpartum depression, specially in underprivi-
leged populations. Women chose to keep the baby, and yet their mental health was 
harmed by the experience.

In settings where abortion is illegal, the untoward consequences of unwanted 
pregnancy may be worse. A lengthy follow-up study of women who had been denied 
abortion in Czechoslovakia and their progeny shows that the mental health of the 
mother is affected for at least 7 years and the physical and mental health of the chil-
dren is permanently harmed [13].

Lara et al. found that an unplanned pregnancy increased the odds of postpartum 
depression and postpartum depressive symptoms 2.71 times at 6 weeks postpartum 
and 2.81 times at 6 months postpartum. However, an unwanted pregnancy raised the 
odds by 3.87 times at 6 weeks postpartum and 2.71 times at 6 months postpartum 
[14]. The authors also note that circumstances such as pregnancy intention, low 
educational attainment, low income, and being unemployed are crucial factors in 
developing but not in developed countries. Of particular importance is the observa-
tion that the burden (both financial and psychological) of an unwanted pregnancy 
may be higher for disadvantaged women, whose coping mechanisms are already 
overburdened.

Unfortunately, the regions of the world where abortion is illegal are the regions 
with lower incomes and lower levels of overall development [15]. A look at the 
world’s abortion laws allows us to see that the least developed regions in the Global 
South are those where laws are more restrictive and there are more abortions.

This paradoxical fact has been well described in a seminal article by Sedgh et al., 
analyzing the trends in abortion in the different regions. The rate of abortions has 
declined from 40 per 1000 women in 1990–1994 to 35 in the period 2010–2014. 
The decline in the developed world has been 19 points; in the developing countries, 
the decline has been only 2%. Furthermore, Latin America and the Caribbean, a 
region with restrictive laws (except for Uruguay), shows an increase in the rate of 
abortion.

In the regions of the world where abortion is allowed to save the woman’s life or 
to protect her health, there is a higher chance that a woman in need of an abortion 
will resort to an unsafe procedure. Even if her health is at stake, there are issues that 
will prevent the woman from obtaining a safe pregnancy termination in a health 
center—for instance, abortion services may be unavailable or difficult to access; 
there may be lack of awareness of what the law permits, both among health provid-
ers and the people; women may be prevented from seeking care due to cultural and 
religious ideas or fear of ill treatment or legal reprisals; unwillingness from practi-
tioners to implement abortion laws and recognize that women have a right; abortion 
services may be of low quality or too costly; or the attitudes of medical staff may 
discourage the women, or conscientious objectors, not well regulated by local law, 
may deny women the treatment [16].
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The fact that a country has a legal provision to allow termination of pregnancy in 
order to protect a woman’s health speaks of the preoccupation with the health—and 
dignity—of the woman; it emphasizes that a given society values the well-being of 
the woman. Abortion is a legal right, and, in cases where the health of the woman is 
at stake, it is a human right.

More than 20% of the women of reproductive age live in countries where abor-
tion is either not permitted or allowed only to save a woman’s life. Roughly 40% 
live in places where abortion is available on demand. The remainder 40% may 
access abortion to protect their health, that is, they may access therapeutic abortion 
(Fig. 21.1).

21.3  Abortion when Health Is at Risk

Health is defined as the complete state of well-being, physical, psychological, and 
social, and not merely the absence of disease.

Pregnancy may represent a risk for the mother’s health as a consequence of phys-
iological vulnerability, as in the complications inherent to the pregnancy itself, for 
instance, hyperemesis gravidarum or eclampsia; or it may interfere with the treat-
ment of other potentially life-threatening conditions, such as a cancer. The third 
case is when pregnancy coexists with other illnesses that may be aggravated by the 
gestation.

Under these considerations, the possibility that a pregnancy may trigger or 
increase a woman’s risk of depression or of not being able to receive adequate 

Fig. 21.1 The world’s abortion laws
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treatment for any other mental condition should immediately prompt the discussion 
of whether she wants to use her right to therapeutic abortion.

In this case, it is important to recognize that depression is a serious illness which 
causes disability, difficulties in interpersonal interactions, and social and work dys-
function and leads to stigma and discrimination and may end up in suicide.

21.4  Practical Considerations

Women need to be informed by their attending physician of their right to physical 
and mental well-being and of the fact that the law has provisions in case they 
undergo difficulties.

The prenatal visit is an ideal time to detect any problems in the adaptation to 
pregnancy, as well as pregnancy intendedness and the experience of intimate partner 
violence.

The complete history should contain details of her current functioning and adap-
tation, as well as the perinatal history, her obstetric history, the family background 
(mental illness, substance abuse, problems with the law), and the details of her 
experiences with violence.

In most places it is now customary to inquire about emotional difficulties. If the 
woman is found to have emotional difficulties adapting to pregnancy, the clinician 
should proceed to explore the other possible risk factors (as listed by Fisher) that 
may suggest an increased risk of depression.

Women who get pregnant as the result of sexual violence or even of sexual coer-
cion should also be considered for therapeutic abortion on mental health grounds. 
Forcing a woman to carry to term a pregnancy and raise the child of her rapist is 
considered conductive to great psychological suffering, and denial of abortion to 
protect the mental health of a woman subjected to violence is discriminatory [17].

When there are no explicit provisions for termination of pregnancy in cases of 
fetal malformations (severe, incompatible with life), the woman may also resort to 
the affectation of her mental health due to the stress of the complications to access 
therapeutic abortion.

21.5  Final Remark

It is timely to point out that “therapeutic” is a misnomer. Termination of pregnancy 
does not cure a mental illness, and this is not what is intended by allowing abortion 
“to protect the health of the woman.” Rather, what is intended is that a woman is not 
subjected to undue suffering caused by an unwanted pregnancy, compounded by a 
personal history of previous depressive illness, childhood adversity, familial history 
of depression, obstetric complications, social and economic deprivation, interper-
sonal violence, or comorbid physical illness. These circumstances challenge the 
capacity of a person to cope with stress, and the demands and uncertainty posed by 
an unwanted pregnancy may increase the allostatic burden to a point where severe 
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illness may follow. The rationale of allowing abortion in these cases is to protect the 
woman from depression and its complications and protect her right to the highest 
attainable level of health.
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Abstract

There are a significant number of pregnant women who eventually have some 
kind of psychiatric symptoms during pregnancy. This is a period that involves 
significant biological, psychological and social changes. In this chapter, we 
review this issue in its entirety, examining in detail how gender roles and social 
models of maternity/paternity may contribute to the development of gestational 
depression. We also review the different treatments used, both pharmacological 
and non-pharmacological. Finally, we include a section focusing on the father 
figure from the same perspective and emotional disorders that he could also have 
in this process.
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22.1  Introduction

Prepartum mental health disorders will affect approximately 10% of mothers. 
Depression in pregnancy is estimated by the World Health Organization to be one of 
the most important worldwide illnesses that affects women of childbearing age [1]. 
In fact, most women do not only feel depressed but, instead, feel overwhelming 
anxiety, panic, agoraphobia and obsessive-compulsive symptoms and psychosis [2]. 
This is far from the idealised public view that the gestational process is one encom-
passing mainly positive emotions and processes in parents.

Traditionally, pregnancy has been associated with an idealised construct tinted 
by emotional satisfaction and wellbeing. In the past, mothering was regarded as a 
source of satisfaction and, in some cultures, a central mission of women. The domi-
nant concept was that women were somehow protected from mental health difficul-
ties [3]. It was not until 1985 that Dr. Oppenheim, a British psychiatrist, raised 
issues regarding psychological disorders in pregnancy, giving a voice for the first 
time to those who had refuted the prevailing myths about maternal mental health 
before and after birth [4].

It is recognised nowadays that pregnancy is a period of metabolic change involv-
ing hormonal and biological changes affecting women from the early stages of 
gestation. However, far beyond the biological impact that gestation brings about, 
the psychosocial impact is just as significant, if not of greater relevance for wom-
ankind [5].

While biological changes are universal to women’s experiences of pregnancy, 
maternity is conceptualised and represented in many diverse ways across females 
[6]. Culture, education, politics and social concepts regarding pregnancy will con-
tribute to the experience of both men and women as individuals with their specific 
backgrounds and personalities experience of becoming a parent [7].

22.2  Social Constructs of Mothering

In order to explore psychopathology and gender in the context of pregnancy, it is 
important to understand social and cultural factors that have shaped how the mean-
ing of maternity has developed in the western world. We will consider some of the 
heated debates that have taken place over time and contributed to a shared social 
understanding of the meaning of mothering.

Women have traditionally known themselves both as daughters and potential 
mothers, while men, dissociated from the process of conception, experience them-
selves as sons first and only later as fathers [8]. It can be argued that patriarchal 
monotheism did not simply change the sex of divine presence but also stripped the 
universe of female divinity and allowed the sanctification of women only as mothers 
or as daughters of a divine father. This devaluation of the figure of the mother god-
dess contributed eventually to a rejection of the female figure throughout different 
cultures over time [8]. However, others have viewed maternity in a privileged posi-
tion when raising the question ‘what is a woman?’, placing it at the core of the 
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identity of what we understand as femininity [9], thus defining womanhood largely 
in association to being a mother. Under this view, motherhood becomes a vital 
dimension that emerges as a dominant dimension.

Maternity does not have a unique meaning as a social and psychological experi-
ence but includes multiple dimensions and definitions. It is sometimes evoked as an 
instinct to seek fulfilment for women. From a feminist perspective, mothering is a 
central and defining feature of social organisation or gender and is implicit in the 
construction and reproduction of male dominance itself, with association not only 
to pregnancy and labour but also ramifications to child-care responsibilities and an 
attribution of women’s primary social roles as reproduction and domestic tasks [10]. 
To consider maternity consequently implies the examination of a range of symbols 
and models of femininity that go beyond the field of procreation. This examination 
must consider gender stereotypes that rely on supposed biological evidence as a 
construction of the model of what constitutes being a woman [11]. All in all, moth-
erhood is a cultural construct, which is deeply rooted in representations of what it 
means to be a female in a wider sense.

Talking about maternity leads to a discussion about male/female differences and 
their social context. Frederick Engels, according to Draper [12], identified the father 
right and the end of the matrilineal clan with the beginnings of private ownership 
and slavery. He saw women as forced into marriage and prostitution through eco-
nomic dependency and predicted that sexual emancipation would come with the 
abolition of private property and the end of male economic supremacy. For Engels 
(as for succeeding generations of Marxists), the oppression of woman has a simple 
economic cause and an economic solution. Ritch [8] proposes that, in society, the 
notion of woman was, for a man, both more and less than a person: she is something 
terribly necessary and necessarily terrible in her role of a mother; thus, she requires 
possession and control. Post-Freudian psychology posits that men’s contributions to 
culture are their ways to compensate for the lack of creative power of motherhood 
and that ‘motherliness’ is split off from both sexual attractiveness and motherhood: 
thus, during the past centuries, the Virgin Mary could be worshiped, while living 
women were brutalised and burnt as witches [13].

Notwithstanding the above, in many cultures, women have been assigned promi-
nence, being vital in the creation of new offspring, as well as in the role of mother-
ing children. As well as external influences on the conceptualisation of motherhood, 
there are, of course, internal factors from each woman’s experience. Therese 
Benedek speaks of women’s primary reproductive drive [14] and instinctual need 
[15] to fulfil her physiological and emotional preparedness for mothering. Winnicott 
[16] suggests that holding the infant physically in her uterus leads to a mother’s 
identification with the infant after it is born and, therefore, to a very powerful sense 
of what the baby needs. Rossi [17] argues that women’s maternal instinct has been 
genetically programmed as a result of past adaptive needs. Thus, there is a strongly 
forged assumption that all women must share this instinct, exemplified in positive 
emotional reactions to little children and infants. In fact, to express the opposite is 
likely to be branded as a deviance from the norm, something surprising and some-
what strange.
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In short, it is not easy to demarcate what being a woman is from being a mother, 
something that has not happened with the equivalent male roles, even though there 
are only unconvincing explanations for the need for all women to embrace mother-
hood, beyond it being a feature of social mechanisms. The biological arguments 
for women’s identity as mothers are based on assertions that derive not from our 
biological knowledge or experiences but from our interpretations of natural situa-
tions in the context of social interactions [10]. Whatever its origin, and in spite of 
cultural, political and economic changes, maternity is still being regarded as gener-
ally inherent in the feminine condition, with a belief that a woman is only fulfilled 
if she becomes a mother [18]. It is suggested that women’s mothering, like other 
aspects of gender activity, is a product of feminine role training and role identifica-
tions, with girls learning to be mothers, trained for nurturing and to develop a 
belief that they ought to be mothers [10]. Topics regarding the maternal function of 
females have pushed and conditioned women to the point of idealisation of mater-
nity, and whereby women, themselves, assume there is an overriding need to have 
a baby [18]. Those women who do not have children are likely to have considered 
it at some stage in their lives, and motherhood constitutes a link in feminine 
subjectivity.

Thus, childbirth, particularly in the female mind, is surrounded with fantasies 
and desires [19]. Balsam (2012) notes that a female body event like pregnancy or 
childbirth is prepared for developmentally and worked over in the minds of girls and 
women years before and years after the events themselves. It is thought the witness-
ing of older pregnant relatives or friends contributes to the development of fantasies 
and concerns about their own potential for reproduction and the development of 
their own body image [20].

It is in this context that the idealisation of pregnancy is a process in the female 
mind, whereby it is regarded as a necessity to attain full development. Thus, as well 
as socially assigned roles of women and their own identification with appropriate 
gender roles, pregnancy is also represented as a process that is idyllic and personally 
satisfying. Such a conceptualisation can be identified in the imagery used in public-
ity and marketing, with a portrayal of expectant mothers as calm and introspective. 
The mothers seem to be sober, balanced, patiently waiting and in connection with 
their unborn child [11] with a strong element of social idealisation which shapes a 
joint and standard understanding of what pregnancy must mean for women.

Another important aspect defined in psychological literature is the meaning that 
the transition to motherhood has for women, with a central value on the shift that it 
implies towards a ‘symbolic adult social age’ [21]. Becoming a mother implies an 
irreversible process, encouraging women to enter into adulthood in which the 
expected role of the woman would still be the same as the traditional feminine 
model of children and family care [22].

It is apparent that in recent decades the perception of women and society about 
female roles and about motherhood has evolved and remains in a full process of 
change. The important debates around equality between males and females, at least 
in some although not all cultural contexts, have resulted in a reduction of the female 
role being considered as passive and submissive.
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Women have undoubtedly conquered a greater social and cultural space beyond 
the domestic duties and environment traditionally associated with their role. 
However, this cultural change has also created complex demands and situations for 
women, which are not always easy to address, such as the antagonism between 
demands of motherhood and the workplace, particularly during pregnancy [23].

Research suggests that pregnant women are discriminated against in the work-
place and that a significant percentage of new mothers leave the work environment 
once they become pregnant [24]. Expecting mothers anticipate and experience 
stigma that mediates the relationships between individual (e.g. gender role attitudes) 
and workplace factors (e.g. workplace support), as well as issues with job satisfac-
tion and psychological wellbeing. Thus, the antagonisms between maternity 
demands on females and labour demand surface during pregnancy itself [23].

Returning to work after childbirth can also be an area of difficulty, and mothers 
can struggle with retaining their old job once they have delivered their child. 
Feelings of guilt coming from a sensation of unfulfillment and estrangement with 
the company for which they work for are also reported by those experiencing preg-
nancy and subsequent motherhood [11]. There is a significant discrepancy in the 
male and female experiences of pregnancy at the workplace, with females forced to 
work issues arising, while their male counterparts’ impending paternity does not 
directly lead to situations such as confrontation or negotiation with employers, 
which are common experiences for women. While equality is a legal right, despite 
the progress gained in all aspects of life by women, real equality is not a given [25].

While it is apparent that nowadays motherhood is not considered to be the only 
possible social pathway for women, it is striking that this option is still being expe-
rienced by expectant mothers as a clear cause of disadvantages in the context of a 
socially and psychologically idealised perception of what pregnancy should entail, 
with women not being able to attain and the clichéd, traditional views of woman-
hood and pregnancy.

22.3  Additional Psychological Issues Associated 
with Pregnancy

Specific approaches to understanding depression in women are grounded in the 
theories of women’s psychological selves, with the concept of ‘the relationship self’ 
being central to them [26]. From the view point of these approaches, psychological 
development in females is regarded as taking place within a gender-specific inter-
personal context that contributes to women forming a personality orientation which 
is gender-specific as well. Women’s relationships with others, thus, represent a criti-
cal context of psychological growth and learning [26]. Depression is understood as 
a set of experiences which are grounded in interpersonal processes, and a woman 
could experience depression when her possibilities for relationship intimacy with 
another person are negatively affected [27]. In the context of pregnancy, if the wom-
an’s key relationships, either with her work colleagues, friendships or others close 
to her, are conflicted or fail to provide a positive context in which the mother’s 
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relationship needs can be met, she might respond by silencing herself and, there-
fore, experience symptoms of depression [28].

Pregnancy brings both psychological and physical changes to women, with an 
initial difference between the experience of maternity and paternity in that the for-
mer happens inside the mother, whereas the latter is a process external to the pater-
nal body experience.

Pregnancy and childbirth are also associated with significant hormonal changes, 
also outside of the control of the parents, further adding to emotional demands dur-
ing pregnancy and beyond. A causal link is postulated between hormonal modifica-
tions and depression in woman, with increasing levels of depressive symptomatology 
before and after the gestational period [28].

The journey through pregnancy involves a physical transformation, including 
necessary weight gain that is not only experienced by the mother but is also out-
wardly perceived and socially loaded with meaning. Concerns about one’s own 
image and one’s body attractiveness can therefore become a critical aspect of this 
period of women’s lives. Women’s perception of their pregnant body is varied and 
depends on the strategies they use to protect against social constructions of female 
beauty. Women can have unrealistic expectations for their body changes throughout 
the processes of pregnancy and postpartum which can affect their emotional wellbe-
ing, particularly while their bodies are undergoing such significant changes associ-
ated to this period.

As part of the process of having a new being growing insider her, the expectant 
mother not only has to cope with body changes and weight gain but must also toler-
ate discomfort, tiredness, decreased mobility and even potential loss of dexterity. 
This appears to be socially regarded as a necessary consequence of maternity and is, 
thus, generally accepted as a cost linked to having a child; nevertheless, it also 
incurs psychological demands and a potential emotional cost to the expecting 
mother.

Pregnancy invades, both suddenly and inevitably (as part of the normal gesta-
tional process), issues of self-body control in females. This elicits a psychiatric 
conflict for females involving the confrontation between the sexual self and the 
‘psychical reproductive disagreement’ defined also by their sexual organ. The fear 
of weight gain and not being able to return to the pre-pregnancy body is a frequent 
concern and dread during this stage [10]. Such emotional demands can arouse con-
flict, intolerances and frustration, as well as ambivalence, with a consequent impact 
on the mental health of the pregnant mother.

As pregnancy progresses, it becomes a visual print which opens maternity up to 
the social environment: the body gives ‘visibility’ to pregnancy. Thus, self-intimacy 
loses space in the psyche of the pregnant woman, and sexuality opens itself to the 
open eye of the public, with an external view and as a reminder to others of the 
expectant situation of the woman. Socially, this can result in others beginning to 
‘maternise’ the person, reinforcing stereotypes, models and values of what it is to be 
a pregnant woman, as well as placing expectations on her behaviour [10].

Both internally and externally, the conceptualisation of pregnancy involves an 
expectation on the mother to be fully dedicated to caring for her unborn child, 
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protecting it against everything, even against herself and her own potentially harmful 
behaviours. The future baby becomes the central point of relevance in the mother-
child relationship in the context of a pregnancy being socially observed. In practice, 
this can result in a level of social censorship of parental behaviour (particularly that of 
mothers) that might imply any kind of negative influence on the welfare of the unborn 
child. It implies that others around the mother could feel within their rights to form 
and express an opinion about the woman for the mere reason of her being pregnant. 
This not only contributes to placing stress on the expecting parent but also reinforces 
the process of de-individualisation that womankind undergoes during pregnancy, the 
demand and judgement that she has to tolerate at a time when her sense of agency and 
freedom to decide about herself and her circumstances is restricted.

Hence, the transition to motherhood may be a source of stress in multiple ways 
because of changes in the mother’s identity associated to the process of having a 
child [29]. A key feature of such modifications is a sense of loss which is com-
pounded socially in a context in which the identity of being a mother is not valued 
highly (at least as high as other social roles or tasks) and the role of being a mother 
is devalued [29].

22.4  Treatment

There is relatively little, and at times, contradictory information, on the treatment of 
depression and its effects during the puerperal. Thus, the provision of clinical rec-
ommendations for the management of patients can prove to be a difficult task. 
However, given that untreated depression during pregnancy is associated with 
increased mortality and morbidity of both the mother and unborn child [30], it is 
crucial to use the most optimal strategy for addressing this condition. The use of 
pharmacological treatment during pregnancy therefore involves the analysis of ben-
efits in diminishing the risk potential of the untreated depression compared with the 
adverse effects of exposure to medication. It must be also taken into account that 
considering the high percentage of unplanned pregnancies, it is the case that, by the 
time the pregnancy is identified, the unborn child has already been exposed to the 
drug most probably for a number of weeks [31].

Even though there is still a limited volume of research regarding the treatment of 
depression during pregnancy compared with treatment in the general population, an 
important issue is that the risks and benefits of pharmacological and other psycho- 
invasive treatments during the gestational period pose a complex problem for treat-
ment. Pregnancy is an added factor to be taken into consideration in addition to the 
presence of a depressive disorder or the development of one during the gestational 
period. This calls for the need to have a considered approach to treatment which 
ultimately needs to be tailored to the requirements of the expecting mother. Given 
that untreated depression during pregnancy is associated with increased mortality 
and morbidity for both the newborn and the mother, it is important to use the opti-
mal strategy for addressing this disease. Table 22.1 sets out the risk of untreated 
depression during pregnancy.
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Current treatments for perinatal depression include both pharmacological ther-
apy and non-pharmacological treatment.

22.4.1  Pharmacological Therapy

The exclusion of pregnant women from clinical trials makes the information avail-
able to us regarding the use of drugs during pregnancy low, while the only informa-
tion we have is through observational studies, which logically include numerous 
confounding factors [32]; thus, it would require rigorous randomised controlled tri-
als (RCTs) that are warranted to assess whether antidepressant drugs are efficacious 
in pregnant women, whether any antidepressants are harmful to the foetus and 
whether untreated depression is harmful itself. In the meta-analysis of Ross et al. 
[30], the authors find small associations between exposure to pharmacological treat-
ment for depression in pregnancy and pregnancy outcomes. They conclude that the 
differences between groups are small so it is important to consider the clinical 
importance of the decision to treat or not to treat maternal depression versus low 
risk of exposure. In a systematic review carried out by Mitchell and Goodman [33], 
they highlight that it is not justified to stop drug treatment in a woman because she 
gets pregnant. Although more studies are warranted, the differences for the foetus 
between treat and not are not significant.

Most women of childbearing age who are treated with antidepressants receive 
selective serotonin reuptake inhibitors (SSRIs) or serotonin-norepinephrine reuptake 
inhibitors (SNRIs), and considering the high percentage of unplanned pregnancies, it 

Table 22.1 Most common risks of untreated depression during pregnancy

Risks Possible consequences
Intensification of depressive 
symptoms

Poor self-care
Inappropriate prenatal care
Substance abuse
Suicide
Postpartum depression

Problems in pregnancy and during 
delivery

Abortion
Preeclampsia
Preterm delivery
C-section and instrumental delivery
Minor head circumference
Low birth weight
Perinatal complications
Neonatal intensive care
Disturbances of the hypothalamic-pituitary-adrenal axis

Long-term effects for the child Poor postnatal care
High cortisol levels
Poor adaptation to stress
Stunting
Delayed psychomotor development
Behavioural and cognitive problems
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is expected that in many cases, when the woman detects pregnancy, the foetus 
takes weeks exposed to drug [31]. The most recent reviews and guidelines on the 
use of antidepressants in pregnancy recommend the use of SSRIs and SNRIs ver-
sus classic monoamine oxidase inhibitors (MAOIs) and tricyclic antidepressants 
(TCAs) for their better safety profile and lower risk to the foetus. Both SSRIs and 
SNRIs cross the placental barrier and are detected in umbilical cord blood and 
amniotic fluid.

22.4.1.1  Selective Serotonin Reuptake Inhibitors (SSRIs)
In the early years after the marketing of fluoxetine in 1987, studies found no rela-
tionship between the use of SSRIs and the occurrence of congenital malformation. 
But it was not until 2005, following the publication of a report by GlaxoSmithKline, 
which suggested an increase of 1.5 times the risk of cardiac malformations in foe-
tuses exposed to paroxetine, primarily ventricular septal defects [34]. Based on 
these studies, the Food and Drug Administration (FDA) of the USA issued a notice 
recommending avoiding the use of paroxetine during pregnancy and changing its 
classification category of teratogenic risk from C class to D class [35]. In the follow-
ing years, several epidemiological studies have been published relating both posi-
tively and negatively the use of paroxetine with the occurrence of these malformations. 
A meta-analysis published in 2010 suggested a slightly increased risk of heart 
defects with exposure to paroxetine during the first trimester of pregnancy, with an 
odds ratio value of 1.46 (CI 1.17–1.82) [36]. Still, there are some authors who claim 
that women who suffer from anxiety and depression during pregnancy are more 
likely to be careened by echocardiography tests, in relation to healthy pregnant 
women, so that there is a greater probability of detection of cardiac malformations 
[37]. Furthermore, these women are more likely to take their children to the emer-
gency services, so there is also a higher probability of detection of malformations. 
Most of the malformations seen tend to resolve spontaneously during childhood, so 
if we examine the children not exposed to paroxetine and those exposed to it after 
resolution of malformations, this could be another confounding factor in the studies 
to determinate the influence of medication.

All these potential confounders have been confirmed by a recent population- 
based study in Denmark in which the authors conclude that exposure to SSRIs dur-
ing pregnancy was not significantly associated with cardiac malformations reported 
so far and blamed the previous findings to biases described above [38].

On the other hand, it has been reported an association between the use of SSRIs 
and persistent pulmonary hypertension in the newborn. A recent meta-analysis con-
cludes that although the risk cannot be determined, it is very small, less than 1%, 
and if pregnant woman needs pharmacological treatment, this low risk does not 
support its discontinuation or lowering the dose of her antidepressant [39].

Another meta-analysis recently published reaches similar conclusions to those 
described, adding that other SSRIs widely used as sertraline and citalopram are not 
associated with increased risk of foetal malformations [40]. The review concludes 
that the only recommendation to keep in mind is that you should avoid as far as pos-
sible fluoxetine and paroxetine in the first trimester of pregnancy or among those 
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women planning to become pregnant. The added risk is very low with both medica-
tions and should always assess the risk of untreated illness.

In a cohort study, Huybrechts et al. conclude that the use of SSRIs during the first 
trimester of pregnancy does not suppose an increase in cardiovascular risk [41].

22.4.1.2  Serotonin-Norepinephrine Reuptake Inhibitors (SNRIs)
In relation to the SNRIs, there are less data, and perhaps the most studied drug dur-
ing pregnancy has been duloxetine. Duloxetine is approved in many countries for 
treatment of major depressive disorder, general anxiety disorder, diabetic peripheral 
neuropathic pain and fibromyalgia. Since it was marketed, millions of women have 
received duloxetine, with many of them of childbearing age. Duloxetine crosses the 
placenta and passes into breast milk [42]. In a preliminary work published in 2012, 
they were recorded the pregnancy outcomes of 208 pregnant women taking dulox-
etine. It was found that malformation rates were similar to those of pregnant women 
treated with other antidepressants and women who were taking no medication 
(p = 0.991), so that, although the sample size is not enough to detect rare malforma-
tions, the study results suggest that duloxetine does not appear to increase the base-
line risk of major malformations [43].

More recently, a record-linkage study done by Eli Lilly and Company concludes 
that there is a slightly higher but not significantly proportion of abnormal pregnancy 
outcomes in those women taking duloxetine during pregnancy but probably due to 
a bias towards reporting abnormal versus normal outcomes. There is also a higher 
prevalence of risk factors for abnormal pregnancy outcomes, including smoking and 
alcohol use, in depressed women than in general population [44]. Indeed, in this 
study, more women with abnormal pregnancy outcomes had a history of using con-
comitant medications with positive evidence of human foetal risk (benzodiazepines, 
non-steroidal anti-inflammatory drugs, anticonvulsants and angiotensin-converting 
enzyme inhibitors). In summary, the frequency of abnormal outcomes reported in 
duloxetine pregnancy cases is generally consistent with the rates in general 
population.

The limited information available in the literature about mirtazapine use during 
pregnancy suggests that there is no evidence that this drug increases the risk of 
major foetal malformations [45]. In general, mirtazapine is more likely to cause 
weight gain or increased appetite, so these effects will be appropriate in those 
depressed women with severe loss of weight or appetite. Mirtazapine is some-
times used in combination with SSRI drugs for treatment of major depression or 
panic disorders including symptoms of severe nausea, insomnia and decreased 
appetite [46].

There are few studies regarding the use of venlafaxine during pregnancy. Perhaps 
the study that includes a larger sample is the one carried out by Olen et al. [47], 
which analysed a cohort of women exposed to venlafaxine from the month before 
conception and at least during the first 3 months of pregnancy. The study finds that 
perinatal exposure to venlafaxine might be related to with certain birth defects, 
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principally anencephaly, cleft palate and some heart defects; however the study has 
the limitation of small sample size of exposed pregnant women. In a previous study, 
comparing exposure to venlafaxine with SSRIs, they found not increased risk of 
birth defects overall or for cardiovascular defects in particular, but the study included 
a small number of women [48]. Further studies are needed to confirm or not these 
results.

A review of 29 studies concludes that venlafaxine seems to be a secure drug dur-
ing pregnancy. We have few data about the security of venlafaxine and duloxetine 
during breastfeeding so more studies are warranted [49].

22.4.1.3  Bupropion
Overall, 10–20% of pregnant women smoke, being a great public health prob-
lem. Smoking cessation drugs such as nicotine replacement therapy (NRT), var-
enicline and bupropion are affective for pregnant women [50], but, to date, they 
are not recommended as a first option, because their efficacy and safety have not 
been yet established. In the meta-analysis done by Myung et al., assessing NRT 
and bupropion, only one of the included studies used bupropion [51]; thus, fur-
ther studies are warranted to explore this issue. There is insufficient evidence to 
determine if NRT is effective and safe or not when used for smoking cessation in 
pregnancy [50]. In a more recent review article of the Cochrane Database, Hajek 
et  al. include six studies using bupropion in pregnant women trying to quit 
tobacco consumption, and they found no significant effect (RR 1.15, 95% CI 
0.98–1.35) [52].

Besides failing to show efficacy in smoking cessation, use of bupropion in the 
first trimester of pregnancy has been associated with an increased incidence of car-
diac malformations [53].

In summary, if we have a pregnant woman who smokes, she should try to leave 
the habit through psychological techniques, and if pharmacological interventions 
are the unique alternative it seems appropriate to use NRT.

22.4.1.4  Norepinephrine Reuptake Inhibitors (NRIs)
We have found practically no published information about the use of reboxetine 
during pregnancy.

22.4.1.5  Agomelatine
Due to the good tolerability and low incidence of side effects with agomelatine, we 
suppose that this drug could be an alternative to consider in the treatment of perina-
tal depression, but in fact there is still no evidence about it.

22.4.1.6  Tricyclic Antidepressants (TCAs)
There are published two case-control studies not founding an increased risk of 
major congenital malformations or developmental delay after the use of TCAs dur-
ing pregnancy [54, 55].
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22.4.1.7  Monoamine Oxidase Inhibitors (MAOIs)
It is not suitable to use MAOIs during pregnancy because of the risk of hypertensive 
crisis, requirement for dietary restrictions, etc. It has also been described an 
increased risk of malformations after the use of tranylcypromine in a small sample 
of patients. For other MAOIs information is scarce or non-existent.

22.4.1.8  Teratogenicity of Antidepressant Drugs
The classification of the drugs in terms of their teratogenicity may vary depending 
on the system used (FAS, FDA, ADEC) which could lead to confusion. The classi-
fication by letters should not be taken as a risk scale but as a guide in the person-
alised recommendation at each moment.

Most antidepressant medications are classified in the letters C and D. But at no 
time should we think that the risk is the same within the same group as factors such 
as drug doses depend. The associated risk is also not the same, ranging from a tera-
togenic malformation to a delay in foetal growth or a postnatal risk. In any case, the 
selection of the appropriate medication must be personalised, appropriate to the 
clinical situation of the patient and always assessing the benefit/risk balance of the 
drug and of the untreated disease. It would be interesting to consider all fertile 
women, who require antidepressant treatment, as a potential pregnant or lactating 
mother to select the most appropriate drugs. We should select drugs of which more 
experience and data are available so that it is not necessary to change treatment if 
given the situation. In clinical records, information could be collected regarding the 
desire to be a mother and a consensus on a treatment programme with the patient 
and the family [56].

According to the FDA classification, we present in Table 22.2 the teratogenic 
risk of commonly used antidepressants.

22.4.2  Electroconvulsive Therapy

Despite a demonstrated efficacy, ECT still remains a controversial treatment in psy-
chiatry, even more during the pregnancy, when associated risk may be higher [57]. 
Nonetheless, ECT has a role in the more severe cases of depression during preg-
nancy. Mainly during the beginning of pregnancy, ECT is indicated when there is a 
poor nutritional intake, a high risk of suicide, a high level of tormenting thoughts, a 
history of poor response to drug treatment or a history of good response to ECT. The 
most common reason to use ECT during the third trimester used to be a patient who 
has not responded to other treatments. These reasons and the potential teratogenic 
effects of drugs increase the attractiveness of ECT use in pregnant depressed 
women, both unipolar and bipolar depression and mixed states.

ECT is safe during all the pregnancy, although it must to be carried out in a hos-
pital to manage possible emergencies. Several early reviews reported no increase in 
risk of labour complications after the use of ECT [58]. The Collaborative Perinatal 
Project did not find an excess of malformations in newborns who’s mothers were 
treated with ECT during the procedure [59].
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Table 22.2 Teratogen risk 
according to the 
categorisation of the FDA

Chemical name FDA classification
Amitriptyline D
Bupropion B
Citalopram C
Clomipramine C
Doxepin C
Duloxetine C
Escitalopram C
Fluoxetine C
Fluvoxamine C
Imipramine D
Maprotiline B
Mirtazapine C
Paroxetine D
Sertraline C
Trazodone C
Trimipramine C
Venlafaxine C

B:  Reproduction studies in animals indicate no risk to the foetus, 
but there are no controlled studies in pregnant women; or 
reproductive studies with animals have shown adverse effects 
(other than decrease in fertility) that are not confirmed in con-
trolled studies in pregnant women in the first trimester (and 
there is no obvious risk in later trimesters)

C:  Studies in animals have revealed adverse effects on the foetus 
(teratogenic in the embryo or other) but no controlled studies 
in women; or there are not studies available neither in women 
nor animals. Drugs should be given if the potential benefit 
justifies the potential risk to the foetus

D:  There is positive evidence of human foetal risk but is 
accepted for use in pregnant women despite the risk (e.g. if 
the drug is needed for a life-threatening situation or for a 
serious disease which cannot be prescribed drugs safer or 
they are ineffective)

Summarising ECT may be a safe treatment during the first trimester of preg-
nancy. In the second and third trimester, ECT is recommended when medications do 
not control the illness or when a history of good response to ECT in a previous 
episode exists.

22.4.3  Psychotherapy Interventions

Despite the apparent risks of medical interventions, the literature on the effectiveness 
of talking therapy-based interventions for antenatal depression remains limited. On 
the one hand, cognitive behavioural therapy has been validated for depression but 
without specific evidence on efficacy for pregnant women. On the other hand, it has 
been shown that interpersonal psychotherapy facilitates the reduction of depressive 
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symptoms in these women [60], probably because of the emphasis given by this 
model to changing roles, the transition among states and the acquisition of new skills 
through life.

A recent study [61] carried out an experience group with women (some pregnant 
and others in their postpartum period) trying to give them space to express their 
thoughts and feelings about motherhood. Expectations, moods and feelings about 
their daily lives were explored. Likewise, the opportunity was offered to build a 
vision of pregnancy in which they included their own needs. These authors allowed 
women to claim their life, maternity and health goals. The results confirmed that the 
intervention improved symptoms of low mood of the participants in all cases, espe-
cially pregnant women.

A review by Mohapatra et al. suggests that an integral part of preventing and 
treating depression during pregnancy is a preconception screening for depression 
assessing mood and family history [62]. They propose that while education around 
this often taboo subject is vitally important, preconception screening is somewhat 
impractical in terms of unplanned pregnancy and for individuals from a low socio- 
economic status or who already have a psychiatric diagnosis and avoid treatment.

Other psychotherapeutic treatment options include mindfulness-based cogni-
tive therapy (MBCT) and physical therapy approaches such as prenatal yoga. The 
argument for MBCT for the prevention of depressive relapse or reoccurrence is 
widely clinically accepted as beneficial for women who have previously suffered 
from depression as it is based around the teaching of skills such as the practice of 
mindfulness meditation and cognitive behavioural therapy, with the aim of reduc-
ing the risk of depression during this important phase of a woman’s life [63]. A 
study by Battle et al. carried out in 2015 has suggested prenatal yoga as a viable 
option in addressing antenatal depression, one that may have advantages in terms 
of greater acceptability than standard depression treatments [64]. The study showed 
significant reduction in depressive symptoms in the participants throughout the 
10-week study. However, something to consider is whether the benefits were a 
product merely of the physical activity and meditation included in yoga or whether 
having a community of women in a similar position in a safe space where there 
were no judgements or stigma around depression elevated some of the symptom 
reductions. That being considered, it makes an even greater case for more educa-
tion around the subject of depression during pregnancy and the importance of cre-
ating communities in which it can be treated not only pharmacologically but 
socially.

22.5  Clinical Approach to Major Depression  
During Pregnancy

The initial step would involve treating all women of childbearing age and or pregnant 
or if it were to be. When we think about treating a woman of childbearing age with 
major depression, the treatment will be administered over a long period of time, so we 
should question the patient about her plans for future pregnancy, to be taken into 
account from the beginning.
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Treatment options should include the depressive history of the patient. So, 
patients in treatment without symptoms during the last year, and a not severe history 
of depressive episodes, could be candidates to stop medication (obviously in a grad-
ual manner) some months before getting pregnant. They should be monitored often 
to detect or prevent a relapse. Women with suicidal behaviour or severe episodes 
would not leave the treatment.

If depression occurs during pregnancy, its intensity will determine the treatment. 
If the depression is mild, we could try non-pharmacological treatments such as psy-
chotherapy. But if the depression presents itself with insomnia or suicidal risk is not 
even mild, therefore pharmacological treatment will be indicated.

In order to choose an antidepressant, it must be taken into account the previous 
history of drug response in this patient and if breastfeeding is included in her plans. 
Actually the most used ones are the SSRIs, specifically fluoxetine, because it is the 
drug for which there exists more evidence of use. But fluoxetine is not the drug of 
choice if the mother is going to use breastfeeding. In this case, sertraline has a 
favourable profile in pregnancy and is safe during breastfeeding. Citalopram has 
been more studied during pregnancy than sertraline, but it crosses the BBB in a 
more extent way; therefore, it is considered as a second option or a first one if there 
is a history of good response to citalopram.

TCAs are also a safe option, but due to their side effects, they are considered as 
a second-line alternative, in case of non-response to the ones aforementioned.

ECT is a safe and effective alternative, and according to APA [65], it can be used 
in the primary treatment of depression during the first 3 months of pregnancy. As 
ECT can promote uterine contractions, proper coordination with obstetrics is 
essential.

22.6  Fatherhood and Pregnancy

Traditionally, especially in patriarchal societies, it has been believed that the father’s 
role during pregnancy, childbirth and early childhood is less important than wom-
en’s, because the emphasis falls on the mother-child binomial [66]. Directly or indi-
rectly, men have been excluded from the sexual and reproductive health for a long 
time and, in particular, from pregnancy and birth [67]. Their role has been limited to 
the protection and providing help [68]. Although today it is still common for health 
systems and social circles that the woman places the father in a secondary role, in 
industrialised societies this attitude is changing, and fathers have begun to be 
increasingly involved in these processes. The maternity/paternity project is almost 
always a consensus decision made by both members of the couple. The active 
involvement of men in the reproductive aspects of their partners fosters a needed 
change in gender conceptions.

Fatherhood is also a fundamental part of men’s identity. Social role studies 
described how fatherhood can be the point at which they achieve maturity by acquir-
ing a ‘public identity’ as a representative of a family group. It operates as a structuring 
element of duty in their life cycle [69]. However, the practice of fatherhood is pre-
sented as a right or a free choice and not as an imposition as in case of maternity [70].
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Man lives the gestation process from another perspective. Although involved in 
their partner’s pregnancy, they sometimes have difficulties in imagining the future 
baby as a real human being. Many men can feel confused and ambivalent about what 
is expected of them during pregnancy. Although feeling happy in their general con-
sciousness, it is also common that they will experience fear anxiety about the future 
simultaneously to this. It have been reported common concerns involving what is to 
be a father, how they have to behave and whether they could provide for their child 
and family [66]. The demands of responsibility, protection and control defined in 
their role can confront the father with their self-perceived capacity to occupy that 
‘socially relevant’ place. In addition to that, data suggest that first-time fathers show 
higher levels of anxiety and depression between the fourth and eighth month com-
pared to men with previous experience [71].

At the end of pregnancy, most of the attention is directed to the pregnant mother 
but after birth the attention is mainly focused on the baby. Relatives look after the 
mother, while nobody shows an explicit concern for the father [66]. How many 
times people ask for him? How many people are interested in their preparation for 
parenthood? It could be necessary to think about how they can experience it and 
how, from a ‘less important’ position, they may have felt during the 9 months in 
which it is expected the arrival of a son/daughter.

22.7  Fatherhood Depression During Pregnancy

Recently, due to the sociocultural changes in the conceptualisation of paternity, fathers 
have been included in the studies on pregnancy and depression. The results suggest 
that fathers with depressive tendencies suffer more symptoms of depression and anxi-
ety during pregnancy than parents without those traits. It was also noted that these 
symptoms do not differ from the symptoms of depression and anxiety during preg-
nancy identified in depressed mothers [72]. However, the rates of parental depression 
for fathers tended to be lower than for the mothers during pregnancy which is perhaps 
a result of hormonal influences together with cultural factors already described in this 
chapter. With regard to men, the higher peak of distress seems to be around the second 
term of pregnancy (18%), decreasing steadily after birth [73].

Another study found an interaction between depressive symptoms of the father 
and the mother [74]. It was observed that the presence of depressive symptoms in 
the father directly affects the mental health of the mother, increasing her risk of 
depression. Therefore, identifying and treating fathers who suffer from depression 
in the prenatal period must be a priority in order to increase their psychological 
wellbeing and to prevent the negative influence that they may have on the mood of 
the prenatal mother and the unborn child [75].

The active participation in the gestational process has a favourable impact in the 
construction of fatherhood and generates a healthy emotional environment for him 
and his partner [67]. The WHO conducted in 2007 [76] a compilation of several 
group interventions made with fathers in the field of health which specifically aims 
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was to prevent gender inequality. These group experiences tried to train men in 
sexual and reproductive health, as well as transform the role of men in relation to 
paternity.

Finally, we will talk about the couvade syndrome. Currently, this term is used in 
psychiatry to describe psychosomatic manifestations in men during their partner’s 
pregnancy or during the postpartum period. Sometimes, they have common preg-
nancy symptoms such as weight gain, morning nauseas, fatigue, and mood distur-
bances. They reproduce expected symptoms of a pregnant woman. Not many studies 
make reference to this syndrome, but it has described a wide range in its prevalence 
(13–97%). Therefore, it may be more useful to think that almost all parents manifest 
any symptoms but not the syndrome per se which would imply that we are in front 
of a dimensional phenomenon [66]. Although no one knows for sure what its causes 
are, it have been proposed different theories: some authors suggest that the father 
envies the protagonist role of the woman during pregnancy; others propose that it 
occurs an identification the mother in a emphatical way and others consider that the 
anxiety of the father is the origin of these unusual symptoms.

In any case, this phenomenology is interesting from the point of view of this 
chapter. The need to understand these events leads us beyond the purely biological 
aspects (which is what it has been used to justify the psychopathological distur-
bances of women), reinforcing the idea that pregnancy, for both man and woman, is 
much more than the process of creating a new life.

22.8  Conclusion

Pregnancy, apart from being a physiological process, means breaking into the place 
that is given to the mother and the father: a new individual, family and social 
reality.

Despite the cultural changes in the last decades, even today, the attributions 
associated with each sex in the conception of maternity and paternity are still 
alive in the social mind. However, the psychiatric epistemology forgets how men 
and especially how contemporary women face and manage those representations 
that have incorporated themselves and the effects they can have on their mental 
health.

Despite the evidence, the reality is that health policies give to the biological 
issues the main point of the different situations and maternal attitudes during preg-
nancy. Research and knowledge of mental health assume that social elements such 
as violence, poverty and lack of support are risk factors of psychopathology in preg-
nant women. However, there are not both treatment and prevention interventions 
focused on them.

We should consider the emotional connotations of what it means to be a mother 
and father in the societies with strong patriarchal legacy. This situation could include 
in the practical clinical different issues (previously neglected) in the understanding 
of gestational mental health.
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Abstract
Postpartum depression, now named perinatal depression (PND) by the DSM-5, 
is the most common psychopathologic disorder in postnatal period reaching 15% 
of incidence. It represents a considerable problem to the health and well-being of 
women, newborn, and their families. In the last few years, this disorder has been 
considered a public health problem.

It involves the development of a major depressive episode whose onset can 
occur during pregnancy or within 4  weeks after giving birth and depressive 
symptoms must be present for at least 2 weeks. But in the clinical practice, it’s 
considered that postpartum depression can also onset from pregnancy to 
3–6 months postpartum (Wisner et al. 2002), although it is more common in the 
postpartum.

Several pathogenic mechanisms have been identified as related with the 
pathogenesis of PND, like social, psychological, and biological factors. However, 
etiology remains unclear. It is important to educate both professionals and moth-
ers about the risk factors for an early detection to prevent developing a depres-
sion, since there are still many cases of postnatal depression that are not detected 
in clinical practice. This can lead to deleterious consequences for the mother and 
for the baby because it can delay the physical, social, and cognitive development 
of the baby.
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The treatment of depressed women in the peripartum period is a high priority 
issue because of the potential positive effects not just for the mother but also for 
the child. It may contemplate both psychological and psychopharmacological 
approaches with special considerations about using drugs in pregnant/breast-
feeding women.

23.1  Introduction

Even though women have the same prevalence of psychiatric disorders as men in 
most of the countries, there are some differences on psychiatric diagnosis made by 
sex. Epidemiologic studies show rates twice as high on depressive and anxiety 
disorders on women more than men. Biology explains some differences on diagno-
sis, but mental illnesses are influenced both by biological and psychosocial 
factors.

The rates of depressive disorders increase on women during maternity. This is a 
very stressful period because of the physical, emotional, and role changes they 
experiment, for example, the breastfeeding period, transformation on the couple 
relationship, and the familiar structure [1, 2].

Perinatal depression (PND) has negative outcomes in the mother, in her partner, 
and in the newborn, so early detection and treatment nowadays must be a priority 
for public health.

23.2  Depressive Disorders in the Perinatal Period

The most common psychopathologic disorders during pregnancy and postnatal 
period are mood and anxiety disorders. There are different forms of depression, 
from minor and temporary episodes of sadness to more severe and persistent ones.

On the one hand, there is gestational depression that is suffered by 14–23% of the 
pregnant women [3, 4], from which 3% to 5% are severe cases that if they don’t 
receive any treatment can get worse after delivery [5]. For women with a history of 
major depression, the risk of relapse during pregnancy is high, especially if the 
pharmacological treatment has been ceased [6, 7].

Postpartum dysphoria occurs in about 50% of births [8]; it is a transitory mild 
condition, which remits naturally and usually does not require treatment. It appears 
in the first hours after childbirth and can last for a few weeks. If this dysphoria lasts 
for more than 2 weeks, and if there is a history of recurrent depressive episodes, it 
would require an evaluation to rule out the development of a more severe mood 
disorder.

Postpartum depression, in which we will focus in this chapter, affects around 
15% of mothers and can appear in the first few weeks and even in the year after 
childbirth. Medical, psychological and pharmacological interventions are required 
focusing on preserve the ability of the mother to care for her child.
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Postpartum psychosis is a severe disease with an incidence of 0.1–0.2% [9] that 
may appear in the first weeks after birth and has an abrupt start and evolves fast. The 
characteristic symptoms are depressed or exalted mood, behavioral maladjustment, 
emotional liability, delusions, and hallucinations. Medical, psychological, and phar-
macological interventions are important to avoid its evolvement into a major psy-
chiatric disorder.

23.3  Symptoms and Prevalence

In 2013 the American Psychiatric Association changed the name of this condition to 
peripartum depression in the Diagnostic and Statistical Manual of Mental Disorders, 
fifth edition (DSM-5). That involves the development of a major depressive episode 
whose onset can occur during pregnancy or within 4 weeks after giving birth [10], 
and as in other major depressive episodes, depressive symptoms must be present for 
at least 2 weeks. But in the clinical practice, it’s considered that the postpartum 
depression can also onset from pregnancy to 3–6  months postpartum [11, 12], 
although it is more common in the postpartum.

The clinical symptomatology is characterized by sadness, anhedonia, tearful-
ness, fatigue, and anxiety. Also it might appear eating and sleep disorders, loss of 
energy, and feelings of guilt commonly associated with the care of upbringing a 
child. These symptoms are also observed in the ordinary postpartum that makes 
diagnosis more difficult so it is recommended to explore more specific symptoms 
such as impaired concentration, thoughts of death, or self- or hetero-aggressiveness 
toward the newborn. Postnatal depression must be carefully distinguished from both 
normal and other postpartum psychiatric disorders common in this period, among 
which postpartum dysphoria and puerperal psychosis deserve social attention.

PND occurs between 15% and 20% of all women in childbearing age per year, 
resulting in approximately 600,000 to 800,000 cases and is one of the most common 
postpartum complications [13, 14].

However, the prevalence is highly variable, some studies located from zero to 
almost 60% [15], and also the rates vary between countries and within them [16].

23.4  Screening

PND can be effectively treated and prevented [17], but there are still many cases 
continuing undetected in clinical practice [18, 19]. There are several tools for detect-
ing depression, but few studies have evaluated its use in the postpartum period. One 
of the most commonly used in the scientific literature has been the Edinburgh 
Postnatal Depression Scale (EPDS) [20], a 10-item self-report scale to detect 
depressive symptoms in women who have just given birth, and takes into account 
the severity of symptoms that have been present in the previous 7 days. It has been 
translated into several languages and has been used both in clinical practice and in 
epidemiological studies [21, 22]. It has demonstrated its validity and reliability in 
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several studies and has been recommended as a screening tool indicating the pos-
sible presence of depression in women after birth [23] but not as a diagnostic tool. 
The diagnosis of PND is done by detailed exploration of signs and symptoms in the 
context of the clinical interview as PPD must be distinguished both from normal 
puerperium and from other common psychiatric disorders in this period as the post-
partum psychosis and postpartum dysphoria [24–26].

23.5  Etiology and Risk Factors

Although there are multiple studies about the etiology of perinatal depression 
(PND), it still remains unclear. There have been described several factors that can 
contribute to the development of PND like biological, social, and psychological fac-
tors whose likely contribute to varying degrees.

23.5.1  Biological Factors

23.5.1.1  Hormonal Changes
During pregnancy and postpartum periods, women experience hormonal variations 
which are aimed to prepare the organism for both childbirth and breastfeeding. The 
peripartum period is considered the time of the greatest risk for women to develop 
major depression, and hormonal fluctuations are believed to play an important role 
in the establishment of depressive symptoms [27].

This change involves variation in hormones such as estrogens, progesterone, tes-
tosterone, cortisol, and corticotrophin-releasing hormone, which increases during 
the 40 weeks of pregnancy and decreases drastically during the childbirth [27–29]. 
Several research works indicate that those hormonal changes can cause depression 
in a subgroup of vulnerable women. However, the origin of this sensitiveness has 
not been clarified yet [30, 31].

Gonadal Steroids
The relationship between changes in progesterone-estradiol levels in perinatal 
period and the development of PND has been described often. Estrogen levels rise 
shortly before parturition and then drop dramatically after birth with the expulsion 
of the placenta. This sudden drop in estradiol and progesterone is believed to predis-
pose vulnerable women to depression [27].

In more than 60% of the cases of women with PND antecedents, low production 
of these endogenous hormones has been linked with the emergence of depressive 
symptoms [32]. Some research works also corroborate that high-level estradiol 
treatments improve PND [33, 34].

On the other hand, there are studies that question the hypothesis of the hypoes-
trogenism, as some evidences show that some women suffering deep depression 
have higher estradiol serum concentrations than the mothers affected by PND in the 
early postpartum [35].
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Progesterone has been associated with postpartum dysphoria [36, 37]. However, 
in PND the evidences are not strong enough. Some researches state that the decrease 
of progesterone levels coincides with the highest peak of the depressive symptoms 
in the early postpartum. Other studies, on the contrary, show no change [38] or even 
an increase of the progesterone [39].

Finally, Lawrie et  al. carried out a randomized, double-blinded, placebo- 
controlled clinical trial that demonstrates that administration of progestogen in the 
early postpartum increases the risk of PND [40].

Hypothalamic–Pituitary–Adrenal (HPA) Axis
In addition to the fluctuations in gonadal hormones during pregnancy and postpar-
tum, HPA axis undergoes significant changes during these periods of time.

These three glands, namely, the hypothalamus, the pituitary, and the adrenal 
gland, operate in a synchronized way thanks to a feedback system linked with 
immunologic system.

There is evidence that ACTH, CRH, and corticosterone-binding globulin (CBG) 
levels are altered during pregnancy and postpartum. Also, cortisol levels rise during 
pregnancy, reach a peak before birth, and drop after birth in rats and humans [41]. 
Many studies show further differences in alterations of the HPA hormones and their 
regulation in depressed mothers compared to non-depressed ones, for example, 
higher ACTH levels and disrupted HPA postpartum reactivity in depressed women 
or altered diurnal HPA rhythm.

The alterations of the HPA axis that have been observed in depression and during 
the pregnancy and childbirth are similar. Depressed patients also show abnormal 
HPA axis function such as hypersecretion of cortisol and abnormal diurnal secretion 
of cortisol which increases both in plasma and in urine [30]. Nevertheless, not every 
study finds link between increased cortisol levels and depression, which suggests a 
complex relationship between them [27].

Considering these changes in the HPA axis during pregnancy and postpartum, 
several of them common with alterations are found in depressed patients; it is con-
ceivable that these mechanisms could be related with the increased risk of PND in 
vulnerable women [27].

A different origin and evolution of the depression during the pregnancy and in 
PND have been pointed out. Thus, normally in PND the HPA axis reduces its activ-
ity [42], while in the depression suffered during pregnancy, there is hyperactivity.

Some studies demonstrate how women with PND have a reduced response 
capacity of the HPA axis compared to the controls [43, 44].

Oxytocin Changes
Oxytocin (OT) has been linked with the childbirth and the breastfeeding period 
[45], being suggested that it has a positive effect in the mood [46]. It also has been 
highlighted oxytocin’s role in the mother-child attachment and social-cognitive pro-
cesses [47]. The relationship between OT levels and the presence of depressive 
symptoms or depressive disorder has been studied several times. Lower plasma OT 
levels in the third trimester of pregnancy predict postpartum depressive symptoms, 
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and breastfeeding mothers with depressive symptoms present lower levels of OT 
during infant feeding.

Thyroid Hormones
A subgroup of PND is found in thyroid dysfunction. Up to 7% of the new mothers 
experiences alterations in the thyroid system during and after childbirth compared 
to the 3–4% of the general population [48].

There is a well-described link between the postpartum rebound of TPO-ab titers 
and clinical thyroid dysfunction. Women with positive TPO-ab status during preg-
nancy, first-onset postpartum depression may be related to a transient hypothyroid 
phase of postpartum thyroid dysfunction. Furthermore, having positive TPO-ab sta-
tus postpartum has been described as predictive for an increase in depressive symp-
tomatology postpartum, regardless of the presence of thyroid dysfunction. An 
explanation for this phenomenon could be that immune activation postpartum could 
increase the risk of presenting depression instead of clinical thyroid dysfunction.

A recent study [49] supports that there seems to be a subgroup of women (espe-
cially during the first 4 months of pregnancy) in whom dysfunctional thyroid auto-
immunity (increased TPO-ab titer) is associated with an increased risk for 
self-reported first-onset depression.

23.5.1.2  Immunological Factors
There have been described also several changes in immune functioning across the 
peripartum. The activation of the inflammatory response system can be involved in 
the pathophysiology of PND [50]. This hypothesis states that external stressors, 
such as psychosocial factors, and internal stressors, such as organic inflammatory 
conditions that occur during the postpartum period, can trigger depression through 
the inflammatory processes [51, 52].

Recently it has been identified pro-inflammatory changes at the third trimester of 
pregnancy which could indicate the presence of an innate immune activation in 
women with higher levels of depressive symptoms compared with non-depressed 
group [53].

Also, regulatory T-cell count seems to predict PND, and most studies found an 
association between cytokines and PND:

 – The serotonergic system has a fundamental role in the mood disorders and in the 
PND treatment. The use of selective serotonin reuptake inhibitors (SSRIs) has 
shown not only to be effective in PND but also to be well tolerated by the moth-
ers. However, this treatment has not demonstrated to be well above than other 
treatments [54].

 – Epigenetics, genetics, and stress-environment interaction, including the interac-
tions in the early development of the own mother, are factors that have influenced 
in the propensity for developing PND [55].

A long-term monitoring of the children whose mothers suffered PND shows that 
they have a tendency four times higher to be depressed than the rest of the 
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population [56]. This fact suggests an intergenerational transference that increases 
the propensity for depression and PND in the descendants. Apparently, multiple 
genes take an important role in this vulnerability, but not many studies have 
researched this subject [57, 58].

Depressive symptoms occurring during the early postpartum period appear to be 
more closely related to genetic factors than depressive symptoms that occur later in 
pregnancy.

The influence of genetic factors becomes more consistent when methodological 
variations of the studies are considered, such as the assessment period, interactions 
with environmental factors, and the tool used to detect depressive symptoms. 
Polymorphisms of the serotonin transporter (5-HTTPLR) were the most frequently 
studied genetic factors in peripartum depression. In the pregnancy period, few stud-
ies found positive results with 5- HTTPLR polymorphisms. On the other hand, 
MAOA- and COMT-related genes at the sixth week postpartum were related to 
PND [59–62].

23.5.1.3  Obstetrical Complications
Presence of obstetrical complications during pregnancy and partum has been asso-
ciated with an increased risk of PND. Factors associated were hyperemesis gravi-
darum [IRR 2.69, 95% confidence interval (CI) 1.93–3.73], gestational hypertension 
(IRR 1.84, 95% CI 1.33–2.55), preeclampsia (IRR 1.45, 95% CI 1.14–1.84), and 
cesarean section (C-section) (IRR 1.32, 95% CI 1.13–1.53) [63].

On the other hand, a recent study has shown that women who requested an elec-
tive cesarean section had higher antepartum depression and anxiety levels than 
women who had planned to deliver vaginally. If the request for ECS was granted, 
their antepartum depression and anxiety levels did not decline, but postpartum 
depression levels reverted to normal [64–69].

Finally, preterm delivery has been associated with an overall risk for PND [70].

23.5.2  Psychological Factors

There are multiple psychological factors that can contribute to increase the risk of 
PND. Having history of previous psychiatric illness is one of the most studied. The risk 
of PND has been described 20 times higher for women with a depression history. This 
relationship has been described stronger in advanced maternal age (>35 years) [70].

Women with a history of depression are particularly vulnerable to depression in 
the postpartum period, and antenatal depression has been described also as a 
strongly risk factor for postnatal depression [71, 72]. Bipolar disorder type II may 
confer a remarkable risk for PND, which may be even higher than that of women 
affected by type I [73].

In addition, maternal depression history has also been associated with a modify-
ing effect on PND risk factors [70].

Adverse childhood experiences may also increase risk of perinatal psychiatric 
episodes including PND with an observed dose–response effect [74, 75].
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23.5.3  Sociodemographic Factors

Sociodemographic factors associated with the onset of PND are multiple, and some 
of them have shown complex relationship with depressive symptoms in the perina-
tal period. Age, race, education, and type of medical insurance marital status have 
been well associated with the onset of perinatal depression [76–78].

The difference in onset based on race has shown a higher proportion of 
Caucasians.

Maternal age in terms of being adolescent mother is one of the main sociodemo-
graphic factors, which increases the risk of PND (OR = 3.14). Moreover, the aver-
age age of the mother is described to be higher among mothers with onset during the 
postpartum period compared to those with an onset during the prepregnancy or 
prenatal periods. Considering age and history of depression, those young mothers 
with no history of depression have an increased risk for PND, and those mothers 
with a depression history have increased risk with advanced maternal age [70].

Other sociodemographic factors related to peripartum depression include fear of 
childbirth (odds ratio [OR] = 3.8), tobacco use (OR = 3.25), single status (not mar-
ried or living with a partner; OR = 2.86), lower socioeconomic status (OR = 2.59), 
age of 40 years or older (OR = 1.41), domestic violence (OR = 3.1), maternal anxi-
ety (OR = 2.7), and unintended pregnancy (OR = 1.41) [79, 80]. Also, primiparity, 
stressful life events during pregnancy, and conflicts with relatives over child care 
have been related with PND [72, 81].

23.5.4  Child-Related Factors

Regarding child-related factors, health problems of child, dissatisfaction with 
child’s gender, birth defects in child, and stress with child care have been all associ-
ated with PPD [81].

Feeding behaviors also seemed to be associated in terms of problems and mater-
nal depressed mood in the very early postpartum weeks.

Also, infant sleep pattern in terms of infant sleep bouts at 6 weeks have been 
related with more depressed symptoms in mothers [82–84].

23.5.5  Other Factors

 – Diabetes mellitus. Presence of DM has been associated with an increased risk of 
PND. Moreover, for those with a history of depression, diabetes adds an addi-
tional 1.5-fold increased risk for PND. Moreover, gestational diabetes has been 
strongly associated with increased risk for PND in women regardless of their 
depression history, while pregestational (type 1 or type 2) diabetes represented 
an increased risk only in those women with a history of depression [70].

 – Retinoid toxicity. An association between the presence of PND and retinoid tox-
icity has been studied. Vitamin A accumulates in the breast, brain, and liver to 
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potentially toxic concentrations in the third trimester. Increased levels of vitamin 
A may impair the mobilization and secretion of retinol-binding protein (RBP), 
which may cause PND by increasing the levels of circulating retinoic acids and 
retinyl esters. RBP levels are mentioned as possible predictors of PND during 
periods in late pregnancy and the first week after delivery [85].

In conclusion, there are multiple variables that contribute to the etiology of 
PND.  All women are prone to develop depression around childbirth. However, 
those who have certain risk factors have a significantly increased probability of 
experiencing the illness.

23.6  Effects of Illness

Postpartum depression has not only deleterious consequences for the mother but 
also for the baby and can delay the physical, social, and cognitive development of 
the baby [2]. Therefore, it is very important to prevent this disease from the centers 
of women’s care with a multidisciplinary approach.

The interaction disturbances of depressed mothers and their infants appear to be 
universal, across different cultures and socioeconomic status groups. All mothers 
have in common that they show less sensitivity and responsibility to the infants [86].

Maternal depression can negatively impact on children [87–89]. The deleterious 
effect of maternal depression has been probed for different cognitive functions [90], 
verbal abilities [91], or children’s abilities to regulate their own emotions and 
behaviors [92]. Parenting could often be influenced by the effects of maternal 
depression, since mothers may exhibit decreased sensitivity in interactions with 
children and the lack of response to the actions of child [93, 94].

Maternal depression is not the only factor that affects children development; 
contextual risks also can negatively impact children’s cognitive functioning, includ-
ing executive functions such as attention [95], inhibitory control [96], IQ [97], and 
language development [98].

The possible impact risks in the context of children’s cognitive functioning may 
be higher in parents with a lower educational level and fewer resources to encourage 
them cognitively [99].

The interpersonal stress of depressed mothers can negatively affect the well- 
being of adolescents [100, 101] and children [102].

Consider that early in the life course, the mother constitutes the primary social 
environment for the child [103].

It is important to highlight the importance that the immediate social environment 
has in the baby and his experiences; it may be considerable the effect of both mater-
nal depression and contextual risks would have on the children [100].

But postpartum depression has also important consequences in the mother. At 
this important moment of her life, she is supposed to meet certain expectations, and 
discomfort caused by not being able to do it is added to the discomfort of 
depression.
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23.6.1  Effects on the Mother

Depression after childbirth affects the woman’s feelings about herself and her inter-
personal relationships. It is remarkable in the mother-baby relationship, the couple 
relationship, and relationships with older children and the wider family influenced 
by the depression of the mother. It is important to note that women with postnatal 
depression have an increased risk of future depressive episodes. In the postnatal 
period, an additional challenge for the mother is coping with depression at a time 
when there is a strong societal expectation that motherhood will be joyful and 
rewarding [104, 105]. Thus, we do not have to forget that social expectations about 
motherhood can increase women’s reluctance to disclose negative feelings.

23.6.2  Effects of Depression on the Child

There are many factors that contribute to healthy development of the child, but devel-
opment can also be disrupted by many factors. Early relationships are central in pro-
moting healthy social and emotional child development [106]. Having a depressed 
mother has an impact on cognitive development of the children, including language 
development and intelligence. All this varies in the child’s gender, different social fac-
tors, and the timing and course of the mother’s depression [107, 108]. It is obvious to 
think that mother’s ability to regulate her baby’s state plays an important role in help-
ing children develop strategies for managing their feelings and emotions [87, 109].

Some studies showed that mothers with postnatal depression display more nega-
tive behaviors toward their babies and their babies are less positive than babies of 
non-depressed mothers [82].

23.7  Treatment

Treating peripartum depression is positive not just for the mother (it affects wom-
en’s wellness, quality of life, and general functioning) but also for the child, since 
long-term cognitive effects in the kid can be reverted if the mother is correctly 
treated [110].

The biggest problem is the delay, which depends on the detection, the treatment 
proposal, and the compliance. There are several barriers against this fact: lack of 
information about perinatal diseases, attribution of symptoms to postpartum, reti-
cence to reveal emotional problems after childbirth, being afraid of being a “bad 
mother,” etc.

Classically, postpartum depression treatment is based on that of non-peripartum 
depression [111–113]. Psychotherapy or pharmacotherapy may be used alone or in 
combination. Because no modality has been shown to be superior to any other 
[114], some authors argue that the choice of therapy, pharmacologic and/or psycho-
therapeutic, for mild to moderate postpartum depression may be left to the patient 
[111, 115].
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When treating a perinatal depression, we should inform the patient (and her part-
ner or even family, whoever is going to support the patient during the disease, the 
pregnancy, and the postpartum) about the known risk of the illness in that context, 
treated or not.

Both the mother’s psychopathological and physical states and the fetus’ physical 
state must be monitored throughout gestation and postpartum, so psychiatric, gyne-
cologic, obstetric, and pediatric teams should be in constant communication.

23.7.1  Psychotherapy

Puerperal women may benefit from psychotherapy, as it focuses on the patient’s 
interpersonal relationships and changing roles [116]. Although pharmacological 
treatment is also an option, because of the relative paucity of information about the 
safety of antidepressant use during breastfeeding, many women may choose a non- 
pharmacological treatment to avoid exposing the baby to psychotropic medication.

Evidence suggests that to treat afterbirth depression, the most effective psycho-
logical treatments are cognitive-behavioral therapy (CBT) (where we can find the 
biggest bibliography), interpersonal therapy, nondirective support therapy or coun-
seling, and psychodynamic therapy [117].

During pregnancy, interpersonal therapy and cognitive-behavioral therapy have 
been studied with contradictory results. However, if we go to guidelines like NICE, 
both of them are recommended for these patients [117, 118].

The controversy the evidence brings is that for milder depression, being treated 
in primary care, the response to psychological interventions is big and persistent. 
On the other hand, the effect of psychological interventions for severe depression 
has been less studied.

Marriage counseling is warranted when marital conflicts are distressing and per-
haps contribute to depression in women.

23.8  Psychopharmacological Treatment

23.8.1  Psychopharmacology During Pregnancy

There are some general recommendations when treating a pregnant woman: It is 
important to discuss with the patient and her family the potential risks of the treat-
ment weighed against the risks of a mood disease (for her and for the baby), in order 
to decide on the best medication. Both the mother’s psychopathological and physi-
cal states and the fetus’ physical state must be monitored throughout gestation. The 
treatment should be with the minimum, but always effective, doses. We should try 
to avoid polytherapy, new drugs, and the use of medication during the first trimester 
to mitigate any teratogenic side effects.

Major adaptive physiologic changes occur in a woman’s gastrointestinal, cardio-
vascular, renal, and other systems during pregnancy. These changes greatly affect 
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the pharmacokinetic processes of drug absorption, distribution, metabolism, and 
excretion. The changes begin early and continue to fluctuate throughout the third 
trimester, resulting in about a 50% increase in plasma volume, increased body fat, 
and increased drug distribution volume, facts that we should take into account when 
treating a pregnant woman [118].

Patients with a mental disorder are in higher risk of adverse birth outcomes, 
regardless of causation [119]. Therefore, pregnancies, labors, and postpartum peri-
ods in these patients require a stronger surveillance. When labor arrives, these women 
should give birth in a hospital that has a psychiatry service. They must be monitored 
by the obstetric team, especially if taking medicines, because physiological changes 
may lead to maternal or neonatal toxicity. Anesthesia service should be advised too.

Psychopharmacological treatment includes antidepressants as first-choice treat-
ment. This medication is indicated for any woman with a peripartum depression, but 
especially if they are mild to severe (women who have difficulties caring for herself 
or even get to have thoughts of harming themselves or the baby) or persistent in time.

Besides antidepressants, a woman with postpartum depression may benefit from 
treatment with benzodiazepines to treat anxiety or agitation.

When there is no response to antidepressants or benzodiazepines, mood stabiliz-
ers, antipsychotics, or electroconvulsive therapy may be indicated.

23.8.2  Antidepressants

Exposition to antidepressants during pregnancy has been associated with several 
risks.

23.8.2.1  Teratogenesis
After the GlaxoSmithKline pregnancy registry showed an increased risk of cardio-
vascular malformations in 2005, there is a general warning about SSRI (specifically 
paroxetine). However, the rate of major birth defects in the general population is 
about 3%, which means that even if antidepressants increase it, in absolute terms the 
risk would still be very small. In addition, the literature on this subject is compli-
cated by studies’ characteristics: small samples, surveillance bias, lack of controls, 
etc. So, nowadays, the general consensus is that the risk of malformations, if it 
exists, is small for antidepressants in monotherapy [120].

About cardiovascular malformations, paroxetine seems to be associated with a 
small risk for general and cardiac malformations (septals specifically) and fluox-
etine with cardiac malformations [118].

Studies about bupropion have conflicting results [120]. Other antidepressants 
(venlafaxine, duloxetine, and mirtazapine) have not being associated with malfor-
mations [118].

23.8.2.2  Spontaneous Abortion
Bibliography shows a higher rate of spontaneous abortion when using SSRI or tri-
cyclic antidepressants. However, not treated depressed women also have higher 
abortion rates, similar to those with antidepressants [120].
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23.8.2.3  Preterm Birth and Birth Weight
Antidepressants have classically being associated with a higher preterm birth and 
lower birth weight. With the latest studies, this information is in doubt [120–122].

23.8.2.4  Poor Neonatal Adaptation Syndrome (PNAS)
It is still in doubt if it is due to withdrawal symptoms or to drug toxicity when using 
SSRI and SNRI (serotonin-norepinephrine reuptake inhibitor). Even if the defini-
tion is not very clear yet, this syndrome has been associated with respiratory dis-
tress, cyanosis, apnea, seizures, feeding difficulty, vomiting, temperature instability, 
hypoglycemia, hypotonia or hypertonia, tremor, jitteriness, hyperreflexia, irritabil-
ity, and constant crying [118, 120].

Even 30% of the children exposed to SSRI or SNRI during the third trimester of 
pregnancy suffer part of the described symptoms. It is usually mild, temporary, and 
not associated with lasting effects [118, 120].

23.8.2.5  Persistent Pulmonary Hypertension of the Newborn 
(PPHN)

The resistance of the pulmonary vasculature fails to decrease at birth, causing 
breathing difficulties that may lead to hypoxia. It has been associated with several 
factors, including exposition to SSRI before the 20th week of pregnancy [123]. 
However, more recent studies have not confirmed this association.

23.8.2.6  Postnatal Effects in Development
This subject has been poorly studied, but latest studies on the subject show that 
autism in the offspring may be associated with depression disorder on the mother 
more than with the treatment [121, 124, 125].

Attention-deficit/hyperactivity disorder has not been associated with the use of 
antidepressants during pregnancy [126].

23.8.3  Benzodiazepines

Benzodiazepines (BZDs) are the most used drugs for treating anxiety and insomnia 
symptoms and are also used as coadjuvants for mood disorders, agitation episodes, 
hyperemesis gravidarum, and eclampsia and in cases of risk of premature labor.

There is no evidence of major or cardiac malformations if using BZD during 
pregnancy, but there is an association with minor malformations: cleft lip or cleft 
palate. This advises against the use of BZD during the first 12 weeks of pregnancy. 
In case of them being needed, low doses are recommended [118, 127].

Children exposed to high doses of short half-life benzodiazepines at the end of 
the pregnancy are associated with withdrawal syndrome that includes hypertonia, 
hyperreflexia, tremor, diarrhea, vomits, or apnea [118].

Another effect associated with high doses of BZD before childbirth is the hypo-
tonic infant syndrome (floppy syndrome) whose symptoms are hypotonia, respira-
tory difficulties, hypoxia, and feeding difficulties. This appears just after childbirth 
also and may last for hours or days [118].
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Studies do not show long-term effects in children development [118].
The general recommendation would be to use short half-life BZD, such as loraz-

epam. Lorazepam also shows lower placentary transference (being diazepam the 
one with the highest). In the case of needing a long half-life BZD diazepam, chlor-
diazepoxide and clonazepam are recommended. Flurazepam, quazepam, and tri-
azolam should be avoided.

Use the minimum dose divided along the day [118, 126].
High doses (equivalent or higher than 30 mg/day of diazepam) should be avoided.
For the first trimester of pregnancy, BZDs should be avoided; if needed loraze-

pam and clonazepam seem to be the current recommendation. Always use the mini-
mum dose possible.

In the second trimester, they may be used. Lorazepam and clonazepam are still 
the recommendation.

And for the third trimester, BZDs should be progressively retired 2 weeks before 
the labor day. Lorazepam is the latest recommendation but taking into account that 
its neonatal elimination is slow and may be detected in children’s blood even 8 days 
after delivery [118, 126, 127].

23.8.4  Mood Stabilizers

Antiepileptic drugs, except for lamotrigine, are the medications that show the worst 
reproductive safety profile [128].

23.8.4.1  Lithium
Relatively, recent updates on the risk of fetal structural malformations associated 
with lithium exposure suggest that this medication is not a significant human terato-
gen [57, 129]. Thus, the “historical” fear of cardiac Ebstein’s anomaly in lithium- 
exposed children should be reduced. Lithium is associated with a higher risk of 
neonatal complications, such as lower Apgar scores, longer hospital stays, and cen-
tral nervous system and neuromuscular adverse reactions, which are directly related 
to the level of the drug in serum [128].

It is recommended that ecographic and echocardiographic studies are made at 
16 weeks of pregnancy and echocardiographic checkups at 18–23 weeks [127].

Lithium levels should be followed closely during pregnancy, and the dose should 
be held or reduced with the initiation of labor. Hydration during delivery should be 
adequate, and the dosage reduced to prepregnancy levels (if it was increased during 
pregnancy), with close monitoring of serum levels due to the high risk of relapse at 
that moment [120].

The child’s lithium levels should be monitored, so as thyroid, hepatic, and renal 
functions.

Studies do not show cognitive impairment in children of bipolar mothers treated 
with lithium during pregnancy [118, 129].
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23.8.4.2  Valproate
Valproate is not recommended as a coadjuvant treatment for depressed women. 
Observational studies have reported that valproate has a higher teratogenic risk than 
other antiepileptic drugs. And, this risk is dose dependent [130].

The risk of fetal malformations caused by valproate prenatal exposition is about 
11%, and it includes epicanthic folds, medial eyebrow deficiency, a long thin upper 
lip, a thick lower lip, cardiac malformations, hypospadias, an infraorbital groove, a 
flat nasal bridge, a short nose with anteverted nares, a small downturned mouth, and 
spina bifida [120]. The risk of valproate-induced birth defects seems to rise when it 
is combined with other drugs, especially with lamotrigine or carbamazepine [131].

Valproato intrautero exposition has also been linked to postnatal cognitive devel-
opment, with a 30–40% reported risk of neurodevelopmental disorders studies 
show, among other alterations (lower performances in primary and secondary [132] 
school) and autism spectrum disorders [133] three and five times higher than in the 
general population [134].

After all the information around the effects of valproate on the fetus was known, 
many voices raised against its use in young women, pregnant [135] or not [136]. 
And, the US Food and Drug Administration and the European Medicines Agency 
issued restrictions on the use of valproate in women of childbearing age and, in the 
case of the European Medicines Agency, also in girls [137]. In April 2018, the 
European Medicines Agency’s experts in medicines safety, the Pharmacovigilance 
Risk Assessment Committee (PRAC), recommended new measures to avoid expo-
sure of babies to valproate medicines in the womb. In the case of bipolar disorder, it 
includes not to use valproate during pregnancy or in female patients able to have 
children if they don’t prevent pregnancy [138].

This warning has been included also in NICE guide, which describes “Do not 
offer valproate for acute or long-term treatment of a mental health problem in 
women of childbearing potential. Valproate treatment must not be used in girls and 
women including in young girls below the age of puberty, unless alternative treat-
ments are not suitable and unless the conditions of the pregnancy prevention pro-
gramme are met. Valproate must not be used in pregnant women” [139].

23.8.4.3  Carbamazepine
Carbamazepine’ teratogenicity is discussed; some studies don’t associate it with 
higher malformation rates, but some others do [133]. Carbamazepine-induced mal-
formations are dose dependent [133] and rise when combined with valproic acid 
[131]. These include epicanthic folds, an orofacial cleft, cardiac malformations, a 
short nose with hypoplastic nares, a long philtrum, upward slanting palpebral fis-
sures, and spina bifida [128].

Carbamazepine is an enzymatic inductor, which must be taken into account. It is 
also a competitive inhibitor of prothrombin precursors that may also increase the risk 
of neonatal hemorrhage. In this case vitamin K may be added to treatment [127].

The recommendation for carbamazepine treatment includes high-dose folate and 
screening for malformations and therapeutic blood monitoring [120].
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23.8.4.4  Lamotrigine
Lamotrigine is the antiepileptic that we have more experience of during pregnancy. 
Several studies have been carried out to measure the risks of lamotrigine in preg-
nancy. The last information seems to certify that it is not associated with higher 
malformation risks if dose is kept under 325 mg/day [133, 140].

The problem here arrives because lamotrigine is not properly a stabilizer; it is not 
approved by the FDA for that purpose. It should be useful when a depressive relapse 
happens at the end of the pregnancy or if lithium is suspended [127].

23.8.5  Antipsychotics

Recent studies about congenital malformations in women exposed in the first tri-
mester to first-generation and second-generation antipsychotics conclude that there 
is no higher general risk for congenital malformations, particularly for cardiovascu-
lar malformations. They do find a little increase with risperidone exposition, even 
though more studies are required to affirm it [141].

Intrauterine antipsychotic exposition, whether it is first or second generation, is 
not associated with future cognitive or behavioral functioning abnormalities [120].

What evidence shows is that not using antipsychotics when indicated for serious 
mental illness poses a much greater risk than prescribing them [120]. However, it 
seems that pregnant women who require antipsychotic treatment are at higher risk 
of adverse birth outcomes, regardless of causation, and may benefit from close mon-
itoring and minimization of other potential risk factors during pregnancy [119].

First-generation antipsychotics don’t appear to have significant teratogenic 
effects. Exposure in the third trimester has been associated with extrapyramidal and 
withdrawal symptoms in the newborn (motor restlessness, hypertonia, or tremor) 
[120]. This is why the FDA issued a drug safety in 2011 for all antipsychotics.

Second-generation antipsychotics don’t seem to be safer to be used in pregnancy, 
according to evidence. They appear to increase the risk of excessive maternal weight 
gain, gestational metabolic complications, and increased infant birth weight [142].

Olanzapine and clozapine should be considered as drugs associated with an 
increase in the risk of metabolic complications in pregnancy (prevalently gesta-
tional diabetes) [120].

Clozapine is commonly used during pregnancy, because different studies show a 
low risk of complications or congenital anomalies [143].There are anecdotal reports 
of neonatal convulsions, floppy baby, and gestational diabetes, although the cause–
effect relation is doubtful [127, 143, 144].

23.8.6  Psychopharmacology During Breastfeeding

In lactation, the aim of the treatment is to minimize infant exposure and adverse 
effects while maintaining optimal maternal mental health.
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The use of SSRI is not contraindicated with breastfeeding, with emphasis in 
sertraline and paroxetine [114].

The mood stabilizers valproate and carbamazepine are considered suitable dur-
ing lactation, whereas lamotrigine should be used with caution, and lithium use is 
not recommended [127, 128]. There are no solid determinations about the risks or 
benefits of most antipsychotic drugs in breastfeeding, but clozapine and olanzapine 
should be considered contraindicated during breastfeeding, although further long- 
term data studies are required [127]. Electroconvulsive therapy can be used safely 
during breastfeeding if care is taken not to breastfeed the child too soon after the 
session so that the anesthetics, muscle relaxants, and anticholinergics are not 
ingested by the infant.

Thus, it is especially important to determine the duration of antidepressant treat-
ment in lactating women [145].

23.9  Electroconvulsive Therapy

Electroconvulsive therapy (ECT) is often the treatment of choice for depression dur-
ing pregnancy as it is recommended by the American Psychiatric Association Task 
Force on ECT [146]. It has been reported to be a safe and effective option in preg-
nant women [146]. The few studies that describe ECT in pregnant women report 
secondary effects of vaginal bleeding and premature uterine contractions, although 
child development after delivery was normal. It is essential to have proper coordina-
tion with obstetric and anesthetic services. Anesthetics used during ECT cross the 
placenta and fetal blood–brain barrier, but they are not a serious threat owing to the 
brevity of exposure.

According to NICE guide, ECT should be considered for pregnant women with 
severe depression, severe mixed affective states or mania, or catatonia, whose physi-
cal health or that of the fetus is at serious risk (2014) [139].

23.10  Discussion

In the last few years, this disorder has been considered a public health problem. The 
WHO-UNFPA [147] has identified maternal mental health as fundamental in 
achieving the Millennium Development Goals, and the International Marce Society 
for Perinatal Mental Health [148] proposes a debate on the need for a universal 
psychosocial assessment and detection of depression in perinatal women in the field 
of primary health care.

Postnatal depression must be carefully distinguished from both normal and other 
postpartum psychiatric disorders common in this period, among which are dyspho-
ria and postpartum psychosis. And for this, it is important to have good screening 
tools to detect the possible presence of these symptoms in order to assess its severity 
and make a differential diagnosis.
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The duration of postpartum depression is not equal in all cases. In some cases it 
is resolved within a few months of initiation; others however are extended in time 
[56]. For many women, childbirth is the stress factor that triggers a series of recur-
rent depressive episodes that may become chronic. After an episode of postpartum 
depression, the risk of recurrence is 25%, not only in future postpartum periods but 
throughout their life [149–152].

It is important to educate about the risk factors for both healthcare professionals 
who have contact with mothers during pregnancy and the mothers itself. Early 
detection of these factors can prevent the development of depression. Practitioners 
have to be aware and educated about perinatal depression, so that mothers do not 
confuse depression symptoms with normal pregnancy process symptoms.

Although the theory of hormonal changes in delivery is based on the influence of 
endocrine factors on the development of PND, there are contradictory findings in 
the literature so it is essential to continue researching new hypotheses about how the 
different causes like psychosocial aspects and gender issues referred in the previous 
chapter make some women more vulnerable to developing the disease.

We must pay special attention to vulnerable women, such as women with con-
flictive relationships, which have suffered stressful life events, with lower socioeco-
nomic level or with lack of social support, because they are in higher risk of 
developing a depression.

Treatment of depressed women in the postpartum period may be different accord-
ing to the characteristics of the case. Psychotherapy includes cognitive-behavioral 
therapy (CBT), interpersonal therapy, nondirective support therapy or counseling, 
and psychodynamic therapy.

Pharmacological treatment is considered for moderate or severe depressions.
The use of antidepressants is not contraindicated during pregnancy or lactation, 

but the control must be exhaustive. The benefits of taking an antidepressant are 
probably greater than the risk of psychotropic exposure for both the mother and the 
child.
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Abstract
The period of time after childbirth is, by far, the time of life of the woman in 
which the incidence of psychosis is the highest. Numerous cultural, psychologi-
cal, and biological stressors converge around motherhood. Clinical aspects of the 
various forms of puerperal psychosis, and a specific and well-defined clinical 
picture (the “classical puerperal psychosis” described in the ancient texts), are 
addressed. The emergence of this disease has important prognostic implications, 
and because of its characteristics, it is difficult to determine the overall risk rate. 
The absence of standardized classification criteria for puerperal psychosis has 
meant that, in many studies, they have been considered almost exclusively as part 
of the major psychiatric syndromes, such as bipolar disorder. At present, it seems 
to prevail a biological paradigm in explaining these disorders, although numer-
ous scientific data support the idea that should be considered from a complex and 
dimensional perspective.

24.1  Introduction

Postpartum psychosis is defined as psychosis commencing within 3 months after 
delivery. The condition can lead to serious complications for both mother and baby. 
As discussed below, consideration of postpartum psychosis as a separate “entity” 
has been debated since the interest on the disease re-emerged in the nineteenth 
century.
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In recent years, research has been conducted to support the existence of a specific 
type of psychosis associated with the postpartum period [1–3], and there have also 
been other studies that argue that belongs to other forms of psychosis [4–6].

Postpartum psychosis can be defined as any form of psychosis that happen after 
childbirth or, as a modality, characteristic of the postpartum period and with specific 
psychopathology. Many classical texts provide descriptions of puerperal psychosis 
with a number of characteristic symptoms, which have been reproduced in the current 
studies on the disease. In order to bring clarity to the exposition, hereafter we will refer 
to puerperal (or postpartum) psychosis as any form of psychosis after the birth, and we 
will use “classical psychosis” to refer to the specific mode of psychosis after delivery.

Postpartum psychosis is caused as a result of the confluence of a number of 
stressors. These factors include strong biological and psychosocial influences.

This chapter aims to outline some of the possible causes of puerperal psychosis 
(and thus, the causes of psychosis in general). Psychopathology, epidemiology, and 
evolutionary aspects of the disorder will also be addressed. In addition, we will try, 
in a summarized form, to explore the conceptual dialectic about the disorder.

24.2  Conceptual History

The first references to syndromic charts related to postpartum psychosis can be 
found in ancient literature. Hippocrates described an entity called phrenitis, associ-
ated with the postpartum period, as a disturbance of thought, mood, and action, 
accompanied by physical changes such as fever (and equivalent to delirium) and 
separated from the conventional madness (mania) in which fever is absent [7]. 
Soranus of Ephesus also described a febrile clinical picture accompanied by acute 
mental illness [8]. The absence of fever is probably the first criterion to distinguish 
(separate) febrile delirium from psychosis. Many of the earliest descriptions of 
puerperal psychosis described the clinical symptoms of delirium, with (especially 
infectious) probable physical cause. But there are also writings of confusional psy-
chosis episodes with no fever, approaching the concept, which will be built in the 
future, of puerperal psychosis. The doctrines of Hippocrates remained in place from 
the fourth century BC until the nineteenth century.

In the nineteenth century, two main lines of thought on puerperal psychosis that 
will extend to the present are configured. Although there exist some previous refer-
ences [9], the first accurate descriptions of the disorder appear in the work of 
Esquirol [10], who observed a high incidence of psychosis in the immediate post-
partum and in the breastfeeding period. The most famous pupil of Esquirol, Marce, 
concluded that, in fact, the post-birth period increased the incidence of various 
forms of psychosis and described a specific puerperal syndrome characterized by 
the diversity of psychotic symptoms and confusion.

Conversely, other authors consider that the low specificity of symptoms suggests 
that puerperal psychosis does not meet criteria to be considered a nosological cate-
gory and that the clinical picture “reveals” a preexisting psychiatric care. This 
vision, inserted in the line of “mental degeneration” of Morel, will be defended by 
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Magnan (1877) and Toulouse (1893), among others [11]. In the twentieth century, 
both lines of thought are maintained. The first, Anglo-Saxon and inspired by 
Kraepelin, believes that postpartum pathology existed previously, and it is triggered 
by stress factors that appear in this period. The second, supported by French authors 
(as Henry Ey), but also by the Anglo-Saxons (Kendell and Hamilton), believes that 
there is a postpartum psychotic pathology. Hamilton is probably the best defender 
of the existence of postpartum psychosis as a disease entity in which the perplexity 
and symptomatic variability are the core aspects [1].

In many European countries, it was recognized for years the existence of a postpar-
tum syndrome. It was thought to be psychogenic or reactive and that occurred in 
women with dysfunctional personality traits. The term “amentia” (considered practi-
cally synonymous with puerperal psychosis) refers to confusion and/or perplexity and 
comes from the German literature. For decades, the “classic” puerperal psychosis has 
been considered as one of the types of Bonhoeffer [12] acute exogenous reaction.

Throughout the twentieth century, a neo-Kraepelinian classification scheme, 
under which there are two basic disease entities in psychosis, manic-depressive psy-
chosis and schizophrenia, is imposed. Moreover, the “classic” puerperal psychosis 
appears with much less incidence than other forms of psychosis that are also favored 
by stress factors and physical alterations. Thus, many studies on puerperal psycho-
sis [13, 14] conclude that it does not exist as such and that puerperal psychosis are 
most classifiable as affective disorders [14]. Another feature that has been attributed 
to puerperal psychosis, which explains its absence in modern classifications, is the 
absence of specific symptoms. This fact, coupled with the presence of symptoms 
that overlap with other diagnostic categories, makes it difficult to individualize. As 
discussed below, some recent studies suggest the existence of a number of typical 
symptoms, which coincide with the observations made in the nineteenth century.

ICD-10 employs the category of mental and behavioral disorders associated with 
the puerperium (F53), but warns that:

The inclusion of this category should not be taken to imply that, given adequate informa-
tion, a significant proportion of cases of postpartum mental illness cannot be classified in 
other categories. Most experts in this field are of the opinion that a clinical picture of puer-
peral psychosis is so rarely (if ever) reliably distinguishable from affective disorder or 
schizophrenia that a special category is not justified.

In the DSM-IV, the specification of postpartum onset (within 4  weeks) was 
included. It can be applied to manic or depressive episode, within a major depres-
sive disorder, bipolar I disorder, bipolar II disorder, or brief psychotic disorder. 
Therefore, the international classifications do not record a specific set of symptoms 
for postpartum psychosis, but allow the use of the term [15, 16].

McGorry and Connell, two Australian authors, have reviewed the scientific lit-
erature on puerperal psychosis. According to their research, studies clearly show 
vulnerability to puerperal episodes and indicate a higher risk for affective and 
cycloid psychoses [17]. References to cycloid psychosis are common in work on 
puerperal psychosis, because there are many symptoms that overlap between the 
two diseases.
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A current Dutch author we quote in this paper repeatedly, Klompenhouwer, 
defends the existence of “classic psychosis” as an entity [18]. He defines the disease 
as a confusional psychosis that develops in healthy women in a period of 2 weeks 
after delivery. The author makes a detailed study of puerperal psychosis based on 
the Research Diagnostic Criteria (RDC). The study concludes that there is a charac-
teristic syndrome. Later, we will make a description of the symptoms and the evolu-
tion of this classic “psychosis,” based primarily on the work of Klompenhouwer, 
Hamilton, Ey, and Esquirol.

In summary, during the nineteenth century, numerous writings about psychotic 
syndromes associated with the postpartum period reappeared. Some of them 
describe a picture of confusional characteristics and mood fluctuations that was 
categorized as a specific disease, while others tend to view puerperal psychosis as 
manifestations of great psychiatric syndromes. The imposition of a consensual truth 
from classification models DSM and ICD have imposed the second option to the 
detriment of the first. At present, some authors provide evidence for the existence of 
a definite form of puerperal psychosis. It remains to establish whether this set of 
symptoms should be considered a disease in itself or as a variant of other puerperal 
disorders.

24.3  Symptomatology

Postpartum conditions of physical and psychological stress cause an increase in 
all forms of psychosis, and all the groups of symptoms associated with them. 
Studies of psychotic episodes associated with postpartum agree that there is a 
predominance of affective symptomatology. In many cases, it is stated that most 
of the episodes are classifiable in bipolar spectrum [5, 19], and in other studies, 
they are labeled as functional psychosis or schizoaffective disorders [17]. In these 
cases, typical symptoms occur, often nuanced by the circumstances surrounding 
motherhood.

Other articles posit the theory of a specific disorder (the “classical” puerperal 
psychosis). The characteristic symptoms of this “classical” psychosis are [20–22]:

 1. Fast onset, usually from 2 to 10 days after birth, with a decreasing incidence 
over time. The onset occurs with no previous symptoms. Frequently, it begins 
with confusional symptoms and rapidly evolves into the complete syndrome.

 2. A fluctuating confusional state with variable intensity, in which the level of 
consciousness ranges from simple obnubilation to a state of severe stupor. 
Henry Ey described it as “a confused-oniric state with a tone of anxiety” [10]. 
Most papers agree on the high incidence of this symptom in relation to its pres-
ence in other forms of psychosis (manic-depressive psychosis or schizophrenic 
psychosis). Confusion and perplexity often vary. After remission of the epi-
sode, amnesia for periods of confusion is a common fact.

 3. Depersonalization and derealization. These are less specific symptom of the 
disorder and are present in most puerperal psychiatric disorders, both psychotic 
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and nonpsychotic. These states of anxiety often induce a poor mother-child 
bond that generates intense feelings of guilt in the mother.

 4. Dreamlike states of variable depth, independent of the degree of confusion. 
Thus, very rich dream experiences can appear with little disorientation, and 
vice versa. The great complexity and polymorphism of these states is character-
istic of puerperal psychosis.

 5. Affective disturbances with melancholic, mixed, or manic forms often emerge 
after the dream phase. They constitute one of the most characteristic symptoms 
of the disorder, and the alternating mood is particularly frequent. The mood 
swings establish links with bipolar and cycloid psychosis.

 6. Misrecognitions. Characteristically the parent or husband is involved. They 
constitute one of the major symptoms of the disorder.

 7. Hallucinations. The auditory and visual hallucinations are common in the 
“classical” puerperal psychosis, but also in schizophrenic and schizoaffective 
psicosis, and very rare in purely affective psychosis. Verbal and nonverbal hal-
lucinations (crying, screaming) are included. The presence of hallucinations is 
one of the main clues to differentiate the “classical” puerperal psychosis from 
bipolar psychosis.

 8. Delusions. The delusional contents related to motherhood, although not uncom-
mon, appear more in other forms of psychosis. The presence of thematic delu-
sions has been interpreted as an argument in favor of psychogenic etiology in 
these patients. However, modern studies do not show a clear predominance of 
this delusional theme. It has been noted that persecutory and erotomanic delu-
sions are also characteristic. A pathognomonic pattern of delirium has not been 
found.

 9. Psychomotor symptoms. Agitation and retardation are the most common fea-
tures. Stupor is less frequent.

 10. Changeability of symptoms in the course of the illness, called the “kaleido-
scopic picture” by Klompenhouwer. This alternation of altered level of con-
sciousness, psychotic symptoms, and mood swings is one of the defining 
characteristics of “classical” puerperal psychosis.

 11. Remissions and relapses. Often, after several days of symptoms, an apparent 
complete remission and, a few days later, a new outbreak occur. These recur-
rences should be considered carefully, as the symptom-free periods can lead to 
a premature meeting between mother and child that may involve a significant 
risk for both.

 12. Symptoms are infrequent after the third week.

In a study of recurrences in patients who met the criteria for “classical” puerperal 
psychosis, 95% had symptoms in the first 3 weeks. Ninety-five percent also pre-
sented confusional symptomatology. Other symptoms such as changes in the pre-
sented symptoms (kaleidoscopic image) (70%), depersonalization (70%), and, to a 
lesser degree, assault (60%) were also observed [2, 17].

There are specific symptoms of “classic” puerperal psychosis and nonspecific 
symptoms. Certain properties considered by ancient authors as characteristic of this 
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disease, such as thematic delusions or mood changes, occur in other psychotic dis-
orders. However, there do exist some characteristics which can be conceptualized as 
indicators of “classic” psychosis. They are:

 – Confusional symptoms
 – Depersonalization
 – Misrecognitions
 – The “kaleidoscopic course”

It is worth mentioning another variety of psychosis that appears related to post-
partum psychosis, psychosis associated with menstruation. The menstrual cycle, 
especially the fourth quarter, in which a dramatic reduction in the levels of sex 
hormones occurs, in an attenuated form mimics the hormonal milieu that occurs in 
postpartum. As in puerperal psychosis, we found descriptions referring to it from 
the nineteenth century [23]. Over two centuries there have been observations on 
cases of psychosis with a cyclic evolution depending on the phase of the menstrual 
cycle. Although there are celebrated works about this subject (see Krafft-Ebing) 
[24], menstrual psychosis has not attained the status of clinical entity. In a recent 
article, Brockington [25] reviews the literature on the subject and proposes a new 
classification, adapted to the work of Krafft-Ebing and Jolly [26]. These psychoses 
are considered as presentations of bipolar disorder. He describes a picture character-
ized by:

 – Acute onset, in a context of normality and no previous psychiatric history
 – Short duration, with a full recovery
 – Psychotic symptoms: confusion, stupor, mutism, delusions, hallucinations, or 

mania
 – Cyclic course, with a monthly rate, that coincides with the menstrual cycle

It is important to specify that researches that support the existence of a specific 
form of puerperal psychosis do not find an association with menstrual psychosis [2]. 
This points to the theory that menstrual psychosis is probably related to the syn-
dromes of the bipolar spectrum and that it only shares with “classic” puerperal 
psychosis the symptoms that we have described as nonspecific.

It has also been described, in both classic texts and contemporary studies, post- 
abortion or after hydatidiform mole psychosis [27] (in a patient with previous puer-
peral psychosis).

24.4  Epidemiology

Postpartum psychosis is not highly prevalent. The incidence is approximately 1–2 
cases per 1000 births [19, 28], and the global prevalence is around 0.5% [29]. The 
period after childbirth is the phase of a woman’s life in which there is the greatest 
probability of psychosis. During the postpartum period, there is a risk of psychosis 
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income 22 times higher than in the 2 years prior to delivery. It should be noted that 
we refer to many different forms of psychosis and from all spectra (schizophrenic 
psychosis, bipolar mania, cycloid psychosis, etc.). Therefore, there must be numer-
ous precipitating (and numerous forms of illness) to explain this dramatic increase 
in the number of cases.

Psychosis is a serious condition that can compromise the safety of the mother and 
baby and seriously affect the subsequent mother-child relationship. It must be con-
sidered of great importance to know and properly treat severe postpartum psychiatric 
disorders. In a study conducted in the UK, suicide was the leading cause of maternal 
death. Suicide accounted for 28% of maternal deaths, over any other medical cause 
[30]. Over 50% of women with puerperal psychosis have delusions that their baby is 
being harmed or killed, and approximately 4% commit infanticide [31]. Although 
infanticide is rare, it is a serious consequence (that often results in the mother’s sui-
cide [32]) to be prevented by close monitoring. In addition, obstetric and perinatal 
complications are more common in children of mothers suffering from psychosis, 
probably due to a poorer self-care by these patients. There is a significant tendency 
to stigmatize women diagnosed with psychosis and a tendency to consider that are 
not able to conduct a proper care of the baby. However, a recent study suggests that, 
in children of mothers with psychosis, physical health indicators are not different 
from matched baby controls [33]. The risk factors most closely associated with puer-
peral psychosis are the presence of obstetric complications and primiparity [5, 34].

Concerning the legal status of puerperal psychosis, there are countries like 
Canada, Great Britain, Australia, and Italy recognizing the postpartum mental ill-
ness as a mitigating factor in cases of infanticide. In the United States, it is not 
accepted as a mitigating criminal cause. Britain has had the Infanticide Act since 
1922, which considers that, if a mother commits infanticide in the first months after 
birth, the crime is considered less serious than homicide.

The risk of recurrence of puerperal psychosis is around 20%, and up to 50% if 
the depressive episodes are included [35]. Moreover, it is also important to note the 
importance of both maternal and paternal mental health before birth because, in 
many cases, childbirth unleashes a psychosis that is the crystallization of a preexist-
ing mental illness or a new episode of disease. Some studies indicate that the degree 
of parental well-being before birth affects more than the postnatal health the ade-
quate care of the neonate [36]. With a correct treatment, the episodes usually heal 
within a few weeks. Mild to moderate cases can be treated without hospitalization 
and continuous monitoring of the patient.

24.5  Etiology and Pathogenesis

The postpartum period is a time when there is an exceptionally high risk of recur-
rence of mental imbalance. There is a high frequency of anxiety disorders, depres-
sion, mania, and other psychoses, especially in women with bipolar disorder [37].

Two complementary hypotheses about the etiology of postpartum psychosis are 
considered. On the one hand, an abrupt life change occurs, and, on the new mother, 
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many requirements and environmental stressors converge. On the other hand, many 
physical changes that affect brain function happen, causing increased vulnerability 
for the development of mental illness.

The time period surrounding the birth probably involves major changes in the 
life of a woman. The new mother faces many stressors [38]. In a short time, she 
must manage the physical effects of childbirth (anemia, fatigue, pain), sleep depri-
vation, bodily changes, the care of the newborn and other children, loss of libido and 
possible couple problems, economic and labor conditions, isolation at home, breast-
feeding, etc. [39]. In addition to the summation of these factors, motherhood itself 
is a social requirement and a moral imperative, the great sign of feminine identity 
[40] and a challenge in which she cannot fail. However, the various psychosocial 
stressors associated with childbirth seem to have more influence on the occurrence 
of postpartum depression than in psychosis. In classical medicine, the health of 
women was considered by its reproductive activity. It is noteworthy that puerperal 
psychosis is more common in the first Barth. Since hormonal changes should be 
similar in all births, and life changes are most pronounced after the first, it is con-
ceivable an important contribution of psychogenic etiology.

There are a variety of biological alterations after childbirth. Many of these 
changes have been associated with the occurrence of psychotic symptoms in both 
postpartum and other life stages.

Some studies show evidence indicating a genetic component. It has been 
described a family association of puerperal psychosis in bipolar women [41]. 
Molecular studies provide evidence of alterations in chromosome 16 [42]. No neu-
rotropic pathogens are involved in postpartum psychosis [43].

Regarding biological hypotheses contemplated on puerperal psychosis, the most 
commonly known and accepted is referring to the role of regulation of sex hor-
mones. The sharp decrease in the concentrations of sex steroids after delivery is 
undoubtedly one of the most unique and relevant biological factors in the postpar-
tum and one of its distinctive features. A widely accepted explanation is that the 
sudden drop in estrogen levels alters dopaminergic function, and this alteration 
facilitates the emergence of psychotic (and affective) symptoms that occur in the 
postpartum [44, 45]. Treatments with estrogen supplements have been tried, with 
varying results, but generally favorable [46, 47].

In recent decades, other biological changes related to the onset of psychosis have 
been described. Among all, we will list the following:

 1. Women with postpartum psychosis are at higher risk not only of autoimmune 
thyroid dysfunction but also of clinical thyroid failure. Some authors consider 
thyroid dysfunction as a potentially strong etiological factor [48].

 2. Changes in immune response, manifested as a lack of T-cell activation and over-
activation of the monocyte/macrophage arm of the immune system [49]. During 
pregnancy, the immunity is modified in order to avoid an immune response 
against the fetus and to transmit the immunoglobulins neonate. These changes 
could lead to autoimmune responses against hormone or neurotransmitters 
receptors (e.g., NMDA [50]) and favor the development of psychosis.
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 3. Decrease of brain activity in prefrontal areas and changes in the cingulated cor-
tex [51].

 4. Alteration of other hormonal axes. Increases in the levels of cortisol were 
observed [52], and parathyroid hormone has been related to psychoses (with 
improvement correcting calcium levels) [53].

 5. Psychosis as a symptom of paraneoplastic encephalitis [54] or autoimmune 
encephalitis [55].

 6. Decreased levels of indolamines and alterations in tryptophan metabolism [56].
 7. Sleep disturbance [57].

The confluence of these biological and psychosocial factors determines the onset of 
a wide range of disorders of varying severity [58, 59] whose incidence increases after 
delivery [58]. There have been cases of puerperal psychosis in males, but they are rare 
and with unspecific characteristics. These male psychosis probably respond to stress-
ors, as there is no evidence of hormonal change in men after the birth of a child [60]. 
Overall, unlike other postpartum disorders, puerperal psicosis seem to be more influ-
enced by biological than by psychosocial factors. This may be because most cases 
respond to bipolar disorder and schizophrenia, whereas other forms of psychosis 
(“classic” and others), with greater psychological component, are much less frequent.

24.6  Treatment and Prognosis

Prognostic and therapeutic elements help to define the essential aspects of a disease. 
If puerperal psychosis were a single-cause disease, it would be expected a high 
recurrence rate after subsequent pregnancies and a low incidence of episodes of 
non-puerperal mental illness. That is not the case. Patients with puerperal psychosis 
have a high rate of previous psychiatric illness (25%) and of disease in relatives [61, 
62]. It also seems to exist a close association between the presence of a first contact 
with psychiatry in postpartum and the subsequent diagnosis of bipolar disorder 
[63]. In the study of Klompenhouwer, where he conducted extensive monitoring of 
patients with associated symptoms of classical puerperal psychosis, up to 40% 
required subsequent hospitalization and half of them because of mood disorders. 
The total number of patients requiring treatment for any cause rose to 57% and 60% 
of them was treated for an affective disorder. Therefore, there is a close association 
between classical puerperal psychosis and affective disorders. This association can 
be interpreted within the context of a lifetime vulnerability to affective disorders, 
with childbirth as the precipitating factor. In this study no prognostic differences 
between classical puerperal psychosis group and the group that includes other forms 
of psychosis were found. There is a recent article than shows improved functional 
outcomes in postpartum onset compared to nonpostpartum onset, but it does not 
focus on the classical form of the disorder [64].

In the initial hospital management, a complete clinical history and physical and 
neurological examination, including blood and tests and brain imaging tests, should 
be performed [65].
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Studies agree that the mainstay of treatment of postpartum psychosis is drug 
therapy [66, 67]. They recommend the use of atypical antipsychotics as treatment 
and prophylaxis with mood stabilizers (lithium) in high-risk cases (women with a 
history of postpartum psychosis). ECT has also been considered in some cases, 
particularly if there is a preference for breastfeeding.

The joint hospitalization of the mother and the baby seems to be the best thera-
peutic option. There are day hospitals for the mother and newborn. The joint income 
allows to evaluate the interaction between mother and child, to note early if the 
mother has the idea of injuring herself or her children and to avoid the presence of 
feelings of guilt or detachment in the mother. The physical well-being of the mother 
and an adequate sleep pattern must be ensured.

24.7  Discussion

In the nineteenth century, many classic authors described the existence of a form of 
postpartum psychosis. From then until today, two distinct lines of thought have 
remained: one that states that it is a specific pathology and the other that considers 
that it is symptomatic variation classifiable as other form of psychosis. The “classic” 
puerperal psychosis seems to exist, at least, as a syndrome or as a group of symp-
toms. This is a much less common clinical picture than other forms of psychosis, 
which also experience a dramatic increase in incidence after childbirth. Although it 
shows a relatively restricted number of symptoms, puerperal psychosis often over-
laps with other diagnoses. As in many other psychiatric syndromes, there is a spiral-
ing effect of silence, according to which, since it has not been recognized in 
consensus taxonomies, it is kept away from most statistical and research studies. 
However, in recent decades the debate about postpartum psychosis has resurfaced. 
From the studies reviewed in this paper, it can be concluded that this is a stable clini-
cal condition, which predicts future episodes of psychosis (with the same or differ-
ent characteristics) or the development of an affective illness.

Postpartum psychosis, whether understood in either direction, is a serious dis-
ease that affects women in a period of life in which a large number of biological and 
psychosocial stressors are added. Such is the multiplicity of etiological factors and 
different forms of puerperal psychosis that it could be argued that if science man-
aged to understand it, it would have reached the complete knowledge about psycho-
sis (nowadays, a too distant aspiration). But there is no doubt that as Ian Brockington 
wrote in a recent article [68], mothers have the right to receive advice from consul-
tants with a thorough knowledge of the psychoses of motherhood, not just the most 
common ones.

Regarding psychosocial factors, movements in defense of the rights of women 
have traditionally asked to what extent are cultural and social constructions. Around 
motherhood social roles of women have been built and vertebrated, and the fact of 
motherhood, in turn, is strongly influenced by the historical and cultural tradition. 
Since Simone de Beauvoir [69] said that it was the basis of gender inequality, it has 
been theorized broadly and deeply about this. Apart from other considerations that 
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are not the subject of this chapter, it is evident that many of the stressors that are 
considered as causative agents of puerperal psychosis impact, for historical reasons, 
more women than men. A widely held explanation for this asymmetry is what it 
might be called the hormonal hypothesis, which serves as the basis of the explanation 
of all puerperal psychiatric disorders. Due to the rise of biologicist paradigms, there 
is a marked tendency to attribute most of pathologies of women to hormonal changes. 
This hormonal hypothesis, just as do other reductionist assumptions (such as amin-
ergic theory of depression), explains part of the problem while denying other.

First, because the hormonal changes could be due to environmental stress. 
Second, because, assuming a fundamentally biological cause, a biological solution 
arises (that is, centered on drug treatment), even though studies show that social 
support is the most important prognostic factor of puerperal psychosis.

Postpartum psychosis is an epiphenomenon that arises from the interaction of 
many underlying factors and should be interpreted as a complex phenomenon. 
Hopefully, in the coming years, advances in biological knowledge and the improve-
ment of living conditions of women may mitigate the dramatic effect of this serious 
disease.

The occurrence of postpartum psychosis in a male patient after the birth of his 
first child is described in some case reports. An association with the phenomenon of 
the Couvade syndrome that is observed in all cultures has been made in other case 
reports [70]. Stressful life event of pregnancy in a partner related to the onset and 
development of a first episode of psychotic episode is reported. The term Couvade 
syndrome is used in psychiatry to describe psychic manifestations in men during 
their partners’ pregnancy or during the postpartum period. Not many studies make 
reference to this syndrome, but it has described a wide range in its prevalence (13–
97%). Therefore, it may be more useful to think that almost all parents manifest any 
symptoms but not the syndrome per se which would imply that we are in front of a 
dimensional phenomenon [71]. Although its causes are not well understood, various 
theories have been proposed. In any case, this phenomenology is interesting because 
the need to understand these events leads us beyond the purely biological aspects 
that have been used to justify the psychopathological disturbances of women. We 
should consider the stressful and emotional connotations and sociocultural aspects 
of what it means to be a mother and father in society [2]. A psychotic episode rep-
resents the extreme end of that spectrum, and suggestions are made for early identi-
fication and treatment both in male and female patients.
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Abstract
Nowadays, the menopause is an issue of concern for women who suffer it and for 
the scientific community. The menopause is a period in which women stop men-
struating and they experience some changes in their body that mark end of their 
reproductive period; we noted that symptoms are not the same in all women. There 
are some biological and socioeconomic factors which affect the form of appear-
ance and symptoms: anxiety, depression, host flashed, sleep disorder, incontinence, 
sexual difficulties, etc. It was found that these types of symptoms do not affect in 
the same way or intensity to all women. Also it was explained the variables that 
have been related with a greater risk and protection, for example, the attitude or the 
belief about the menopause was an important factor related to this experience. The 
principal treatment of these symptoms was reviewed in this manuscript, explained 
by the principal findings of the literature. In conclusion, there are some types of 
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treatments that have been proven effective and should include like coadjuvant 
treatment to improve the quality of life of the women with these problems. Hence, 
a multidisciplinary and preventive treatment could be the key.

25.1  Introduction

The menopause is a period in which women stop menstruating and they experience 
some changes in their body that mark end of their reproductive period. The meno-
pause appears usually between 45 and 54 years old, mean age of onset around 51 
years old [1].

Biologically, all women are born with a finite number of eggs, stored in the ova-
ries. The ovaries regulate the ovulation and menstruation using hormones like estro-
gen, progesterone, and monotropic FSH.  The menopause begins with some 
variations in menstrual cycle (less duration, irregular periods), hot flashes, and 
mood change.

The process of menopause is not sudden; it happens gradually around three 
stages:

 – Perimenopause: This stage can range from 2 to 10 years before the start of meno-
pause. The ovaries produce less estrogen gradually; however, in this stage, the 
ovaries still release eggs and start the menopause symptoms.

 – Menopause: Is the period with the absence of menstruation for 12 months.
 – Postmenopause: Is the time between menopause and the 3 years after. In this 

stage, the symptoms of menopause decrease.

25.2  Causes

All women will experience the menopause around 50 years old, but those symptoms 
will be different in each woman.

The menopause is a natural process in the life of all women. When women born, 
they have around 1–3 million of eggs. Around their life, the eggs are gradually lost 
through ovulation and through atresia process. Menopause occurs when ovaries 
produce less estrogen and progesterone and the follicle-stimulating hormone stops 
producing eggs.

Therefore, the changes of sexual hormonal balance cause menopause. Usually, 
these changes are natural and progressive, although sometimes the menopause pro-
cess is not natural and is caused by medical treatments which cause lowering of 
estrogen.

There are some factors that are related to menopause, such as the use of oral con-
traceptives, high number of pregnancies, late pregnancy, and longer time until occur-
rences of menses are associated with later onset of natural menopause [2, 3]. 
However, tobacco use is related to early menopause; current smokers had a 35% 
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higher risk of earlier natural menopause, and former smokers had a 27% higher risk 
of earlier natural menopause in comparison with never-smokers [4]. Marital status, 
living environment, employment, BMI, breastfeeding, physical activity, smoking 
amount, and consumption of alcohol were not associated with age at menopause [5].

25.3  Symptoms

There are individual and cultural differences in the symptoms of menopause [6]. 
Some biological and socioeconomic factors affect the form of appearance and 
symptoms [7, 8].

It is therefore considered appropriate to create special programs to manage the 
symptoms associated with menopause that take into account ethnic differences in 
the treatment of menopausal symptoms [9].

Some of the most common symptoms of the menopause are the following:

 – Vasomotor symptoms: Hot flashes, cold sweats, bouts of pounding, or irregular 
heartbeat (75% of women suffer from them, authors even put this figure to 85%) 
[10, 11]. The irregular heartbeat scares women because for them it is very diffi-
cult to calm. There are other causes of this symptom such as stress, anxiety, and 
caffeine and nicotine consumption and are very important to discriminate of 
other several pathologies.

 – Sleep disorders: Insomnia, waking many times during the night, and turning are 
the most frequently disturbing in almost 40% of women who suffer some of them 
[12, 13]. Usually, the sleep is less restful and is very difficult for the women get-
ting to sleep.

 – Vaginal dryness: When the estrogen levels drop, the vaginal tissue becomes drier, 
thinner, and less elastic. The less lubrication leads to sex becoming uncomfort-
able and decreased sexual interest (over 55% of women) [14]. These symptoms 
can affect emotionally to women and are very important to treat if it affects qual-
ity of life.

 – Incontinence: There are three types of incontinence. The stress incontinence 
happens because the internal muscles fail when the woman is laughing, cough-
ing, or sneezing. The urge incontinence is caused by abnormal bladder contrac-
tions and it is empty whenever, despite the efforts to resist the urine. The 
overflow incontinence is when the individual does not realize the bladder is full 
(76% of women suffer incontinence) [15]. There is a relationship between the 
number of pregnancies and the prevalence incontinence [16].

 – Mood lability: The most common changes in the mood are irritability, depres-
sion, and anxiety [17]. The irritability, depression, and anxiety in the menopause 
are caused by the sudden drop in levels of estrogen affecting the neurotransmit-
ters which regulate the mood in the brain, such as serotonin and dopamine. 
Sometimes, if the problem is not treated correctly, it can lead to panic attacks.

 – Cognitive difficulties: Is very usual for women in the menopausal stage concerning 
about troubles remembering things or suffer mental blocks. The estrogen defi-
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ciency and the ages and sleep disorders can increase the concentrating difficulties. 
The problems in the memory could affect the functioning of the women, forgetting 
some important meetings [18]. Other studies found that cognitive performance 
declined during the transition to menopause but improved in early menopause 
associated with hormonal fluctuations [19]. However, there found improvements in 
working memory and perceptual speed during the transition [20].

 – Headaches: This symptom could be related to the hormonal imbalance in the 
menopause. When the body begins slowing down its production of estrogen, the 
women suffer more and worse headaches.

 – Hair loss or thinning and brittle nails: The estrogen deficiency weakens the hair 
follicles which is very usual in the head and in other parts of the body. The nail 
appearance could indicate nutritional deficiency or hormonal imbalance. In the 
menopause the nails are softer and crack, split, or break more frequently, the so- 
called brittle nails.

 – Weight gain: Some authors said that the weight gain is not related to menopause; 
however, fewer estrogen hormones could retain more fat cells, and lower testos-
terone levels lead to a decreased metabolic rate, so the women need fewer calo-
ries daily. In this way, it is necessary to make changes in diet and exercise.

 – Fracture risk: The early menopause, before 45 years, is associated with an 
increased risk of osteoporosis and fractures compared with those with age at 
menopause after 45 years. There is no found relationship with respect to the site 
of fractures [21].

All these symptoms clearly affect the quality of life of women. The women with 
menopause who suffer vasomotor symptoms experience a decreased perception of 
her health; thus, a correct treatment of the hormones in order to reduce the symp-
toms is very important [22].

The duration of symptoms may last several years with a mean duration between 
5 and 10 years [23]. It must be considered that psychological factors (anxiety, self- 
esteem, negative beliefs, and thoughts) will influence the experimentation of hot 
flashes [24].

25.4  Changes After Menopause

After menopause, a series of changes could occur frequently: osteoporosis [25], 
chronic cardiovascular risk [26], type 2 of diabetes mellitus [27], and 60% increase 
risk of metabolic syndrome [28]. So the early onset of the natural menopause is a 
risk factor for cardiovascular disease, atherosclerosis, and stroke [29].

The effects of menopause on metabolic syndrome include central obesity with 
changes in the fat tissue distribution, potential increase in insulin resistance, changes 
in serum lipid concentrations, and hypertension. Severe metabolic syndrome 
increases the risk of cardiovascular disease and type 2 diabetes mellitus [30].

Associating with this period, a greater vulnerability for cognitive decrease and 
depressive symptoms and disorders was found [18]. Nevertheless, these results, 
necessarily, cannot be generalized beyond the studies included in this review.
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25.5  Early Menopause

The premature ovarian failure occurs when the menopause appears before 40 years 
old. The prevalence of this disorder is uncommon but not rare, between 1% and 3% 
[31]. For most women there are no signs that precede the cessation of periods, hav-
ing a normal menstrual history, menarche, and fertility prior to the onset of prema-
ture ovarian failure [32].

The diagnosis of early menopause is difficult to achieve; most clinicians diag-
nose menopause when women are on amenorrhoea for 3–6 months and the FSG 
concentrations are above 40 mIU/mL and low estrogen levels [32].

There are some variables that can predict the age of onset of the menopause, as 
higher educational level, prior oral contraceptive use, and higher weight at baseline, 
as well as being employed, not smoking, consuming alcohol, having less physical 
activity, and having better self-rated health over follow-up. These variables were 
significantly associated with later age at the final menstrual period [33]. Other stud-
ies have shown that socioeconomic status is not related to menopause age and the 
smoker women with less body mass index reached earlier their menopause [34].

The majority of women who suffer early menopause were worried about their 
fertility, bones, and emotional well-being; 49% of women requested psychological 
support because they felt a negative impact in their self-esteem [31].

The early menopause accelerate physically aging [35], and it has a relation to 
onset diabetes [36] and to a higher risk of venous thromboembolism [37].

25.6  Emotional Symptoms

25.6.1  Beliefs About Symptoms

The beliefs of women about the menopause will influence the way they make this 
transition [38]. Some psychological factors will influence in the perception and the 
cognition of the hot flashes and the night sweats [39]. Hunter and Rendall [24] 
found two different points of view about menopause: first ones, women with a posi-
tive view of menopause and who saw it as a cessation of menstruation and preg-
nancy risk and, second ones, who related it with aging and the negative image.

Women who have negative attitudes toward menopause are more likely to suf-
fer severe menopausal symptoms during the transition [40, 41]. However, the 
belief of the women is not only important for the symptomatology; the severity of 
menopausal complaints might be related to the attitudes of the husbands toward 
menopause [41].

25.6.2  Anxiety and Depression

The transition to menopause is often accompanied by negative physical and emo-
tional changes that can significantly affect to the quality of life of women. The 
menopausal women are four times more likely to experience a major depressive 
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episode during the menopause [42]. Women with low anxiety before menopause at 
early or late perimenopause or postmenopause have more probability to report high- 
anxiety symptoms, independent of life events, financial problems, perceived health, 
and vasomotor symptoms [43].

Several studies found an association between menopause, anxiety, and depres-
sion, suggesting that depressive mood was related to the severity of menopausal 
symptoms [44]. The strongest predictor of depression in postmenopause was 
adverse childhood experiences, a history of depressive symptoms or past major 
depressive episodes [45–47]. Also, the intensity of depression depended on the type 
of menopause, natural menopause developed moderate and severe depression, and 
those who had undergone ovariectomy had mild depression symptoms. Women 
with essential hypertension and without nocturnal variations in blood pressure had 
highest level of depression [48].

The factors associated with depression in menopause were personal history of 
psychological problems [49], the socio-educational status [50], the life events [51], 
the worst previous health [52], the body index, the smoking [34], the shorter expo-
sure to endogenous estrogens, the shorter reproductive period [53], and the attitude 
toward menopause [24].

However, other studies do not find such a clear relationship between the transi-
tion to menopause and the increase of the risk of emotional disorders, finding that 
only women who experienced psychosocial stress, severe vasomotor symptoms, 
and history of mood disorders experience anxiety and depression [54]. Therefore, 
the depressive mood should not automatically be attributed to the transition to 
menopause [24]. Likewise, it was found that the treatment with selective tissue 
estrogenic activity regulator could improve the depression symptoms during transi-
tion menopause [55].

25.7  Treatments

There are some pharmacological treatments to reduce the physical symptoms of 
menopause. However, the psychological symptoms can influence in the severity of 
these symptoms. Thus, there are other non-pharmacological treatments that women 
might benefit to improve the experience of menopause, treat the associated symp-
toms, and improve function and quality of life [56, 57].

25.7.1  Yoga

The evidence about the yoga as a therapy in women with menopause is not clear. 
There were randomized controlled clinical trials using yoga in menopause women. 
There was moderate evidence for short-term effects on psychological symptoms 
(depression, anxiety, sleep disorders). No evidence was found for total menopausal 
symptoms, somatic symptoms, vasomotor symptoms, or urogenital symptoms 
[58]. One study concluded that 3 months of yoga is effective to reduce total 
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menopausal symptoms, psychological symptoms, somatic symptoms, and urogeni-
tal symptoms [59]. However, other studies did not find enough evidence to suggest 
that yoga is an effective therapy to reduce the symptomatology of the menopause 
[60–63]. The yoga decreases stress and depression symptoms and improves the 
quality of life of postmenopausal women compared to control or exercise groups 
[64]. Yoga was not associated with adverse events, so this therapy can be used like 
adjuvant treatment.

25.7.2  Physical Exercise

Some clinical trials about the effectivity of physical exercise programs in postmeno-
pausal women did not found evidence reducing vasomotor symptoms [65, 66]; nev-
ertheless, other studies found that 6 months aerobic exercise training improves sleep 
quality and reduces the hot flashes [67]. There is an evidence that the exercise 
improves bone density [66] and skeletal muscle mass index [68] being useful to 
prevent osteoporosis. Pelvic floor muscle training is useful to improve stress urinary 
incontinence and, thus, the quality of life of postmenopausal women [69].

25.7.3  Diet

Whiteman [70] conducted an observational study with 1087 women, 56% of them 
refer hot flashes, but the smoker women with high body max index (BMI) had 
greater probability to experience hot flashes, and these ones were more intense and 
frequent.

A clinical trial about the exercise and/or diet with 118 postmenopausal women 
found that the combination of diet and exercise was more effective than only one of 
them to improve quality of life, psychological symptoms, and general health [71]. 
Other authors noted the importance of combining diet at this stage of life with iso-
flavones, calcium, and vitamin D [72].

The relationship between the diet and the menopause is not clear; some studies 
found that higher fat, protein, and meat are associated with delayed onset of meno-
pause, while high carbohydrate vegetable, fiber, and cereal products are related to 
early menopause [3]. However, other studies did not found a relationship between 
dietary habits and menopause [2].

25.7.4  Acupuncture

A meta-analysis confirmed that acupuncture improves hot flash frequency and 
severity and vasomotor symptoms in natural menopause [73, 74]. Acupuncture is 
effective for controlling menopausal vasomotor symptoms compared with no treat-
ment, but acupuncture appeared to be less effective than hormone therapy. However, 
there was no high-quality consistent evidence of these studies.
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25.8  Psychological Treatments

There were few studies of psychological interventions in the climacteric, the period 
between before and after menopause [75].

25.8.1  Cognitive Behavioral Therapy (CBT)

The National Institute for Health and Care Excellence (NICE) guideline on diagno-
sis and management of menopause recommends hormonal therapy and cognitive 
behavioral therapy to improve menopausal symptoms [76]. The CBT improved the 
anxiety and depressed mood and also helped women to self-manage their vasomotor 
symptoms [76].

Keefer, in 2005, achieved a pilot study with 19 women and found that 48% of 
women who enrolled in CBT reduced significantly the vasomotor symptoms; however, 
the findings should be treated with caution because the sample was very small [77].

The CBT was found to be effective reducing menopausal symptoms such as hot 
flashes, night sweats, sleep problems, sexual difficulties, muscle aches, anxiety, and 
depression and improving quality of life [24, 72, 75–79]. Also, there were found 
favorable results for CBT and physical exercise in women with breast cancer 
treatment- induced menopause on endocrine symptoms, sexuality, and physical 
function [78].

The cognitive behavioral kind of techniques that are effective in women with 
mild menopause symptoms are the relaxation, the psychoeducation, the nutrition 
knowledge and the problem-solving techniques [24, 75, 78–81].

The self-help CBT group showed lower impact of perimenopause symptoms in 
their live and the improvements are maintained 26 weeks after CBT [82, 83].

One of the most important keys to improve the general health of the menopausal 
women is to improve the knowledge about physical and psychological changes in 
menopausal period, in destigmatization, in social interaction and support, and to 
teach women to cope this stage [80].

25.8.2  Mindfulness

The aim of mindfulness therapy is to help people to recognize and differentiate the 
thoughts, sensations, and feelings as events in the mind without overidentifying 
them [84].

A study with 110 late perimenopausal and early postmenopausal women that 
experience severe hot flashes and night sweats found a clinically significant reduc-
tion in the degree of bother and distress in women who participated in mindfulness- 
based stress reduction therapy [85]. The mindful is related to sleep disorders in 
postmenopausal women; the women who suffer insomnia are less mindful than 
those without insomnia, and these interventions may be beneficial [86].
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25.8.3  Psychoeducation

Education, in general, caused benefits and contributes to improve the symptoms 
and the adherence to other treatments, especially in menopause [87]. 
Psychoeducation improved the attitudes about the menopause, reduced the severity 
of symptoms [77], changed the perception of women, and improved the quality of 
life and the autonomic nervous system activity [84]. A systematic review [85] 
about the effectiveness of psychoeducation in postmenopausal women and breast 
cancer survivors found that psychoeducational interventions alleviate hot flashes 
and vasomotor symptoms in general; however, there are not enough studies, and 
more studies are necessary.

The lifestyle and perception of women about menopause will affect the severity 
and frequency of symptoms; however, these factors could modify with some educa-
tive sessions that can help to prevent symptoms changing these variables.

25.8.4  Holistic Approach

Menopause has an important impact in several areas of life of the women affecting 
physically, psychologically, and socially. Some authors [72] stood out that the best 
care in menopause is to treat all the factors together that could affect the life of 
women. This approach includes several clinical specialists that must enroll in the 
treatment: gynecologists, endocrinologists, mental health, physical activity, etc. 
And also, the collaboration and family support of women are very necessary.

25.9  Conclusions

The aim of this chapter was to review the symptomatology of menopause and the 
best method to treat it correctly. The menopause is a normal process for all women, 
and it is necessary to focus more attention in the symptoms and in the real problems 
of this period because there is a high proportion of the population who suffer these 
symptoms and up to the present there is no enough attention and the treatment is not 
adequate.

Many biological changes occur in menopause; however, the biological changes 
are not the most important changes. There are some evidence that other treatments 
(psychotherapy, diet, and physical activity) can help women to improve their symp-
toms and their quality of life.

So the attitude of women about menopause affect how they experience their 
symptoms and their quality of life. Major risk factors were associated with higher 
emotional and physical symptoms, so early detection in this population could bring 
earlier treatment to prevent even risk factors and enhance protective information 
and support. Therefore, a multidisciplinary and preventive treatment could be the 
key to reducing dysfunctional beliefs about menopause, and thus, reduce stress, 
negative coping strategies and many of the associated symptoms.
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Abstract
Women are typically from two to three times more likely to develop depressive 
disorders than men are. The gender difference emerges earlier than previously 
thought, at the age of 12. It peaks in adolescence and declines in adulthood, 
remaining stable until senescence, when a small peak occurs.

Depression is a multifactorial disorder so, its etiology cannot be dissociated 
from the socioeconomic and cultural environment, having a great importance on 
the current gender construct. Despite the fact that genetic vulnerability and sex 
hormones have been considered the main causal factors of this difference, nowa-
days some other factors are taken into account, such as emotion regulation strate-
gies (women are more likely to ruminate, while men tend to suppress or avoid 
their emotions) and changes in the classical personality features attributed to 
men and women (“depressive temperament”) and in the sex role (chronic stresses 
associated with traditional female roles lead to a higher prevalence of 
depression).

Attending to the way of presentation, depressed women are more likely to 
exhibit “atypical” symptoms and more anxiety and somatization.

Great differences have not been found regarding to the response to pharmaco-
logical treatment according to gender. In the case of psychotherapy, cognitive- 
behavioral treatment has been most empirically demonstrated to be effective on 
both sexes.
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26.1  Introduction

Affective disorders have plagued human since the earliest documentation. In this 
chapter, we will mostly focus on major depressive disorder (MDD) according to the 
Diagnostic and Statistical Manual of Mental Disorders, fifth edition [1]; we will 
mention some aspects about persistent depressive disorder (dysthymia) and some 
others about depressive sub-syndromic symptoms. Depressive disorders are charac-
terized by lifelong vulnerability to episodes of disease, involving depressed mood 
or loss of interest and pleasure in activities, experienced as a feeling of sadness, 
irritability, dejection, despair, loss of interest or pleasure, with neurovegetative or 
biological signs, like impairment in sleep, appetite, energy level, libido, and psycho-
motor activity, and marked impairment in concentration with increased distractibil-
ity and the presence of guilty preoccupation. All these symptoms result in a change 
from previous functioning of the person [2].

Depression affects the environment of the person, the time spent in leisure activi-
ties, the economy, and the social relationships, and it has been reported that the 
unipolar major depression is the main source of disease-related disability for 
females all over the world [3].

Although depression is a multifactorial disorder, its etiology cannot be dissoci-
ated from the social contexts that frame our lives. The last three decades have been 
characterized by a redefinition of gender identities in many societies, but although 
with different nuances, particular manifestations and more social tolerance to them, 
the gender gap in depression onset has not been eliminated.

Depression has become a modern and globalized disease, largely due to unfavor-
able living conditions of the contemporary world. Current stress factors such as job 
insecurity, professional competence, poverty, and migration are problems that affect 
women more than men, and they are part of the phenomenon of globalization, which 
impacts not only on the economy and social development but also in the cultural 
sphere and in the definition and redefinition of identities and gender roles.

We live in a world of social changes and in a historical transition period marked 
by advances in education and technology, accompanied by the massive incorpora-
tion of women into the labor market and economic changes and periods of crisis that 
promote instability and job insecurity. These elements affect other complex phe-
nomena such as gender relations and promote new cultural constructions about 
what it means to be male or female in contemporary societies; the gender perspec-
tive is a useful analytical tool in explaining sex-differentiated distribution of psy-
chopathology, with special interest in depression. In fact, in recent years, the study 
of gender diversity has dismembered in a global movement of awareness, accep-
tance, and struggle for women’s rights.

The concept of gender role on the health sciences does not appear until 1955, 
proposed by Money [4] to refer to men and women attributed social behavior. Gender 
is a social construct that refers to cultural characteristics assigned to each sex. It is the 
system of beliefs, attitudes, values, personality characteristics, and cognitions, cul-
turally determined, about men and women. These are the values which are consid-
ered more desirable for one sex than another within a given culture and which are 
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assimilated in socialization process by individuals belonging to this cultural context. 
Thus, the gender identity is defined as the private experience of gender role and gen-
der role as the public expression of gender identity. Gender identity is not a com-
pleted sociocultural construction; it is built dynamically in the course of time and 
according to the type of relationships that people establish with themselves, with 
others, and with culture. Therefore, the concept of femininity is defined in terms, 
which go far beyond biology and anatomy, taking into account the diversity of envi-
ronmental and psychological factors that influence the development of the person.

Throughout this chapter we will discuss in detail the differential gender issues 
regarding the epidemiology of depression, the risk factors that can produce it, the 
clinical characteristics and comorbidity, and of course, the commonly used thera-
peutic approach. We will also try to analyze in depth these differences, in order to 
shed some light on the reasons behind them.

26.2  Epidemiology

Depression is a global health priority. According to the World Organization 2017, 
depression accounts for 10% of the total nonfatal diseases worldwide [5]. Each year 
6% of adults will experience an episode of depression, and over the course of a person’s 
lifetime more than 15% of the population will have an episode. The global 12-month 
prevalence of MDD is 5.8% in females and 3.5% in males [6]. Depression is the lead-
ing cause of suicide and currently the fourth highest disease burden on society in terms 
of its treatment costs, its effect on families and carers, and its impact on productivity in 
the workplace. Depression can be disabling and distressing and, for many people, can 
become a chronic disorder, especially if it is inadequately treated [3].

There is an enormous variation in the prevalence of major depression, with lifetime 
ranging prevalence estimated between 6% and 25% for women and 5–12% for men, 
with the point prevalence of major depressive disorder (MDD) for adults in community 
samples from 5% to 9% for women and from 2% to 3% for men [6]. A substantial 
number of epidemiological studies have also examined gender differences in chronic 
minor depression or dysthymia. These studies have consistently found female/male 
prevalence ratios around 2:1. Dysthymia has a lifetime prevalence of 4.6%, but a preva-
lence of 29.4% can be found in individuals with a lifetime depressive disorder [7, 8].

In the 1970s Myrna Weissman was the first who noticed the gender difference in 
depression, observing that females suffered depression twice as much as males 
among adults [9]. Following this landmark, many articles have studied this differ-
ences finding similar results, that is to say, women have higher rates of major 
depression compared to men with 1.2–2.7 ratios, depending on cross-national varia-
tions [10]. Consequently, it is important to understand nation-level variables such as 
economic development or gender equity that may account for this variability, as we 
will develop later.

According to a recent meta-analysis [11], the effect size for the gender difference 
in MDD is OR (OR) = 1.95. In summary, in addition to higher rates of affective 
disorders that meet full diagnostic criteria, subclinical depression symptoms are 
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also more common in women [12]. It is significant to know the magnitude of this 
difference in subthreshold levels of symptoms because they also carry significant 
impairment [13] and a future risk of developing major depression or committing 
suicide [14].

If we take into account a developmental perspective, age predicts variability in 
effect size. Among children of preschool age, major depression is rare, around 0.3% 
in the general population and 0.9% among children in psychiatric consultation. It is 
remarkably the fact that the female preponderance emerges at the age of 12 
(OR = 2.37) and peaks in adolescence (OR = 3.02 for ages from 13 to 15 in MDD 
and d = 0.47 for age 16 in depression symptoms) but then declines and remains stable 
in adulthood [11]. It must be known that the youngest age group available is 12 years 
old, which makes imposible to determine the apparition of this gender difference 
from childhood to adolescence. In the case of dysthymia, considered as a risk factor 
for the development of a major depressive episode, it is more common than major 
depression in children, with rates of around 2.5%, and less common than major 
depression in adolescents, 3.3%, being also more prevalent among female persons 
[15]. During the transition to menopause, the risk of relapse of major depression is 
4–6 times higher for women who have a history of major depression and 2–3 times 
for those women without a history of major depression during the fertile years [16]. 
Later, there is another minor peak in ages from 75 reporting an OR = 1.4–2.2 [11].
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26.3  Hypothesis of the Emergence and Maintenance 
of the Gender Difference

There is now a consensus that the preponderance of MDD in women underlays in a 
multifactorial etiology. It has been proposed the ABC model for explaining the 
emergence of gender difference in depression in adolescence. According to this 
model, affective (emotional reactivity), biological (genetic vulnerability, pubertal 
hormones, and pubertal timing and development), and cognitive (cognitive style, 
objectified body consciousness, rumination) factors confer vulnerability to depres-
sion. These factors interact with negative life events or stress, leading to signifi-
cantly more girls than boys having depression in adolescence [17].
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26.3.1  Affective Factors: Emotional Reactivity

Emotion regulation strategies are a range of activities that allow an individual to 
monitor, evaluate, and modify the nature and course of an emotional response, in 
order to pursue his or her goals and appropiately respond to environmental demands. 
The inability to use these strategies to downregulate negative emotions makes them 
more uncontrollable, severe, and chronic and can lead to depression [18, 19]. The 
gender differences in emotion regulation strategies may contribute to the gender 
differences in psychopathology [20]. Specifically, girls and adult women demon-
strate more internal coping styles and rumination and experience more sensitivity to 
rejection, criticism, and separation [21–23].

Apart from this, much about gender relations in adolescents has changed. For 
example, the emergence of media such as Facebook has created a different social 
environment for today’s adolescents, as well as new ways to engage in peer harass-
ment [24]. Media viewed by adolescents has become increasingly sexualized and 
conveys a sexual script for girls that they can attain status by sexually objectifying 
themselves [25, 26]. Forces like these might change patterns of depression for ado-
lescent girls and boys. Indeed, a recent review concluded that internalizing problems 
for girls increased from the late twentieth century to the twenty-first century [27].

26.3.2  Biological Factors

26.3.2.1  Genetics and Heredity
Depression is an illness that aggregates in families, but the influence of genetic fac-
tors, however, may not be equal for men and women. As part of the National Institute 
of Mental Health Collaborative Program on the Psychobiology of Depression, sub-
jects with depression and their first-degree relatives were studied, and the “trans-
missibility” of depression, which encompasses both environmental and genetic 
factors that are passed from parents to offspring, was examined. Women were found 
to have significantly greater transmissibility of depression than men. However, twin 
studies [28, 29] did not find any sex differences in the magnitude of genetic and 
environmental contributions to depression. In conclusion, the results document that 
in women, genetic factors play a substantial, but not overwhelming, role in depres-
sion; the tendency for depression to aggregate in families results largely from shared 
genetic and environmental factors [30].

Genetic factors, however, do not seem to contribute to the increased risk to 
females by a direct mechanism. Instead, genetic factors may indirectly increase 
vulnerability to depression in women through other mechanisms, such as how the 
different sexes handle stress. In fact, higher depression rates have been reported in 
adolescent girls, suggesting that the genetic predisposition to depression and to 
stressful events may be turned on at puberty in females [31, 32].

Some studies have been set out to answer why stressful experiences lead to 
depression in some people but not in others. They reported that a functional poly-
morphism in the promoter region of the serotonin transporter gene was found to 

26 Affective Disorders and Gender Differences



616

moderate the influence of stressful life events on depression. This important epide-
miological study provides evidence of a gene-by-environment interaction, in which 
an individual’s response to environmental stress is moderated by his or her genetic 
makeup [33–35].

26.3.2.2  Pubertal Timing, Sexual Hormones, and Development 
in Adolescence

The highest risk of depression was evident in girls with a family history of depres-
sion, suggesting that the onset of puberty may trigger a genetic vulnerability in 
females [36].

As we have mentioned before, the gender gap emerges at the age of 12 [11] and 
seems to be related to the time of puberty than age itself. That is to say, that the 
pubertal status predicts the expected sex ratio better than the age, but only after the 
transition to middle puberty (Tanner stage II and above), when adolescent girls are 
at a greater risk for depression than adolescent boys because before Tanner stage III, 
adolescent boys are the ones who have a higher rate of depression [37]. Puberty not 
only involves various hormonal changes but also implies important changes in terms 
of cognition and stressful experiences that significantly influence the onset of 
depression [38].

Sex hormones appear to play a key role in both aspects of cognitive functioning, as 
in behavior and mood. Therefore, the appearance of a mood disorder would be related 
to their decrease, as in premenstrual dysphoric disorder and in postpartum depression. 
Consequently, they could not explain the increase in mood disorders at the beginning 
of the childbearing age of women, when the hormonal explosion occurs [37, 38].

Because of this reason, it was analyzed the emergence of the gender difference 
in depression during puberty following cohorts of prepubescent boys and girls 
through puberty using direct measures of sex hormones from blood samples. These 
studies found that the increase in depression among girls relative to boys occurs 
sharply at midpuberty and that change in body morphology is more important than 
increase in age in predicting the gender difference in depression. A subsequent 
report showed that statistical control for changes in sex hormones eliminated the 
effects of body morphology. This led to argue that the effect is due to biology rather 
than to societal reactions to physical maturation, but this conclusion might be pre-
mature. It was also related that girls who matured physically early experienced 
more psychological distress than their on-time or late-maturing age-mates. This 
elevated distress is exacerbated by having mixed-sex friends rather than same-sex 
friends, and these results suggest that environmental stresses related to sex roles 
potentiate the effects of sex hormones. Several investigations have been conducted 
about why adolescent girls are more prone to depression than men, finding risk fac-
tors, in addition to hormonal differences, such as personality traits in preadoles-
cence (excessive emotionality, trend to self-incrimination), which may favor the 
development of depression in response to typical biological and social experiences 
in adolescence [38].

Sex hormones may also have an indirect role through the modulation of neu-
rotransmitters. Estrogens reduce the activity of monoamine oxidase (MAO), an 

P. Pérez Martínez de Arrieta and J. Gaviña Arenaza



617

effect that is associated with a decrease in depressive symptoms [39]. They also 
produce changes in serotonergic and noradrenergic system by increasing their avail-
ability in synapses, as well as increasing the number of 5-HT2 receptors [40]. In 
contrast, progesterone appears to increase the activity of MAO and catechol- O- 
methyltransferase (COMT) [41]. Estrogen and progesterone also seem to have a 
direct effect on serotonergic function: estrogen increases serotonin reuptake and 
influences the circadian variation, while progesterone causes an increase in its 
metabolism [42].

The postmenopausal estrogen depletion has been associated with a greater vul-
nerability to MDD, as well as dysthymia. Besides, the examination of depression in 
the elderly shows similar hypothalamic–pituitary–adrenal axis abnormalities as 
seen in younger adults with serious depressive disorders and significantly different 
from non-depressed elderly controls [43]. Women experience a decrease (regardless 
of age) in immediate and late verbal memory during the transition to menopause, 
suggesting that changes in women’s reproductive function affect both cognition and 
mood. Apart from this, exposure to two or more adverse events in childhood (before 
age 18) increases the risk of onset of major depression in perimenopause by 2 times 
and recurrence of major depression by 5 times [44, 45]. It is known that childhood 
adversity is a known risk factor for affective disorders throughout life, but for some 
women, exposed the risk of major depression is not triggered until they experience 
the hormonal fluctuations of perimenopause [16].

The only other case where rate of MDD related to hormones increases substan-
tially is during the postpartum period [46]. Postpartum confers a higher risk of 
depression compared to other periods in women’s lives, but no corresponding data 
have been reported in men (see postpartum depression chapter) [47–49].

Regarding to androgens, if we focus on the exposure to them during prenatal 
period, it seems to have a different behavioral meaning according to gender. Lower 
levels of testosterone in the amniotic fluid in the middle of pregnancy (weeks 13–20) 
were associated with a negative response bias to affective tasks and a decreased 
response to gratifying stimuli tasks during a functional magnetic resonance imaging 
(fMRI) in male between 8 and 11 years of age. The negative response to affective 
tasks is a common finding in individuals with major depressive disorder, so higher 
levels of androgen exposure in the uterus in men can contribute to relative protec-
tion against major depression in the future [50–53].

Maternal depression is another factor that can affect girls’ development by rising 
cortisol levels during pregnancy and lactation which are associated with more fearful 
and irritable behavior in female infants and children compared to male [54–56].

26.3.3  Cognitive Factors and Personality Traits

Rumination of negative thoughts, suppression of emotional expression and of 
unwanted thoughts, and avoidance of emotions are three processes that predict the 
diagnosis of major depression [57]. Rumination theory suggests that women are 
more likely than men to do well on problems and, because of this, to let transient 
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symptoms of dysphoria grow into clinically significant episodes of depression. That 
is to say that more rumination in women compared to men accounts for greater 
depression [58, 59]. In the case of women, seeking social support is one of their 
most important protective factors from depression, but co-rumination is a potential 
risk: discussing the same problem repeatedly, mutual encouragement of discussing 
problems, speculating about problems, and focusing on negative feelings. This is 
the reason why social support in women is not strongly related to improvements in 
mood in women [60].

The cognitive styles of autonomy and sociotropy play a role in developing depres-
sion. As a result of socialization, women are more likely to develop sociotropic struc-
tures, while men are more likely to develop autonomous structures. Apart from this, 
women usually are presented with higher scores for harm avoidance than men.

A number of personality features have been proposed as vulnerability factors for 
the development and maintenance of depression. These include neuroticism, intro-
version, interpersonal dependency, self-criticism, and perfectionism. Clinically 
depressed women are significantly more likely to have a “depressive temperament,” 
which includes features of self-criticism and preoccupation with inadequacy and 
failure. They also report higher levels for conscientiousness and for sociotropy. 
Thus, men and women have a similar frequency of brief episodes of sadness, but 
women, because of their tendency to rumination, internalization of feelings, and 
amplification of this mood, allow these episodes to crystallize more often in a major 
depressive episode, that is to say, female sex, by their personality features would be 
more likely to suffer depression after a stressful life event [27, 61]. Empirical stud-
ies link low self-esteem and dependency traits of women with depression [62].

Some gender differences that promote reproductive success also increase vulner-
ability of women to develop mood disorders, for example, adaptive behavioral dif-
ferences in terms of child-rearing in females a superior social cognition and capacity 
for attunement with others, important factors for cognitive and social development, 
but it is also known that at the same time women experience more sensitivity to 
rejection, criticism, and separation, key features of the development of depressive 
disorders [20, 22, 63, 64].

26.3.3.1  Life Events and Stress Effects: Sociological Explanations
A number of consistently significant risk factors have been found, including family 
history, childhood adversity, various aspects of personality, social isolation, and 
exposure to stressful life experiences [20]. Stressors involving loss are strongly 
related to risk of depression, stressors involving danger are related to risk of anxiety, 
and stressors involving a combination of danger and loss are related to risk of mixed 
anxiety-depression [22].

Sociological approaches emphasize the role of poverty, violence, and gender 
inequality as factors contributing to the gender difference in depression.

26.3.3.2  Poverty
Evidence suggests a relationship between financial hardship or poverty and depres-
sion in both sexes [65], and because of the feminization of poverty [66], gender 
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differences should be bigger. Many authors have reported larger gender differences 
in depression in wealthier countries (OR  =  2.00) compared to low- to middle- 
income countries (OR = 1.82). But nevertheless, no differences were found if only 
subsyndromic depressive symptoms were taken into account [11].

26.3.3.3  Violence
In recent years, the attention to domestic violence has been a primary focus of atten-
tion, concerning not only the justice but also the political world and the mental 
health services because of the psychological consequences that this implies. 
Violence is also related to depression in both males and females. To the extent that 
women report higher rates of violent victimization, this may contribute to the gen-
der difference in depression [67, 68].

Patriarchy has been considered as a generating structure of inequality and ineq-
uity, based on a supposed father-male power legitimized as an actor that does vio-
lence to the other dependent members of it; there are also important primary 
socialization patterns that involve children in the reproduction of gender inequali-
ties and the internalization of violent actions as a form of conflict resolution [69]. It 
seems that the main factors that predispose men to violence against women are the 
socialization in the gender role, distorted patterns, conflicts with gender roles, and 
mechanisms of defense and strategies for self-protective defense.

If we focus on the acute psychological injuries of domestic abuse, we can find a 
first reaction of self-protection and self-survival instinct, with frequent occurrence 
of reactions of shock, denial, confusion, sadness, dizziness, and fear. In response to 
this potential danger, some battered women may develop anxiety, post-traumatic 
stress disorder, dissociative disorders, eating disorders, substance abuse, persistent 
personality alterations, and depression that can remain along the time after leaving 
the relationship, even with a higher prevalence [70, 71]. Furthermore, there is a 
subgroup with higher incidence of depression after the abandon of the violent rela-
tionship in which women tend to blame themselves for the experienced abuse [72].

26.3.3.4  Gender Inequality and Sex-Role Theories
One of the most controversial sociological explanations for the higher prevalence of 
depression in women is based on the social position of women as a risk factor for 
depression.

Lastly, gender inequality is linked to discrimination against women, which may 
contribute to the gender difference [69].

According to Eagly and Wood’s social-structural theory [73], a society’s division 
of labor by gender drives all other psychological gender differences. These gender 
differences result from individuals’ adaptations to the particular restrictions on or 
opportunities for their gender in their society. Sex-role theories suggest that the 
chronic stresses associated with traditional female roles lead to a higher prevalence 
of depression among women than men [74–76]. Even though the theory predicts 
that larger gender differences should be observed in nations with more gender 
inequality, there is actually a controversy about it. In fact, a recent meta-analysis has 
found smaller gender differences in nations with more gender inequality in 
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depression. In order to analyze the impact of gender inequity, these indicators have 
been taken: contraceptive prevalence, executive positions, literacy ratio, intimate 
partner violence against women (lifetime), and sexism ideals. Only contraceptive 
prevalence and literacy ratio were found as indicators predicting and increase in the 
gender gap in depression [11].

While it is clear that in recent decades it has been a trend toward flexibility in 
gender roles and to equal opportunities for people regardless of their sex, it is also 
remarkable that men and women are still socialized with different rules and expecta-
tions regarding the expression of feelings, the pressure to success in studies or work, 
participation in domestic tasks, commitment to the care and concern for relation-
ships, and caring for others which leads to meaningful psychological consequences.

The traditional female role is primarily characterized by being focused in the 
private circle and the interest and care of intimate relationships. Femininity as a 
personality characteristic includes not only aspects such as kindness, loyalty, sensi-
tivity to the needs of others, the ability of understanding, and tenderness but also 
dependency, impressionability, lack of assertiveness, tendency to emotional expres-
sion, etc. Socially, the female role has been constrained to the private sphere, par-
ticularly in the care of family members and the care of the housework [17].

According to the sex-role explanation, women are more depressed than men 
because of the higher levels of stress and lower levels of fulfillment in female versus 
male sex roles. The specification by marital status, according to this account, is due 
to the fact that married women are more strongly exposed to traditional sex-role 
experiences than single women. This could be due to the presence of a greater num-
ber of stressors (family demands, overload of both domestic and non-domestic 
work, negative marital experiences, etc.). A non-equitable distribution of social and 
family responsibilities between men and women contributes to create additional 
sources of stress for women who are already subject to the performance of multiple 
roles [77]. Some studies show that job stress accompanied by an overload of activi-
ties in the home increases the rates of depression among women [78]. However, 
return to work has been a major achievement for a large number of women in terms 
of their personal and professional fulfillment and financial independence. Literature 
has reported that breaking social isolation and creating new relationships improves 
physical and emotional well-being of women working outside the home compared 
to those who are housewives [79].

If we look at the role that work plays, we can see that the labor authority is ben-
eficial because the global incidence of depression is reduced. However, when 
researching the effects of the labor authority on gender, we can find that this protec-
tor effect only occurs in men, while in women it comes about the other way round. 
These results can be because of the greater interpersonal stress suffered by women 
in positions of authority, that is to say, stress is more pronounced in women because 
their authority is not perceived as legitimate, women are more critically evaluated in 
positions of authority, gender discrimination is more open and subtle and may 
increase social exclusion, and they experience more harassment because their pres-
ence in positions of authority is perceived as threatening and causes more hostile 
responses [80].
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In the case of depression associated with occupational injuries, it has been 
observed that while men are more vulnerable to suffer from depression, female 
workers with depression are more vulnerable to get injured at the workplace as 
compared to non-depressed female workers. Moreover, use of antidepressant medi-
cations is also associated to significantly more risks for occupational injury among 
female workers. This could be partly explained by different pharmacokinetics and 
different occupational risk factors between men and women, including the fact that 
women often occupy part-time jobs and potentially face different levels of exposure 
to danger and stress in their workplaces [81–85].

Nowadays, ancient women’s role is changing: women’s and men’s work and 
family roles are much more equalized than before. Further, major life transitions 
that formerly occurred at standard ages and could be major sources of stress, no 
longer occur at such regular ages. Sociologists have called this phenomenon the 
“de-standardization of the life course” [22]. Today, the ages of major events such as 
marriage, childbirth, and divorce do not occur at the same time for all or most indi-
viduals. The result of these two factors is that women’s role is less stressful and all 
those stressors attached to these transitions are spread out more evenly across adult-
hood. This may serve to level out stressors and buffers to stress across adulthood, 
making the gender gap less showy than in adolescence but more stable.

Some critical voices try to explain the predominance in diagnosis of depression 
in women from a gender perspective. They assume that the feminine characteristics 
considered (perceived through a patriarchal gender norms and assumptions) are 
related to concepts of depression from the beginning. From their point of view, the 
category of the disease was approached with notions of femininity and gender, and 
depression was codified from the feminine. Symptoms listed in the DSM came from 
a group of women almost exclusively (gender bias) but without any reference to sex 
or gender, so the predominance of women in the statistics on depression served to 
confirm that women were (“objectively”) more depressed than men [86–88].

In order to avoid this gender bias in diagnosis of depression, they propose to truly 
consider the real differences between men and women’s psychology and to recog-
nize that cultural ideologies about intrinsic psychological sex differences are pro-
duced by extrinsic gender orders [89].

26.3.3.5  Others
Of note both pregnancy and lactation suppress hypothalamic–pituitary–adrenal 
axis and autonomic responses to stress. This suppression state maybe has been the 
set point for stress responsivity in women. The relatively recent development of 
women spending much of their adult life neither pregnant nor lactating may contrib-
ute to the increased rates of anxiety and depression in women, particularly in the 
context of repeated menstrual cycling [90]. Although pregnancy is the period with 
the highest risk of relapse, it seems to protect against more severe forms of depres-
sion that result in suicide or require hospitalization [91–93].

Women who have major depression during pregnancy are more likely to have a 
history of depression and a history of typical risk factors of depression, including 
abuse and low social support [94].
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A lack of emotional support in the family on women can be considered as a risk 
factor for developing depression. It is often assumed the relationship between the 
welfare of the female partner and a parallel distribution of resources, burdens, and 
privileges. If this fact does not exist, women are at a higher risk of suffering depres-
sion [67]. From a systemic point of view, hypotheses that interpret clinical depres-
sion of one spouse as a reflection of imbalances or power struggles are formulated. 
Depression is considered to be an expression of helplessness or weakness and, 
simultaneously, a protest or rebellion, that is to say, an indirect way of questioning 
this asymmetry and gaining power over the spouse.

Regarding the limited research on ethnicity, no association was found between 
ethnicity and gender difference in depression [95].

26.4  Clinical Differences in Symptomatology

Although it is widely held that there are no significant differences between men and 
women in terms of the symptoms that they experience during depressive episodes, 
the simple observation of our patients suggests that there are different characteris-
tics in the clinical manifestations of this condition in women, which underlies bio-
logical and cultural differences rather than the classic male-female sexual 
dimorphism. Recent research suggests that subtle differences in symptom profile 
may exist and may point to fundamental gender differences in the pathophysiology 
of depressive states.

A number of studies have found that depressed females tend to exhibit more 
“atypical” depressive symptoms, with a frequency more than twice higher compar-
ing to men (excessive fatigue, appetite increase, weight gain, hypersomnia, interper-
sonal sensitivity, and gastrointestinal symptoms) and more anxiety and somatization 
symptoms compared to men. Besides those mentioned above, we can find anger and 
psychomotor retardation. Atypical depression is also associated with younger age of 
onset and more comorbidity (social anxiety and specific phobia and more severity, 
disability, and suicide attempts). Although women make more suicide attempts, 
men are more likely to make a lethal attempt [36, 96, 97].

Higher levels of atypical symptoms in females could reflect a pathophysiological 
difference between male and female depression. For example, it has been suggested 
that this atypical depression is associated with under activity of the hypothalamic–
pituitary–adrenal (HPA) axis [98]. Given that female gonadal steroids are known to 
modulate factors such as corticotrophin-releasing hormone (CRH) secretion, sero-
tonergic activity [99], and gamma-aminobutyric acid (GABA) transmission [100], 
it is possible that the clinical syndrome of atypical depressive symptoms is at least 
in part a consequence of the action of female hormones on the HPA axis [101]. A 
finding like this may have important implications for the treatment of depression.

Women with clinical depression may tend to experience a greater severity of 
depressive symptoms, and their depression is often associated with a greater func-
tional impairment [102]. Women with subthreshold depression have also been 
reported to endorse a greater overall number of depressive symptoms in comparison 
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to men. Gender differences are especially prominent in the self-reported severity of 
depressive symptoms as compared to interview-based measures of depression 
severity, which implies that women express more its psychic distress.

The duration of the depressive episodes showed a trend toward being lengthier in 
females [103].

More than a half of women with major depression experience greater severity of 
depressive symptoms in the premenstrual phase of the cycle, even when the antide-
pressant medication has been effective during the rest of the cycle. Premenstrual 
exacerbation of depression has been linked to more rapid relapses [97, 104].

26.4.1  Chronicity and Recurrence

Considering the number of episodes presented, women are two times more likely to 
develop a single-episode unipolar depression, and even they are four times more 
likely to develop recurrent unipolar depression in community samples. But accord-
ing to research, results on gender differences in the duration or recurrence of depres-
sion are somewhat inconsistent. Some evidence exists that women have a more 
chronic course of depression than men. However, methodological studies show 
fairly convincingly that this is due to a differential recall bias, for instance. The 
environmental experiences that are associated with chronicity and recurrence are 
different for women and men; for example, financial pressures are more depresso-
genic for men than women, while family problems are more depressogenic for 
women than men.

In many studies, women compared to men with a history of depression are more 
likely to develop subsequent depressive episodes [105–107], not only in childhood 
or adolescence but also in adulthood [108].

However, some other studies failed to find gender differences in recurrence of 
depression among adolescents [108] or adults [109]. However, because the partici-
pants in studies among adolescents are still young, it is possible that greater female 
recurrence may emerge at a later age. Similarly, in another study, that gender differ-
ence in recurrence in major depression in adults was interpreted as a greater number 
of first onsets of depression in women compared to men but without gender differ-
ences in the duration or recurrence of depression [110].

In both genders, an earlier onset of depression was significantly correlated with 
more number of depressive episodes. Interestingly, lower onset age predicts a worse 
course of depression in females, but not in males. The finding that an earlier age of 
onset increased the chances of experiencing depressive episodes can be interpreted 
as supporting previous findings that an early onset MDD is more severe than those 
with a later onset [109]. The finding that an earlier onset is associated with a worse 
course in females only could have important theoretical implications. It seemed to 
suggest that depressive episodes tend to leave “scars” or residual effects [111], on 
an individual, which may serve to increase the likelihood of future depressive epi-
sodes. This effect is more likely to be experienced by females because of their 
greater tendency to ruminate in response to their depressed moods [112] which 
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activate and strengthen associative networks of negative cognitions [113], the 
greater genetic effects on MDD in females [114, 115], and their interpersonal orien-
tation that overvalue relationships as sources of self-worth [116].

Another line of argument may be biologically oriented. Depression may increase 
biological reactivity to stress by sensitizing the neurotransmitter and neuroendo-
crine systems linked to depression [117]. This in turn lowers the threshold for new 
depressive episodes, such that even mild stressors can trigger a new episode. It 
could be further argued that females are more reactive to stress than males. Support 
of this hypothesis comes from a recent study [114] which showed that adolescent 
girls compared to boys were also more reactive to both total and interpersonal stress 
and, consequently, were more likely to become depressed [110].

26.5  Comorbidity

Women are shown to have higher rates of both threshold and subthreshold comorbid 
anxiety. They are also more likely than men to present a comorbid anxiety disorder, 
bulimia, or a somatoform disorder and report more suicide attempts in the past, and 
men are more likely to report comorbid alcohol and substance abuse [118].

As mention before, the presence of a comorbid disorder prolongs the duration of 
MDD episodes in males predominantly. The exact reason for this gender difference 
is unclear; however, it could be that among males, major depression is secondary to 
other conditions such as substance use disorders which males are more prone to 
have [69, 119, 120]. This condition in males is also associated with more severe 
depression and health problems [121].

26.6  Gender Differences in Treatment of Depression

26.6.1  Pharmacological Treatment

There are not too many studies that accurately reflect gender differences in aspects 
related to treatment, but some studies show that enzymatic metabolism differences of 
some antidepressants may have different clinical efficacy in female or male [122].

Gender differences in pharmacokinetics and pharmacodynamics aspects of anti-
depressants suggest that men and women may differ in their response to treatment, 
and these effects may be particularly marked in women of childbearing age given 
the influence of estrogen and other sexual hormones [84, 123–126].

Antidepressants have a greater affinity for adipose tissue because they are lipo-
philic, which results in a greater distribution in women due to the greater adipose 
tissue component of these. At the same time in women, there is a lower gastric acid 
secretion and a slower motility than in men helping to a greater distribution.

The association between the use of antidepressants and the change in body 
mass index has been examined, and it has been found that weight gain was 
observed only in women (not men) who had received treatment for at least 90 days 
with SSRI [127, 128].
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The influence of sex on serum levels of venlafaxine and its metabolite 
O-desmethylvenlafaxine has been determined and found that women had levels of 
venlafaxine and O-desmethylvenlafaxine approximately 30% higher than men, but 
despite this finding, the clinical report does not find sex difference between males 
and females treated with venlafaxine [125, 129].

P-glycoprotein (P-gp) is a drug transporter which plays a critical role in the 
absorption and distribution of antidepressants. It has been reported that a gender 
difference exists in the expression of P-gp such that women express only one-third 
to one-half of protein compared to men [130], which implies an increase of concen-
tration of drugs and therefore a higher toxicity in women. With regard to plasma 
concentrations, there seems to be some agreement that they are higher in women 
than in men; however this hypothesis is not clear in all the studies. It is very impor-
tant to pay attention to the dose of antidepressants in women to prevent adverse 
effects as they need lower doses due to their physiological characteristics as they 
reach higher plasma concentrations.

The most important CYPs in antidepressant metabolism are CYP2D6, CYP2C, 
CYP3A, and CYP1A [130], and it is suggested that there is a differential expression 
of CYPs in males and females [131].

Pharmacological substrates of CYP3A4 (major metabolizer of sertraline, cita-
lopram, fluoxetine, and escitalopram and of amitriptyline, imipramine, and clo-
mipramine) often clear faster in women than in men caused by increased CYP3A4 
enzymatic activity in females, but cytochrome P450 2D6 (CYP2D6) (major 
metabolizer of xenobiotics, desipramine, and mirtazapine) often clear faster in 
males than females.

Cytochrome P450 1A2 (CYP1A2) substrates have been found to clear faster in 
males than females and metabolize escitalopram to desmethylcitalopram and dides-
methylcitalopram, and cytochrome P450 2B6 (CYP2B6) genotype and phenotype 
was only observed in women, and it is important for the metabolism of bupropion 
to its active metabolite hydroxybupropion.

Similarly, CYP2C19 activity has also been shown to be reduced in women, and 
it has been also suggested that this may be a direct result of inhibition by estrogen 
[132] and oral contraceptives [125, 133–137].

The effects of gender on plasma levels of SSRIs are, however, less clear. Plasma 
levels of sertraline have been shown to be higher in older women [138], which is 
consistent with the inhibitory effects of estrogen on both CYP1A2 and CYP2C19 
activity. Similarly, plasma levels of the SSRIs citalopram and paroxetine may also 
be higher in women than men [139, 140], although inconsistent findings have been 
reported.

Genetic variation also affects pharmacokinetics and pharmacodynamics of anti-
depressants [141], and a number of recent studies suggest that the effects of genetic 
polymorphisms may differ in men and women. The gene encoding the serotonin 
transporter (SLC6A4) affects the pharmacodynamics of SSRIs, and three of its 
polymorphisms have been associated with the response to antidepressants. The 
short allelic variant of 5-HTTLPR was associated with a poor response and non- 
remission to antidepressants [142] after considering the ethnic origin of the study 
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population [143], and the “S” allele of 5-HTTLPR was associated with a poorer 
response to escitalopram in men but not in women [144].

It has been reported too that in postmenopausal women, high levels of LH were 
associated with a poor response to antidepressants, and they also showed that HRT, 
which decreased LH, FSH, and increased estradiol, improved response to antide-
pressants in postmenopausal women [145]; a similar study suggested that both post-
menopausal status and high levels of FSH were associated with a poorer response to 
SSRIs [146, 147], and others show increased efficacy of SSRIs in peri- and post-
menopausal women when combined with HRT or estrogen replacement therapy 
(ERT) [148, 149].

Estrogens are involved in the pathogenesis of depression and in the effectiveness 
of antidepressants, facilitate the formation of dendritic spines, and influence the 
neurotrophic factors, and it has also been shown that progesterone decreases gastric 
emptying and thereby modifies the pharmacokinetics of antidepressants. 
Premenopausal females showed a better response than males to the serotonergic 
antidepressants, which implies that female hormones may improve their efficacy 
[125, 150, 151].

Postmenopausal women under treatment with estrogen and SSRIs showed bet-
ter response compared with postmenopausal depressed women who received only 
SSRIs, and postmenopausal women have a poorer response to antidepressants than 
premenopausal women, and this lower response was associated with elevated lev-
els of FSH [152].

There are also naturalistic studies of antidepressants in menopause that support 
the hypothesis that reproductive hormones may improve their effectiveness because 
depressed females in menopause respond worse to SSRI treatment, while premeno-
pausal women showed a better response.

Estrogen treatment for perimenopausal women (without treatment with antide-
pressants) has proved to be effective in the treatment of depression, also leave the 
replacement therapy of estrogen in women over the age of 40 years with a history of 
recurrent episodes of depression showed the emergence of new ones. LH levels may 
also predict improved response to antidepressant therapy in postmenopausal females 
because lower LH levels suggest higher baseline serotonin levels for antidepres-
sants to work upon [153].

In young females the menstrual cycle can also modulate the effectiveness of 
antidepressants due to altered gastric contractions and fluid retention lowering anti-
depressants plasma levels [125, 154–156].

To end with this general part, we must say that few significant studies exist 
regarding the differences in adverse effects. The findings suggest that women are 
more likely to experience adverse events and are related to evidence from pharma-
cokinetic studies suggesting that women have higher levels of these drugs in plasma 
than men.

With regard to sexual side effects, studies have focused especially on men, 
although women may also be affected. More studies should be done to analyze the 
significant differences between men and women.
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Suicidal ideation is considered not only a symptom of depression but also a com-
mon side effect in antidepressant treatment as a result of an exacerbation of irritable 
symptoms, which are seen more frequently in men than in female with depression.

Focusing on studies, recent studies determine that SSRIs are superior in effec-
tiveness in females compared with other antidepressants [157]. The greater efficacy 
of SSRIs in reproductive-aged women may be due to SSRI induction of 3-alpha 
reductase, because this enzyme produces the anxiolytic metabolites allopregnano-
lone (3-alpha, 5-alpha metabolite of progesterone) and the metabolites of andro-
stanedione and dihydrotestosterone that interfere in the improvement of depressive 
symptoms [125, 158, 159].

In case of chronic depression, recent studies have found that females respond 
more favorably to sertraline and to fluoxetine than men [124]. Other recent studies 
of outpatients with major depressive disorder who receive desvenlafaxine or pla-
cebo for 8 weeks found that desvenlafaxine generally improved depressive symp-
toms regardless of sex, and in other analysis with adult outpatients with recurrent 
MDD with venlafaxine extended release or fluoxetine, it was not observed any sex 
difference in the response [125, 129, 160].

In a more plausible analysis comparing cognitive behavior therapy (CBT) with 
pharmacotherapy and comparing either CBT or pharmacotherapy with placebo, no 
sex-modulating effects on treatment were detected regardless of therapeutic inter-
vention [161].

Other reports have suggested that anxious depression is associated with poorer 
response to all antidepressants [162, 163] or to treatment resistance. Some sug-
gested that those with anxious depression were less likely to respond to citalopram 
and more likely to report adverse events [154], and it has been suggested that SNRIs 
are more effective. A recent report suggested that the SSRI escitalopram may be 
more efficacious than the TCA nortriptyline in relieving the anxious symptoms of 
depression, and in another study, it was observed that in patients with melancholic 
depression treated with clomipramine, citalopram, paroxetine, or moclobemide, 
men and women respond equally to treatment.

Another recent study combining data from 15 randomized trials of 6 antidepres-
sants suggested that women responded better to SSRIs than SNRIs such as venla-
faxine [164].

26.6.2  Psychotherapy in Depression According to Gender

Women use psychotherapy to resolve their psychological conflicts rather more often 
than men. In addition, they ask for help and are committed to treatment with far less 
difficulty than men.

Psychotherapy and the idea of femininity have been historically linked. Thus, 
Freud described the psychology of women in terms of the observed shortcomings 
by comparing it with male psychology that was taken as a model, referring to the 
narcissistic inferiority or “penis envy” [165]. Soon, however, new concepts were 
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promoted because these ideas did not really reflect the experiences of women, shift-
ing the focus to the interpersonal and maternal determinants of mental development 
[4]. Already in the 1980s, the debate about gender identity that approaches psycho-
analytic teaching to biology and sociology begins.

Chodorow describes how the basic feminine sense of self is seen connected to 
the world, whereas the basic sense of self in man is conceived apart from the world. 
These different relationship skills and the type of identification are what prepare 
women to assume the role of adult.

Bleichmar explains the presence of guilt as a characteristic element of the female 
psyche, which regulate the relationship of women herself and her environment. She 
also proposes the hypothesis that fear of loss of love is the most dangerous situation 
that promotes anxiety in women, being the reassurance of emotional ties the main 
organizer of femininity.

Psychotherapy cannot have a position free from values of the therapist and the 
psychotherapeutic model used. Therefore, it seems essential to be aware of our ide-
ology and gender bias when performing psychotherapy. Failure in observing these 
biases can cause variations in the perception of the problem, in the diagnosis, in the 
objectives to be treated, and in the etiological explanations of symptoms, according 
to sex of the patient.

Attending to gender, it is crucial for the development of psychotherapy to take 
into account certain aspects and to promote an egalitarian relationship between 
therapist and patient. The main objective would be to help the patient, male or 
female, to become aware of gender inequalities, analyzing the processes of social-
ization and considering the sources of internal and external issues when addressing 
them. We should encourage the person to develop by itself a process of questioning 
of the generally associated assessments to the man or to the woman. And as men-
tioned above, it is imperative to note that individual female development is guided 
through a relational experience.

For all these reasons, it is essential to take into account all these different charac-
teristics of female gender identity in order to structure the most appropriate therapy 
for each patient, following the lines of evidence-based recommendations for the 
treatment of major depression [23].

Specific depression-based psychological treatment for MDD is available, and 
this supportive psychotherapeutic management of depression facilitates the pharma-
cologic response [166].

These treatments have included cognitive-behavioral therapy, interpersonal psy-
chotherapy, brief dynamic psychotherapy, and marital and family therapy.

Cognitive-behavioral theory [167] is the most empirically examined psychoso-
cial theory in relation to the management and treatment of the depressed patient and 
emphasizes a number of dysfunctional attitudes, cognitions, and images associated 
with depressive symptomatology; Beck posited that cognitive distortions (negative 
self-schemas) cause depression and are associated with maintenance of the disor-
der; the cognitive perspective is elaborated further by learned helplessness models 
and hopelessness theory [168, 169]. In cognitive-behavioral therapy [170], educa-
tion, behavioral assignments, and cognitive retraining form the active components 
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of psychotherapy [171]. This cognitive therapy has been demonstrated to be an 
effective short-term psychotherapy for depression [172].

Interpersonal psychotherapy of depression (IPT), which is demonstrated to be 
effective in acute treatment trials [173], addresses interpersonal difficulties such as 
interpersonal loss or grieving, role transitions, interpersonal disputes, and social 
deficits. The depressed female older adult, who could be struggling with loss of 
spouse or change in marital status, or transition from workplace to retirement or 
from having raised a family to an empty home, benefits from IPT.

Brief dynamic psychotherapy, which was not specifically designed for treatment 
of MDD, addresses current conflicts as manifestations of difficulty in early 
attachment.

From a psychoanalytic perspective, the pathology is due to the lack of integration 
of the feminine and masculine, and therefore, its goal is the aggregation of both 
poles while recognizing the vulnerability of female patients.

Similarly, research is needed to determine the efficacy of marital and family 
therapy in individuals with MDD. However, marital distress is a major event associ-
ated with the development of a depressive episode, marital discord often will persist 
after the remission of depression, and subsequent relapses are frequently associated 
with disruptions of marital relationships.

26.7  Conclusion

Affective disorders are multifactorial diseases well delimited from the scientific and 
medical point of view, but the current process of globalization and the socioeco-
nomic and cultural environment begin to have great importance and influence on 
them, especially the current gender construct.

In the past three decades, we have experienced great changes related to the redef-
inition of gender identity, with major changes in social, cultural, and economic level 
but not from a medical and psychopathological point of view, where gender identity 
is kept subordinated to the historical and traditional “feminity” of the symptomatol-
ogy described from the past. Depression has also been affected by these changes 
becoming a global disease with the peculiarities of the sociocultural context where 
it appears, being influenced differently by the current gender perspective (incorpo-
ration of women into work, changes in the classic roles of identity, periods of crisis, 
and economic problems).

Nowadays, women must respond to classic and current roles: housewives, taking 
care of the family, caregiver role, the double workday (at the office, at home) many 
times without any support from their partners and without social appreciation of 
themselves as autonomous agents. This stressful environment can result in a dis-
ease, especially depression. Because of this process of transformation around gen-
der identity, a new perspective of psychopathology must be done. Currently, it is 
emphasized the need to reconcile family and working life, but this is only possible 
with an equitable distribution of social and family responsibilities between men and 
women; otherwise they will continue to contribute to creating additional sources of 
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stress for women who are already subject to the performance of multiple roles. 
Recent studies show that job stress accompanied by an overload of activities at 
home increases the rates of depression among women.

From a purely epidemiological point of view, we know that women are typically 
from two to three times more likely to develop depressive disorders than men are; 
some authors claim that “depression is more unacceptable for men because it dis-
agrees with the male stereotype,” because it is difficult for men to recognize it and 
even harder to show it openly because it does not correspond with the masculine 
ideals of success in our society, so men often deny having depressive symptoms, and 
the collected data in research about prevalence do not agree with the clinical reality.

The preponderance of depression in women could carry a negative consequence: 
to think about depression as a female-stereotyped disorder. This may lead to overdi-
agnose depression in women and, potentially, overmedicate them, and on the other 
hand, depression in men may be overlooked, with the risks that it means.

The gender difference emerges earlier than previously thought, at the age of 12; 
it peaks in adolescence and declines in adulthood, remaining stable until senes-
cence, when a small peak occurs. The knowledge of this fact should promote a 
universal screening in primary care, with a strong emphasis on adolescents. More 
studies should be done in children under 12 because evidence suggests that this gap 
emerges before and it would be necessary to detect it in order to do a preventing 
intervention. It is remarkable that puberty, menstrual cycle, pregnancy, and meno-
pause are triggers for onset, recurrence, and exacerbation of affective disorders.

It is well known the value of hormonal function in the different developmental 
stages of women and the particular environmental factors that result in a psycho-
pathological process (traumatic childhood experiences, low socioeconomic status, 
social isolation, family dynamics, particular aspects of personality), but we must 
take greater account of the traditional role of women established since ancient times 
and its current definition as a source of pathology.

The prevalent symptomatology in depressive women differs substantially respect to 
men, guiding us to underlying biological and cultural factors; it is shown that depressed 
women tend to have greater number of atypical symptoms than men have (excessive 
fatigue, hypersomnia and hyperorexia, more frequent anxiety symptoms, and somatic 
symptoms). The prevalence of atypical depression is twice higher in women than in 
men, with the consequent higher clinical severity and higher comorbidity which influ-
ences the onset of the disorder at an earlier age, the higher frequency of recurrent epi-
sodes and longer permanence of symptoms. All these specific events in women and the 
subjective opinion of excessive severity of symptoms could reflect an own depresso-
genic cognitive style associated with the female identity.

Regarding the pharmacological treatment, there are significant differences 
between women and men in the enzymatic metabolism of some of the antidepres-
sants used (mainly related to the lower expression of P-gp in women), with the 
consequent differences in the clinical response to treatment; we also know that the 
response to antidepressants in depression with high anxiety comorbidity is smaller, 
so it seems that antidepressant use in women is generally less effective. Anyway, 
SSRIs are shown as the most effective treatment in women.
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If we focus on psychotherapy, it is crucial to take into account an egalitarian 
relationship between therapist and patient and to become aware of gender inequali-
ties, analyzing the processes of socialization and questioning the generally associ-
ated assessments to men or to women, being the cognitive-behavioral therapy the 
most empirically tested.
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27Anxiety Disorders
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Abstract
Anxiety disorders are more prevalent among women than men. A higher preva-
lence of anxiety in women compared with men has been repeatedly reported in 
the literature. The disorders include agoraphobia, posttraumatic stress disorder 
(PTSD), and generalized anxiety disorder (GAD). Similar data between the two 
sexes have been obtained for social phobia and obsessive-compulsive disorder 
(OCD). This suggests that biological, psychosocial, and cultural factors are 
related. The aim of this review is to incorporate sex and gender considerations 
into anxiety disorders, including current psychological theories and treatment of 
anxiety disorders.

Lower levels of assertiveness and self-support in women compared with 
men and men’s lower levels of inclination toward dependency and helplessness 
contribute to the higher prevalence of reported anxiety in women. Gendered 
aspects of daily life can play a role as well. The relationship between psycho-
pathology and femininity is itself a matter of discussion because it is assumed 
that masculine behavior is taken as the standard for mental health. From our 
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point of view and because the methodological problems in research did not 
permit an objective review of this kind of complex causation, this could only 
result in speculation with regard to the available data. To explore the role of 
culture and ethnicity, future research is needed. The World Health Organization 
has identified gender as a critical determinant of mental health and mental ill-
ness and suggested that integrating gender considerations in health research 
contributes to better science and consequently to more effective and efficient 
mental health programs.

27.1  Introduction

It is increasingly defended that being a man or woman influences not only the preva-
lence of mental disorders but also the manifestation and expression of symptoms, 
the willingness to request medical and psychological assistance, the course of the 
disease, and even the response to treatment [1, 2]. The WHO considers that not 
enough attention was being paid to the specific determinants of each sex in the 
mechanisms that promote and protect mental health and boost resistance to stress 
and adversity [3]. Whereas widespread attention has been paid to sex differences in 
the prevalence of anxiety disorders and their possible origins, limited research has 
been carried out on the gender perspective of these differences, which could influ-
ence treatment provided to these patients.

We define sex as the biological features distinguishing male and female animals 
and human beings, whereas gender consists of the sociocultural aspects of defining 
people’s identity in relation to sex.

It is interesting to dedicate a separate section to the subject of gender and its 
relationship with anxiety. Understanding the construct of gender from a wide point 
of view, which we do not delve into here, but distinguishing it from differences 
between the sexes from anatomical and purely biological perspectives, we can reach 
numerous conclusions, which are named specifically in subsequent sections with 
regard to anxiety, which is the subject at hand.

Therefore, from the gender point of view, certain attributes have historically been 
given to women and men; these inexorably represent the roles of each, circum-
scribed on the basis of these attributes. While male sex is related to public space, the 
abstract, the word, and the active, female sex is related to the private, passive, and 
submission. In this way, the social, economic, and political roles, among others, to 
which each gender is assigned are different and lie below a dichotomy construct 
between opposites [4].

From an anthropological perspective, Strathern and MacCormack [5, 6] have 
stated a discourse about nature and culture that usually portrays nature as femi-
nine; it must be subordinated to a culture that is constantly presented as active and 
abstract. Mind and reason are related to masculinity, whereas the body and nature 
are associated with femininity, awaiting significance provided by an opposing 
subject.
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Thus, so-called symbolic domination is produced, which often adopts the form 
of bodily emotions—shame, humiliation, shyness, anxiety, and guilt—or passions 
and feelings, love, admiration, and respect, and sometimes more painful emotions 
when they become more visible manifestations such as flushing, verbal confusion, 
clumsiness, shaking, anger, or impotent rage, all of which are ways of being sub-
jected, although it may be despite oneself, to the subterranean complicity of the 
guidelines of the conscience and willpower, which maintain social structures with 
inherent censure.

Although a specific section is devoted to each anxiety entity, the influence of 
gender, and its role in the distinct psychopathological expression between men and 
women, we can advance or propose their possible influence, for example, on the 
genesis of phobia and the rate of prevalence, where the woman, by being subjugated 
to the private space, fundamental to the household, could have greater difficulty, 
from this perspective, to be exposed to the public, both in presence and in manifes-
tations (posture, language, etc.).

The different roles could influence the psychopathological expression of differ-
ent mental diseases to such an extent that our own social dynamic is influenced by 
them. This can be observed, thanks to transgenerational changes that represent 
changes in the expression of the different roles and changes in representations, per-
ceptions, appreciations, and opinions of society in general and the individual in 
particular. To this fact we should add the transcultural differences observable in 
gender roles, with significant ethnographic differences. Global analysis of these and 
other variables could bring us closer to understanding the influence of gender on 
different psychopathological expressions as a whole and, consequently, attempt to 
understand what these differences are caused by and explain the different preva-
lences of the various pathologies and their symptomatology and therapeutic alterna-
tives based on this analysis.

27.2  Epidemiological Data

In several research studies of anxiety disorders of different population and cultural 
samples, women present prevalence figures that are substantially higher than those 
observed among men [7, 8]. It has been detected that women usually present a sub-
jective perception of lower psychological welfare, worse quality of life, and worse 
state of health than men [9, 10]. The existence of anxiety disorders complicates or 
increases the risk of significant disability in the population that suffers from it, a 
disability similarly serious to that observed in other chronic diseases [11]. In gen-
eral terms, there are predisposing factors (genetics, somatic diseases, psychological 
traumas during development, absence of coping mechanisms, thought, beliefs, and 
distorted cognitive processing) and other precipitating factors (somatic or toxic 
problems, external and intense long-lasting stress, stress that affects vulnerability, 
and other factors) [12, 13].

Other factors that suggest differences between sexes with regard to anxiety dis-
orders in general are previous comorbidity, genetic predisposition, personality 
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traits, sexual hormones, endocrine reactivity to stress, the systems of neurotransmis-
sion, and neuropsychological determinants [14, 15].

As we have commented, women have higher prevalence rates of anxiety disor-
ders. McLean et al. did an epidemiological study deepening how gender affects age 
of onset, chronicity, comorbidity, and burden of illness. In their study, the lifetime 
and 12-month male/female prevalence ratios of any anxiety disorder are 1:1.7 and 
1:1.79, respectively. Women have higher rates of lifetime diagnosis for all the anxi-
ety disorders except for social anxiety disorder which show no gender difference in 
prevalence. No gender differences were observed in age on onset and chronicity of 
illness. Nevertheless, women with a lifetime diagnosis of an anxiety disorder have 
got more probability to also be diagnosed with another anxiety disorder, bulimia 
nervosa, and major depressive disorder. Additionally, anxiety disorders are associ-
ated with a greater illness burden in women than in men. They propose that these 
results suggest that anxiety disorders are more prevalent and more disabling in 
women than in men [16].

Despite the lack of studies, there is more and more solid evidence that differ-
ences exist between the two sexes with regard to cerebral anatomy, neurochemistry, 
and activation and response patterns to environmental stimuli, as well as differences 
in the physiology and physiopathology of other body systems, differences that 
might influence the etiology and course of psychiatric disorders [17].

Over the menopausal period, different conditions have been proposed that could 
contribute to the genesis of anxiety symptomatology such as children leaving home 
(“empty nest”), the termination of work activity, changes in roles within the family, 
the appearance of diseases, loss of interpersonal relationships, and changes in physi-
cal appearance [18]. However, according to a study conducted by Faravelli, despite 
females run greater risk for affective and anxiety disorders, the vulnerability of women 
for these disorders varies with the age. Before menopause, women reported higher 
incidences of anxiety disorders. After menopause, the rates of cases who experienced 
an anxiety disorder for the first time did not distinguish between the two sexes [19].

Anxiety disorders are more prevalent among women than among men according 
to a literature review. Most data on the prevalence of anxiety disorders are based on 
self-reports, and various authors have hypothesized that observed sex differences 
are due, at least partly, to less willingness in men to report symptoms of anxiety [20, 
21]. Traditional masculine sex role stereotypes may make it difficult for men to 
openly display weakness in general (crying). One may argue that the data regarding 
social phobia 1:1 do not support this assumption. Again the possibility that the true 
proportion of men with social phobia is higher than that of women cannot be ruled 
out because of the role that shame may play in men.

From a methodological point of view, prevalence differences may be an artifact 
associated with men’s inhibition with regard to reporting symptoms, again ensuing 
from masculinity standards. The type of self-report measure used may influence the 
degree to which sex differences emerge. Furthermore, the relationship between psy-
chopathology and femininity is itself a matter of discussion, because one may 
assume that masculine behavior is often, but erroneously, taken as the standard for 
mental health [22].
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27.3  Psychological Models of Anxiety Disorders

Bekker and van Mens-Verhulst [22] explain the psychological theories of anxiety 
disorders. They begin with the learning perspective, which is the theory that is most 
extensively studied in the field of anxiety disorders, then sex role theories, and 
finally attachment and schema theory.

27.3.1  Learning Perspective

From this perspective one could question why more women than men develop pho-
bic fear responses and/or phobic avoidance behavior. Using the terms conditioning 
or learning and gender or sex differences provides few clues. Authority works on 
anxiety disorders do not offer gender-specific viewpoints on the etiology of learned 
behavior, even if they consider the prevalence and possible background of sex 
differences.

It has been hypothesized that women are more vulnerable to being conditioned 
to fear responses. There is evidence supporting an exposure hypothesis (women 
compared with men are more frequently exposed to anxiety-evoking traumas and a 
vulnerability to anxiety disorders). Women’s more frequent exposure to sexual vio-
lence has repeatedly been mentioned, as well as domestic violence against women, 
and poverty, all of which support the exposure hypothesis.

In addition to women being exposed to the trauma of sexual violence more often 
than men, other aversive stimuli occur more frequently in women’s lives and/or may 
provoke more fear in them (lack of affirmation of one’s personal identity, going out 
“unprepared” not in line with existing norms, not having acquired the skills needed 
in public, anonymous situations). Future research could focus on the gender- specific 
meanings of the situations being feared and avoided and relate these to their signifi-
cance for specific demographic and individual differences and also for various sub-
groups of women [22].

27.3.2  Sex/Gender Role Perspective

From the sex role perspective, phobic avoidance behavior is an inevitable product of 
Western culture. The traditional feminine sex role discourages assertiveness and 
self-supportive behavior in women and prescribes them to react to stress with 
dependence and helplessness [23–28].

This sex role perspective on anxiety disorders has been studied since the 1970s, 
mainly in relation to agoraphobia. Agoraphobia in women was expected to decrease 
in frequency as Western culture placed more demands on women to be employed 
outside the home and to be self-reliant and assertive. From this perspective, the sex 
role not only comprises the gender role but also the socioeconomic positions society 
expects women and men to take. Two epidemiological studies supplied evidence for 
the hypothesis that the frequency of phobia among women might decrease as their 
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employment increased. However, to our knowledge this relationship has not been 
investigated during the past decade.

Another approach within the sex role perspective is to focus on a culture’s 
masculinity and femininity. Based on the aforementioned assumption that sex 
roles and phobia within Western culture are frequently related, the degree of mas-
culinity/femininity in 11 countries was compared (in countries with high mascu-
linity, social gender roles are clearly distinct; in those with low masculinity/high 
femininity, gender differentiation is weak). High masculinity predicted higher 
national levels of agoraphobia and several specific fears, but not cross-national 
differences in social fears.

Another individual-level, gender role approach to anxiety and other disorders 
focuses on gender role stress (GRS). This approach places more emphasis on the 
stressful side of the gender role than does the sex role model, which uses more neu-
tral feminine and masculine characteristics. The original authors defined GRS as 
stress resulting from a rigid commitment to gender roles, together with inherently 
dysfunctional coping. Masculine GRS components are (fear of) physical inade-
quacy, emotional expressiveness, subordination to women’s intellectual inferiority, 
and performance failure. However, this study lacked both a measure of feminine 
GRS and a stress measure that may be more neutral. Therefore, it remains unknown 
whether the association would have been found for stress regardless of gender- 
bound nature or whether it is specifically for masculine GRS.

27.3.3  Attachment and Schema Theory: Gender Neutral 
and Gender Specific

Schemata are the inner working models to others that children develop in relation to 
their primary caregivers. If children experience their primary caregivers as insuffi-
ciently available or responsive to their needs, they develop a condition of insecure 
attachment. In the case of anxiety disorder, the insecure attachment may predomi-
nantly involve a fearful or avoidant attachment style. Most studies on attachment 
and anxiety disorders failed to report sex differences in the patterns of insecure 
attachment styles. This may have occurred because the original theory on attach-
ment (as well as the schema theory) is gender neutral. With feminist neopsychoana-
lytical theory, a gender-specific version of the attachment theory has become 
available [29]. Authors consider the fact that the primary attachment person in chil-
dren’s lives is usually a woman—their mother—which provides a source of sex 
differences in autonomy development [30–32].

Considered from this perspective, the early same-sex mother-daughter relation-
ship would imply that the symbiotic phase with the mother is longer, more enduring, 
and more intense for girls than it is for boys. As a result, girls would meet more 
problems with individuation and separation, boys with commitment and displaying 
their dependency needs.

The fact that insecure attachment may be expressed in sex-specific insecure 
attachment, styles and patterns of autonomy connectedness may contribute to the 
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unequal prevalence of many mental disorders, including anxiety disorders between 
the sexes.

27.3.4  Clarification Remarks and Proposals

One explanation refers to the lower levels of assertiveness and self-support in 
women compared with men, and men’s lower levels of inclination toward depen-
dency and helplessness, all factors that contribute to anxiety complaints. Also, alco-
hol abuse appeared to be a masculine (thus gendered) masking strategy. On the 
other hand, using anxiolytics and engaging in binging can be assumed to be femi-
nine masking strategies. Gendered aspects of daily life can play a role as well. 
However, neither the role of feminine gender role stress nor the interaction with 
gender-neutral stress has been studied in relation to these factors.

Sexual and physical assaults must be acknowledged as etiological factors with 
the unchallenged fact that the percentage of female survivors surpasses that of men 
by almost tenfold.

There are those who defend the theory that despite sociocultural determinants 
influencing the psychopathological differences in anxiety between the two sexes, 
they do not explain the differences in the prevalence of anxiety disorders. Nor do the 
processes of socialization and sexual roles determine those differences [33, 34]. It is 
plausible that other psychological and biological factors are also important, such as 
a more feminine pattern of reacting to bodily sensations in interaction with specific 
attachment styles. More research remains to be done in these areas.

The relationship between psychopathology and femininity is in itself a matter of 
discussion, because one may assume that masculine behavior is often, but errone-
ously, taken as the standard for mental health.

There are deficiencies in sex-specific information on the prevalence of the com-
mon Diagnostic and Statistical Manual of Mental Disorders (DSM) anxiety disor-
ders in specific ethnic groups, as well as prevalence in non-Western anxiety 
disorders in and outside of Western countries, including their gender distribution. 
To explore the role of culture and ethnicity, future research should determine 
whether and to what extent changes are occurring in the distribution of specific 
subtypes of anxiety disorders.

From our point of view, gender roles should be given more attention in therapy 
research. More data should be collected on the gender characteristics of patients, 
therapists, and therapeutic relationships, instead of sex characteristics only.

27.4  Biological Factors

A common genetic vulnerability exists for panic disorder, generalized anxiety, 
agoraphobia, and affective disorders [35]. This vulnerability consists of a neuro- 
biological response of hyperactivity to stress, with a chronic increase in the func-
tion of the neurochemical systems (corticotropin- and adrenaline-releasing 
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factor) that mediate in the response to stress and that act on determined cerebral 
regions (hippocampus and medial prefrontal, temporal, parietal, and cingulate 
cortex) [36]. When the activity of the amygdala, which is crucial for subjects in 
remembering the emotional events after viewing slides of disturbing images, was 
assessed, men who showed an intense emotional response exhibited greater 
activity in the right amygdala, while women exhibited greater activity in the left 
amygdala [37, 38]. Whereas anxiety due to separation from the mother increased 
the concentration of serotonin receptors in the amygdala of boys, the same situ-
ation decreased the concentration of these receptors in girls. If we add to this 
theory that the production of serotonin is 52% higher in the male subject than in 
the female [39, 40], it turns out to be a very interesting and promising line of 
research to be able to understand the predisposition of women to developing 
anxiety and mood disorders.

Furthermore, although gender differences have been identified as a very impor-
tant factor for studying stress-related anxiety and associated clinical disorders, the 
neural mechanisms that justify these differences are not clear. Seo et al. did a study 
to explore gender differences in the neural correlates of stress-induced anxiety using 
functional magnetic resonance imaging. During the task, they found a significant 
gender pivotal effect. Men showed considerable responses in the caudate, cingulate 
gyrus, midbrain, thalamus, and cerebellum, while women exhibited greater 
responses in the posterior insula, temporal gyrus, and occipital lobe. Moreover, they 
observed positive associations between activity in dorsomedial prefrontal cortex, 
left inferior parietal lobe, and left temporal gyrus and stress-induced anxiety in 
women but negative associations in men. They propose that women and men use 
different neural resources when experiencing stress-inducing anxiety and it could 
have implications for developing more effective treatments strategies tailored to 
each gender [41].

In last years, there is a new line of research about the influence of vasopressin 
and oxytocin brain systems in the regulation of social and anxiety-related behaviors 
and the different implications in women and men. In studies with rodents, sex dif-
ferences are evident at prepuberal ages as seen in the sex-specific regulation of 
social recognition, social play, and anxiety by the vasopressin system. Moreover, 
the oxytocin system in humans and rodents alters brain activation, anxiety, and 
sociosexual motivation in sex-specific ways. For example, young adult women 
respond to intranasal oxytocin by a strengthening of resting-state amygdala-mPFC 
functional connectivity, an effect that was not seen in young adult men or older adult 
women. Vasopressin and oxytocin have been implicated in the pathophysiology and 
treatment of several social and emotional disorders, and these disorders often show 
an important sex bias in prevalence and treatment responses [42–44].

In another vein, during the last few years, it is being studied how epigenetics 
influences anxiety disorders. A review by Nieto et al. [45] indicates that although 
compared to animal studies there are fewer studies of anxiety in humans, examining 
the epigenetics of anxiety disorders may lead to a better knowledge of mechanisms 
and in this way help to find new treatment strategies. They conclude that although 
there are many gaps of knowledge, the majority of epigenetic variations identified 
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to date show that anxiety-like phenotypes involve genes that regulate HPA axis, 
neurotransmitter systems, and neuroplasticity.

DNA methylation studies have been done in adults with social anxiety disorder, 
anxiety symptoms, and panic disorder. According to a recent study comparing par-
ticipants with anxious symptoms and controls, as determined by scores on the 
Hospital Anxiety and Depression Scale-Anxiety (HADS-A), anxious adults had 
significantly higher levels of global DNA methylation relative to non-anxious 
adults. Further, the expression of the DNA methyltransferases DNMT1/3A increases 
with the increasing HADS-A scores in the anxious cohort only [46]. In patients with 
panic disorder and social anxiety disorder, DNA hypomethylation was identified. 
Adults with social anxiety disorders showed oxytocin receptor (OXTR) DNA 
hypomethylation [47], while adults with panic disorders exhibited glutamate 
decarboxylase 1 (GAD1) DNA hypomethylation. Monoamine oxidase A (MAOA) 
hypomethylation was found in female with panic disorders but not in male [48].

27.4.1  Sexual Hormones

For many years, the differences between the sexes and the role that the gonadal 
hormones played in these differences were studied by focusing exclusively on 
sexual conduct. Currently, apart from controversies, it is accepted that sexual dif-
ferentiation implies diverse structural, chemical, and functional variants between 
the brain of the male and that of the female, which affect all the areas of the sub-
ject [39, 40]. With regard to differences in response to stress that are seen in both 
sexes, the possible influence of sexual hormones has been described [49]. It has 
been reported that estrogens could influence the response to stress mediated by 
noradrenalin. These are important facilitators of the serotonergic response in 
humans [50]. Women of reproductive age are more vulnerable to developing anxi-
ety disorders than men, between two to three times more. In fact, 17.5% of women 
compared with 9.5% of men suffered some kind of anxiety disorder during their 
lifetime, while 8.7% of women compared with 3.8% of men had suffered an anxi-
ety disorder over the last year [51, 52].

If we also take into account that the changes introduced by reproductive hor-
mones during the intrauterine phase and puberty, the menstrual cycle, pregnancy, 
and the menopause, clearly modify the cerebral structure and function, all of which 
suggest that sexual hormones play a deciding role in etiology and in the clinical 
manifestations of these pathological conditions [17, 53]. It has been speculated that 
a primary postpuberty effect of the gonadal hormones on the stimulation of the 
limbic system might predispose women to higher rates of anxiety and affective 
disorders [34].

To be precise, anxiety diminishes during pregnancy [54] and the luteal phase 
of the woman’s menstrual cycle. A deterioration of the symptoms of many anxi-
ety disorders following birth is observed and seems to indicate that progesterone 
may play an important role in the differences between sexes with regard to anxi-
ety disorders. Sutter-Dallay et al. [55] observed that a quarter of women with an 
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anxiety disorder suffered a probability of depression during the postpartum 
period three times greater than the general population [55]. Similarly, it is notice-
able that information existing about anxiety disorders in the menopause is scarce 
and a high level of prescription and self-medication of anxiolytics is observed at 
this stage of life [18].

Hormonal changes that occur during the menstrual cycle could also influence the 
anxiety symptomatology present in the context of a premenstrual dysphoric disor-
der, which is usually pronounced [56, 57], as well as in the context of anxiety disor-
ders. It is known that anxiety disorders tend to deteriorate over the premenstrual 
period [58], when ovarian hormones are at their lowest level in the cycle.

Although many studies focus on estrogens, progesterone is also an important hor-
mone related to pregnancy and the menstrual cycle. Women in a high progesterone 
state of their menstrual cycle had increased cortisol levels and better memory recall 
for negative images [59]. Progesterone has been shown to suppress the HPA axis in 
rats by converting it to its metabolite allopregnanolone which has anxiolytic proper-
ties [60]. Human imaging studies have been shown that allopregnanolone is associ-
ated with reduced amygdala response to aversive stimuli, supporting the anxiolytic 
role of this hormone [61]. Furthermore, allopregnanolone is a positive modulator at 
GABA-A receptors, and women with PTSD have altered GABA-A receptor sensitiv-
ity and reduced cerebroespinal fluid levels of allopregnanolone [62].

A recent review by Maeng and Milad [63] concludes that collecting data from 
studies of stress, fear, and sex hormones indicate that elevated sensitivity to stress 
and impaired extinction memory consolidation are associated with low estrogen 
levels in females and this could be related to vulnerability to psychopathology. They 
argue that stressful life experiences can disrupt fear extinction, a behavioral process 
that models the psychopathology of anxiety disorders, and this negative effect of 
stress can be further amplified during low levels of estrogen. They propose that 
because stress is a principal contributor to developing anxiety disorders, stress and 
fear mechanisms should be studied together.

Hsiao et al. [64] observed that a significant percentage of women with general-
ized anxiety disorder (GAD) and panic disorder (PD) together with the premen-
strual disorder syndrome also suffered exacerbation of their symptomatology in the 
premenstrual phase, which we consider to be the possible influence of the hormonal 
cycle of a woman with anxiety symptoms. The exacerbation of the symptomatology 
in the premenstrual and follicular phase that women with GAD and associated pre-
menstrual tension syndrome mention does not appear in the phase that only presents 
GAD [58].

The syndrome of premenstrual tension has been associated with anxiety disor-
ders, especially with GAD and PD, with which on occasions a differential diagno-
sis is proposed [65]. But a separate chapter in the same book is dedicated to the 
dysphoric premenstrual syndrome; therefore, we do not analyze the possible anal-
ogies and common influences of the two disorders here. We tackle changes related 
to the gonadal influence in each subtype of anxiety disorder in subsequent epi-
logues that will deal with the differential characteristics between the two sexes in 
each corresponding entity.
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27.5  Subtypes of Anxiety Disorders

The diagnostic categorical criteria usually used are subject to continual modifica-
tions in the different versions of international classifications such as the DSM. The 
DSM-5 [66] comprises disorders that share features of excessive fear and anxiety 
and related behavioral disturbances. Fear is the emotional response to real or per-
ceived imminent threat, whereas anxiety is anticipation of future threat.

Anxiety disorders in DSM-5 are arranged developmentally, with disorders 
sequenced according to the typical age at onset. DSM-5 contains specific phobia, 
social anxiety disorder (social phobia), panic disorder, agoraphobia without a his-
tory of panic disorder, generalized anxiety disorder, anxiety disorder due to a medi-
cal disease, anxiety disorder induced by substances, and unspecified anxiety 
disorder [66]. This edition also includes separation anxiety disorder and selective 
mutism. Obsessive-compulsive disorder (OCD) and related disorders are in another 
section of DSM-5 classification.

We try hereby to explain the different subtypes, emphasizing the anxiety disor-
ders that from a gender perspective deserve particular attention.

27.5.1  Separation Anxiety Disorder

The individual with separation anxiety disorder is fearful or anxious about separa-
tion from attachment figures to a degree that is developmentally inappropriate. 
There is persistent fear or anxiety about harm coming to attachment figures and 
events that could lead to loss of separation from attachment figures and reluctance 
to be parted from attachment figures, as well as nightmares and physical symptoms 
of distress. Although the symptoms often develop in childhood, they can be 
expressed throughout adulthood as well [66].

The age-at-onset criterion for separation anxiety disorders was removed in DSM- 
5. According to a study by Silove et al., lifetime separation anxiety disorder preva-
lence is 4.8%, with 43.1% of lifetime onset occurring after 18 years. They identify 
like predictors of lifetime separation anxiety disorder female gender (1.3:1), retro-
spectively reported childhood adversities, and lifetime traumatic events [67].

27.5.2  Selective Mutism

Selective mutism is characterized by a consistent failure to speak in social situations 
where there is an expectation to speak (e.g., school), even though the individual 
speaks in other situations. The failure to speak has significant consequences for 
achievement in academic or occupational settings or otherwise interferes with nor-
mal social communication [66].

Selective mutism is a disorder that typically appears in early childhood. In 
the DSM-5, it is now classified as an anxiety disorder. The etiopathogenesis of 
selective mutism is multifactorial, including genetic, environmental, and 
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developmental factors [68]. Selective mutism has a prevalence rate around 
0.71% [69] and is more prevalent among girls than boys (1.5:1) according a 
2000 study [70].

27.5.3  Phobia

The word phobia derives from the Greek term phobos, which means fear, panic, or 
terror. The term social phobia was introduced by Janet in 1903 and acquired its own 
identity with the classification of Marks in 1969 [22]. Anxiety acquired a core 
importance as the pathogenic origin of the phobic disorder, whose presence contrib-
utes to its self-perpetuation. According to Lepine and Chignon [71], the diagnosis 
of this entity requires the presence of the feared object and situation; anxious mani-
festations, which, as we say, are of special relevance; an anti-phobic reaction; and 
difficulties in functioning well for the sufferer.

Although there is a predominance of phobic disorders in the female, there appear 
to be differences according to the type of phobia. These differences are explained by 
the diverse mechanisms that could have an influence such as ideological factors, the 
social facilitation of aggressive behavior and courage in the male, and the greater 
tendency in men to not admit fear, because it damages self-esteem and social con-
sideration. The DSM-5 [66] distinguishes social phobia, specific phobia, and agora-
phobia as the main entities that make up phobic disorders in general.

27.5.4  Social Anxiety Disorder (Social Phobia)

We can briefly sum up social phobia as an acute and persistent fear of one or 
more social situations or events in public in which the subject feels exposed to 
persons that do not belong to the family environment or to possible assessment 
by others [13].

We distinguish between social phobia and generalized (referring to most social 
situations) and nongeneralized social phobia, where the phobia is particularly about 
speaking in public; the DSM-5 specifies performance only: if the fear is restricted 
to speaking or performing in public. Although this classification may seem not to be 
definitive, there are those who defend the idea that it is a continuum of gravity that 
deals with different aspects of a same spectrum of social anxiety [71]. According to 
other authors, the distinction between social phobia and personality disorder by 
avoidance is not even conclusive, postulating the fact that they form part of the same 
psychopathological context [72–74].

According to DSM-5 [66], hypersensitivity to criticism of the assessment of 
others, the difficulty in self-affirmation, low self-esteem, and feelings of inferiority 
are some of the characteristics of this type of phobia.

Over recent years, numerous publications on this subject have given an idea of 
the growing attention that this entity receives [75, 76], partly because of great 
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comorbidity, 70–80% with other psychiatric disorders, above all from the anxiety 
series, depression, substance abuse, panic disorders, and personality disorders [77]. 
Yonkers et  al. [78] observed a greater tendency toward substance abuse in men; 
women, on the other hand, tended to present agoraphobia [78]. In the same study, 
they described how women, who had backgrounds of attempted suicide and a worse 
premorbid adjustment, had a worse prognosis.

It has been observed that diagnosed women usually present deterioration in 
symptoms in the premenstrual phase of the cycle, the same as pregnant women, 
who exhibit an increase in social anxiety levels during the first 3  months of 
pregnancy [79].

It appears that several authors agree that both environmental and genetic factors 
influence social phobia [13, 80, 81]. Psychosocially, childhood environmental fac-
tors have been reported (imitation of parental phobia conduct, overprotection, anx-
ious parents, etc.); conflicts during adulthood are also identified as contributing to 
their appearance (fundamentally traumatic situations) [13, 82]. Personality in gen-
eral shows characteristics of introversion (shyness and dependence), which some 
authors defend, and is linked equally to the evasive personality disorder [13, 72]. 
Other environmental factors that we could mention are the lack of social support, 
low educational level, and single status [13, 83].

A 2017 review concludes that women are more likely to have social anxiety dis-
order and also report greater clinical severity as revealed by more severe symptoms, 
higher levels of social fears, and a greater number of social fears. According to this 
review, the course of SAD is similar for men and women, without gender differ-
ences in the onset and the chronicity of the disorder. They conclude that despite the 
gender differences found in their review in several domains of SAD, it’s important 
to continue deepening in these differences to facilitate more sensitive and specific 
treatment for men and women with SAD [84].

A recent study by Asher and Aderka [85] based on data from the US National 
Comorbidity Survey Replication (NCS-R) showed gender differences in social 
anxiety disorder. In their study, women were more likely than men to suffer from 
lifetime and 12-month social anxiety disorder (SAD). Among participants with 
12-month SAD, women were more likely to be divorced, while men were more 
likely to have been never married. Men with 12-month SAD were more likely to 
be employed compared with women. Among participants with 12-month SAD, 
men were more likely than women to have alcohol abuse and dependence, drug 
abuse and dependence, and conduct disorder. Women were more likely than men 
to have specific phobia, generalized anxiety disorder (GAD), and posttraumatic 
stress disorder (PTSD). They didn’t find statistical significance for mood disor-
ders and panic disorder, in contrast to previous studies that found significant 
differences [86]. The authors propose that mood disorders typically follow the 
onset of SAD, so it is more difficult to detect these disorders among subjects with 
12-month SAD than individuals with lifetime SAD.  In their study, women are 
more likely to have a more several clinical presentation of SAD and to have a 
greater subjective distress.
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27.5.5  Specific Phobia

These are acute and persistently irrational, excessive, out of control fears and occur 
in the presence or anticipation of specific objects or situations that the subject tries 
to avoid [13].

Specific phobias are considered to constitute the third most frequent psychiatric 
disorder, with a prevalence throughout a lifetime of 12.5%. Women have a greater 
tendency to present social phobia [13, 87]. The age at appearance is very early; it is 
considered one of the most precocious psychiatric pathological conditions, with an 
average onset around the age of 7, according to studies [88]. Women have a greater 
frequency of a phobia of animals and men of heights (acrophobia) [89]. Other stud-
ies provide different data. According to a Korean study by Park et al. [90], the life-
time prevalence rate of specific phobia is 3.8%. Life time prevalence rates of animal, 
natural environment, blood-injection injury, and situational phobia were 2.0%, 
1.4%, 0.5%, and 0.4%, respectively. They found that the most widely prevalent 
phobia was fear of animals in women and fear of natural environments in men. The 
mean age of onset for animal, natural environment, and blood-injection injury pho-
bias was in childhood and adolescence (12.7, 17.4, and 15.9 years, respectively), 
while for the situational phobias, the age of onset was in young adulthood 
(26.3 years).

Comorbidity in social phobia is relatively frequent; the most accredited disorders 
are social phobia, substance abuse, and depression [91]. Among women, comorbid-
ity has been reported in 28.3% of anxiety disorders, 13.7% of affective disorders, 
3.2% of somatoform disorders, 2.2% of substance-related disorders, and 4% of food 
disorders [89].

With regard to etiopathogenesis, it seems that the genetic load could have a 
greater influence in men; among women societal family factors have had greater 
relevance [92]. Genetic polymorphism of catechol-O-methyltransferase (COMT) 
has been linked to specific phobia [93]. However, there is not enough evidence 
about the heritability of specific phobias and fears, so additional research is 
needed [94].

27.5.6  Panic Disorder

Panic (angustia in Spanish, angst in English (borrowed from the German), and the 
verb ängstigen in German) is defined by an affliction, distress, or oppressive fear 
without a precise cause. Etymologically, it shares the same Greek root as the verb 
anjo, which actively means to press, asphyxiate, while in its passive sense, it means 
to drown, with other terms such as anjone’, ago’n, agoniates, angere, and angustus 
[95]. Panic disorder appears in sudden episodes, during the daytime or at night, 
characterized by a neurovegetative discharge, intense moral panic, frequent feeling 
of impending death, anxiety, and eventual psychomotor unrest, with a duration of 
approximately 15–30 min [13].
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It is not our aim to carry out a nosographic revision of the term, although it is 
interesting to mention that several of the symptoms previously mentioned were 
described in the twentieth century BC, in the Kahun Papyrus, attributing it to the 
uterus. In addition, Hippocrates named these anxious manifestations, presented in 
paroxysmal form, under the term “hysteria,” explaining them with mechanistic rea-
soning, where the uterus is displaced by the body pressing on the chest and the 
throat, a fact that was linked to unsatisfactory sexual relations [95].

Life prevalence is estimated to be 4.7%; epidemiological studies speak of an 
incidence that is twice as high among women as among men [51, 87, 96, 97]. 
Marked differences have been described in the age at presentation of the panic dis-
order; it is estimated that in women it appears between the ages of 25 and 34, and in 
men the onset is described as being later at around 35–44 [98].

With regard to the clinical aspects, women speak of more psychological symp-
toms of the panic disorder with greater frequency [99]. Among women anticipatory 
anxiety is more frequent [98], whereas men exhibit greater worries at the somatic 
clinic [100]. Somatic manifestations also show differences: in women the presence 
of respiratory symptoms and dizziness is more frequent [101], whereas among men 
the most frequent are gastrointestinal symptoms [102]. According to a recent study, 
female with panic disorder reported most stressful life events including separation 
issues, physical illness, and pregnancy-related problems than males. They also 
reported lower levels of help-seeking coping strategies and higher levels of agora-
phobia in symptom severity than men [103].

A special mention deserves pregnant and postpartum women. Panic attacks in these 
women are similar in presentation to panic attacks in nonpregnant women. Panic disor-
der in mothers is commonly associated with shame and guilt and can worsen the self-
esteem and confidence for the care of the baby. Furthermore, women with panic 
disorder have increased perinatal medical checks and emergency room visits [104].

Comorbidity of panic disorder with other psychiatric pathological conditions of 
the anxiety spectrum (OCD, GAD, social phobia), mood disorders (depression and 
dysthymia), impulse control, and substance abuse exists [105, 106]. The course of 
the disease is chronic, with periods of variable remission [107, 108]; women have a 
worse evolution of the disease, a factor of bad prognosis being identified for women 
[109]. Among women higher rates of relapse are observed [110, 111], and it is a 
more disabling pathological condition [96, 106]. High rates of cardiovascular mor-
tality and suicide have been detected among individuals with panic disorder [112]; 
suicide has been related to depression, substance abuse, and personality disorders 
[113]. In women suicide rates are three times higher than those of men [114]. In 
women with panic disorder, a higher rate of smoking has been observed at the start 
and during the disease than for men [115].

With regard to etiology, panic disorder has been related to a background of 
trauma during infancy; this relation, which is also present in other anxiety disorders, 
is more intense in panic disorder [116].

A greater predisposition of women to traumatic events that evoke anxiety disor-
ders has been mentioned, such as sexual abuse, domestic violence, and poverty [22].
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The debate on genetic influence in panic disorder is still open [117]. Genetic 
polymorphism of the COMT has been linked (Val158met), with panic disorder 
among women. Recently, this polymorphism has been related to a greater activation 
of the amygdala and prefrontal cortex in panic disorder [118, 119]. Other genes 
have been studied, but a recent meta-analysis indicates that candidate gene studies 
have been largely unsuccessful in identifying risk alleles for panic disorder [120]. 
With regard to COMT Val158Met, a 2018 study research the interplay between it, 
childhood adversity and sex in predicting panic pathology. They found that child-
hood adversity predicted panic disorders in carriers of the Val/Met or Met/Met phe-
notype. On the other hand, emotional abuse predicted panic attacks among men 
carriers of Val/Val genotype and women carriers of the Val/Met or Met/Met 
genotype. It is concluded that it could be interesting to explore targeted early inter-
ventions to prevent the onset of panic after childhood adversities, especially in 
women carriers of the Val/Met or Met/Met genotype [121].

Gorman et  al. proposed a neuroanatomical model of panic disorder which 
hypothesized that fear and anxiety responses are mediated by a “fear network” 
which centered in the amygdala and involves the hippocampus, thalamus, hypo-
thalamus, periaqueductal gray region, and locus coeruleus [122]. Nevertheless, a 
recent review proposes that this “fear network” may be bigger, including brain-
stem, anterior and midcingulate cortex, and insula and lateral as well as medial 
parts of the prefrontal cortex [123]. Other neuroimaging studies identify that men 
show a higher reduction in the right amygdala and in the bilateral insular cortex, 
whereas women showed a more marked decrease in the right temporal lobe, in the 
dorsolateral prefrontal and ventrolateral cortex, in the parietal cortex, and in the 
thalamus [124].

In women, susceptibility to panic increases during the late luteal phase of the 
menstrual cycle, when progesterone secretion is in rapid decline [125]. It is known 
that the progesterone metabolites may have anxiolytic effects owing to their agonist 
action on γ-aminobutyric acid/benzodiazepine (GABA/BZD) receptors [126], by 
which a possible alteration in this complex receptor could explain the factors that 
link panic responses, reproductive female cycle, and premenstrual tension (PMT) 
[102]. In particular, women with panic disorder presented a reduction in receptor 
sensibility that was not observed among men [127]. It has been observed that women 
with PMT tend to have panic following exposure to different panicogenic agents 
such as lactate, CO2, or the antagonists of cholecystokinin [128].

27.5.7  Agoraphobia

The DSM-4 subordinates this entity to panic disorder, although it contemplates ago-
raphobia without a panic crisis. Agoraphobia is diagnosed in DSM-5 irrespective of 
the presence of panic disorder. If an individual’s presentation meets criteria for 
panic disorder and agoraphobia, both diagnoses should be assigned [66].

Agoraphobia is defined as “irrational fear of places or public places,” although 
this extends to the fear of not being able to escape immediately from a place in 
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which it is difficult to ask for help. Both entities, panic disorder with or without 
agoraphobia according to NCS-R 2007, are more frequent among women [87].

Expulsion from public places condemns women to separate spaces; this pro-
vokes that their approach to a masculine place, through a socially imposed agora-
phobia, leads women to volunteer and exclude themselves from the agora [4].

The division of social and socioeconomic roles between the sexes may lead to 
women not being employed, having greater representation in the private sphere, and 
carrying out the main tasks within the home [22].

Bekker et al. [7, 22, 37] refer to the enumeration of several characteristics that 
predispose to a significant fear of agoraphobic situations in women such as the lack 
of affirmation of their own identity, not having acquired the necessary abilities for 
anonymous public situations, a poor adjustment to existing norms, etc.

Latas et al. [129] reported a greater subjective perception in women of agorapho-
bic avoidance; men, on the other hand, were more liable to anticipate the physical 
consequences of panic attacks. It has been observed that the lower rate of recovery 
between panic crises increases the severity of the disorder and facilitates the appear-
ance of agoraphobia [130].

According to various studies 3–4% prevalence among men has been observed 
compared with 7–9% among women; at the same time, a greater severity of the 
condition for women has been observed, as well as a worse quality of life [131, 
132].

Comorbidity between panic disorder and agoraphobia moves within the range 
22.5–58.2% [96]. In both entities, there is comorbidity with disorders such as 
depression, dysthymia, generalized anxiety, social phobia, and OCD [106]. In panic 
disorder with agoraphobia, a greater degree of association has been identified with 
the following entities: bipolar disorder I, specific phobia, generalized anxiety, per-
sonality disorders, and substance dependence [133]. Alcohol abuse is more frequent 
in men, and in women there is a greater tendency toward depression [106, 132, 134]. 
Alcohol abuse seems to be a male disguising strategy. By analogy, the use of tran-
quilizers represents a female disguising strategy [22]. Moreover, it seems that sui-
cidal ideation is frequent among patients suffering from panic disorder with or 
without agoraphobia, without gender differences. According to a recent study in 
primary care patients, comorbid depression diagnosis and depression severity are 
significant predictors of suicidal ideation. However, patients suffering from panic 
disorder with agoraphobia are not more likely to suffer from suicidal ideation than 
patients suffering panic disorder without agoraphobia [135].

27.5.8  Generalized Anxiety Disorder

The DSM-4 and DSM-5 define the generalized anxiety disorder as excessive anxi-
ety and worry about different events or activities during most days, over a period of 
at least 6 months. The worrying is difficult to control and is associated with somatic 
symptoms such as muscular tension, irritability, and sleep and worry disorders. It 
excludes the presence of Axis I disorder and is neither caused by consumption of 
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substances nor by organic disease and implies a great deterioration in the life of the 
individual [136].

The nosological situation of this disorder is subject to criticism, as well as its 
neurobiological and therapeutic bases [13, 137]. Initially, the DSM-3-R included 
the demand that the anxiety symptomatology must be of at least 1-month duration 
as a diagnostic element, a prerequisite that was modified in the DSM-4, after which 
it was proposed that the symptomatology should be present continuously over 
6  months. Therefore, when generalized anxiety disorder prevalence figures are 
examined, they show great variability, which makes it necessary to consider the 
time criteria employed to characterize the disease. Now the DSM-5 also proposes 
changes with regard to time, where the symptomatology is reduced to period of 
3 months.

A different focus for individuals with a different degree of affectation of the 
anxiety disorder does not sustain the idea that they all should be encompassed under 
the same diagnostic category. In fact, the patient who does not have very intense 
clinical symptoms could benefit from a “step-by-step” diagnosis [138].

A reduction in the symptomatology duration of GAD may contribute to a greater 
difficulty between the distinction of the latter from other situations such as mal-
adaptive and nonpathological anxiety disorders. Thus, it loses its category as a 
chronic disease [139].

A lifetime prevalence of 5.7% of GAD is estimated, which is twice as frequent 
in women, appearing at around the start of the second decade of life [87, 140]. 
However, other studies provide lifetime prevalence rates between 6.2% and 2.8%, 
which are highly variable [141, 142]. Although this diagnosis is not very frequent in 
clinical practice, the discrepancy is attributed to the lack of attention given to this 
diagnosis, secondary to scarce recognition shown by practitioners [143, 144]. Some 
authors doubt the diagnosis of this clinical condition, as many times GAD coexists 
with other conditions as in Axis I [145]. Generalized anxiety disorder has been 
labeled a “comorbid” disease [146].

Some authors defend that excessive worry (pathological) is a vague term, and 
more clarity and rigor is required to define it. What does it really mean? Most 
women have excessive worry related to social aspects: social inequality, glass ceil-
ing, domestic violence, lower salaries in the same jobs within the labor market, etc.

The amount of time dedicated to domestic work is the most evident element of 
gender inequality in the use of daily time. The increasing participation of women in 
paid work has modified the gender division of domestic tasks; nonetheless, women 
still carry the heaviest load in terms of working hours spent on care work. Women 
have less free time because they spend more time in domestic and childcare. This 
brings psychological distress, and it can explain per se the “excessive worry” they 
are involved in from our point of view in some way. What is normal or healthy is 
very close to what is unhealthy or abnormal. In some way the disease does not exist 
until we have accorded its existence, when we name it, we perceive it, and we act on 
it, from our viewpoint.
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To describe excessive worry as nervous expectation is not sufficient to distin-
guish it from normal worry. Intolerance of uncertainty is not specific for pathologi-
cal worry in GAD, as it has also been associated with the symptoms of 
obsessive-compulsive disorder and depression [147, 148].

The lifetime prevalence rate is 4% in men, compared with 7% in women [87, 
131, 132]. This divergence between the sexes begins at an early age and continues 
into adolescence and adulthood [149]. Nevertheless, no gender differences have 
been reported in age-of-onset [150]. For many patients with anxiety disorders, it 
may last years until they are referred to a specialist. According to a survey among 
psychiatrist in different European countries, 45% of patients suffered symptoms of 
generalized anxiety disorder for 2 years or more before they were diagnosed with 
the disorder [151].

The clinical course of GAD is usually the same in men as in women, as is the risk 
of remission and relapses [152]; women present greater associated comorbidity [153].

The prevalence of personality disorders from clusters B and C, poor interper-
sonal relationships, and comorbidity with another psychiatric pathology are factors 
that are related to a limited remission of the symptomatology [154].

Very frequently, the comorbidity of depression is accompanied by anxiety disor-
ders, especially with GAD, which could lead us to question the primacy of depres-
sion or anxiety in women [34]. A recent European multicenter study that investigate 
the association between major depressive disorder and comorbid anxiety disorders 
concludes that generalized anxiety disorder is the anxiety disorder most linked to 
major depressive disorder [155, 156].

A dimensional relationship between depression and GAD has been proposed; 
those who support this idea based their belief on multiple suggestions that speak in 
favor of both entities presenting with a greater frequency based on personality in 
which “neuroticism” predominates [157].

With regard to treatment, a 2018 meta-analytic review provides that benzodiaz-
epines are more efficacious than antidepressants for treating GAD symptoms, espe-
cially for the initial treatment phase. The authors suggest that the combined use of 
antidepressants and benzodiazepines could produce the greatest risk-benefit ratio of 
both medications at the beginning of the treatment [158]. Moreover, cognitive 
behavioral therapy (CBT) is a first-line intervention for GAP, which has been shown 
to have better results than placebo [159].

27.5.9  Substance-/Medication-Induced Anxiety Disorder 
and Anxiety Due to Another Medical Condition

Substance-/medication-induced anxiety disorder involves anxiety due to substance 
intoxication or withdrawal or to a medication treatment. In anxiety disorder due to 
another medical condition, anxiety symptoms are the physiological consequences 
of the other medical condition [66].
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27.5.10  Other Specified Anxiety Disorder

This category applies in DSM-5 to presentations in which symptoms characteristic 
of an anxiety cause significant distress. Examples of presentations that can be 
included are limited symptom attacks, generalized anxiety occurring more days 
than not, khya’i cap (wind attacks), and ataque de nervios (attack of nerves) [66].

27.5.11  Obsessive-Compulsive Disorder

In DSM-5 TR, OCD was encompassed in the spectrum of panic disorders; a reclas-
sification of this diagnosis entity into a new dimension has been included in the 
recent DSM-5. However, we will try to describe the differential aspects between the 
two genders, regardless of whether or not their future conceptualization should 
remain outside the field of anxiety disorders. The main objective is gender differ-
ences in OCD.

In DSM-5 OCD and related disorders that are included are body dysmorphic 
disorder, hoarding disorder, trichotillomania (hair pulling disorder), excoriation 
(skin-picking) disorder, substance-/medication-induced obsessive-compulsive and 
related disorder, and unspecified obsessive-compulsive and related disorder (e.g., 
body-focused repetitive behavior disorder, obsessional jealousy) [66].

According to Lochner et al. [160], some studies do not show differences with 
regard to sex in the prevalence rates of OCD, whereas others, such as those carried 
out by the CSN-R 2007, report rates of prevalence of 2.3% with a probability twice 
as high for women as for men; nevertheless, numerous studies have reported differ-
ences in age at the appearance of symptoms, where the early onset of symptoms is 
more frequent among men, a high percentage of whom started before the age of 25, 
while among women the age at onset is before the age of 20, and the acute onset and 
episodic course of the disease are frequent [161]. Between 13% and 36% of women 
with obsessive disease refer to the onset during the pregnancy or postpartum period; 
30% suffered deterioration of the disease during the postpartum period [11].

Differences have also been described in the course of the disease and response to 
treatment [162]. However, more similarities than differences have been described in 
the clinical condition of the disorder [163]. With regard to symptoms, women show 
more harmful compulsions regarding cleanliness and checking things, while men 
present more nervous tics, a greater severity of the symptoms in general, and a 
worse prognosis [160]. Other studies show that men compared to women are more 
likely to have checking and repeating compulsion, whereas women compared to 
men are more likely to have a higher frequency of fear of contamination [164].

Sexual repression in female subjectivity history can be avoided in the construc-
tion of this disorder. Most religions have focused on the repression of female 
sexuality and polarization.

In OCD over half the women reported symptoms relating to the baby during the 
perinatal period, with obsessive thoughts of harming their child, these feelings 
becoming more intense following birth [165]; in fact, it was concluded that in 
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20–30% of cases, the deterioration occurs in the postpartum period [50], and it has 
also been observed that this fact would increase the risk of postpartum depression 
among women [166].

In a not insignificant number of women with OCD, their condition was abruptly 
initiated in the immediate postpartum period, which was attributed to serotonergic 
dysfunction, causing a manifest drop in ovarian hormones over this period [167].

The age at onset of the earliest symptoms is associated with nervous tics, anxiety, 
food, somatoform, and impulse control disorders; a prolonged duration of the dis-
ease is associated with a lower number of nervous tics with depressive comorbid 
disorder [168, 169].

Women with OCD show a greater tendency to be married and have children, and 
there is also a greater tendency to have a background of food disorders and depres-
sion, while men present anxious personality characteristics [161, 170]. Women are 
more prone to presenting anxiety and food and impulse control disorders [169].

Some women reported stressful symptoms with more intensity, and the course of 
the disease for them is more difficult and has a worse result than for men [160, 161]. 
In addition, there is a greater frequency of sexual abuse during childhood [160].

With regard to the associated comorbidity of the disorder, among women the 
appearance of food behavior disorders, depression, or panic crises is more frequent 
[50], while among men phobias and nervous tics are more frequent [161].

The course of the disease tends toward chronicity [171]. Individuals who present 
OCD show a deterioration in their quality of life, and the severity of the clinical 
condition is fundamentally related to the intensity of obsessive symptoms [172].

Concrete changes have been observed in the symptoms of women with OCD, 
both in the premenstrual/menstrual phase and following pregnancy and menopause; 
the interrelation between cyclical menstrual/reproductive changes and relapses and 
fluctuations in the symptoms of this disorder is confirmed [160]. Women with OCD 
refer to a deterioration in symptomatology during the menopause and premenstrual 
phase [165, 166, 173]. A greater prevalence of OCD in women was reported in the 
prenatal and postpartum period than in the population in general [174].

OCD is a heterogeneous disorder, and gender is an important factor mediating 
this heterogeneity. According to an Indian study that investigates gender differences 
in OCD, males who suffered this disorder had more years of education, a higher rate 
of checking compulsions, and comorbid alcohol and cannabis use disorder. On the 
other hand, women were more likely to be married and have more commonly 
reported precipitating factors and had a higher rate of hoarding compulsions and 
comorbid agoraphobia [175]. Raines et al. examined the associations between sex 
and obsessive-compulsive symptom dimensions using the Dimensional Obsessive- 
Compulsive Scale (DOCS). Contrary to their initial hypothesis, they did not found 
gender differences in means in contrast with previous studies. They proposed that 
this disparate could be due to other researches have been used less reliable scales. 
Nevertheless, the authors found sex differences when examining relations between 
OCD dimensions, which were stronger in males compared to females concluding 
the common perception of OCD as a heterogeneous disorder may hold for females 
more so than for males [176].
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In another vein, there have been controversial results in different researches on 
the association between HTR1A polymorphisms and OCD (rs10042486, C-1019G, 
and Gly272Asp). Alizadeh et al. [177] found that the rs10042486 polymorphism CT 
genotype is more likely to be found in patients with OCD, especially in males. 
Moreover, evidence for the association of C-1019G was observed in the familiar 
form of the disease, especially in females. Nevertheless, they did not found signifi-
cant association between genotype frequencies with treatment response.

27.6  Treatment

Throughout the chapter we have discussed gender differences in anxiety disorders. 
Although there is enough evidence about the existence of these differences, publica-
tions often continue to neglect sex-based considerations and analyses in the studies. 
In 2014, an article was published announcing that all National Institutes of Health- 
funded research will be required to consider sex influences [178]. According to 
Cahill, behind this event “is the rapidly burgeoning weight of evidence proving that 
sex matters in different ways, from the level of the intact human down to the level 
of ion-channel function, and everywhere in between” [179]. It is also in treatment.

Women tend to present higher concentrations of psychotropic drugs [180]; this 
makes it interesting to carry out a general vision of the differential characteristics of 
pharmacological treatment, where the joint use of benzodiazepines and antidepres-
sants for all anxiety disorders is widespread. In this section we will try to explain the 
distinctive characteristics with regard to metabolization and differential response to 
treatment or factors that influence it; subsequently, in each space reserved to analyze 
each anxiety disorder, reference will be made, when considered suitable, to the par-
ticular differences described for each disorder in question.

Women have rates of anxiolytic prescription that are twice as high as men, 
despite not being diagnosed with an anxiety disorder; in fact the diagnosis proba-
bly passes unnoticed for a long period of time during which the symptoms are 
patent [181, 182].

Studies suggest a lower hepatic metabolization of benzodiazepines, which are 
thinned by combining with lorazepam and oxazepam; these differences have not 
been reported for oxidative metabolization of benzodiazepines such as diazepam. It 
has been reported how women who suspended contraceptive treatment and who 
consumed these drugs in combination with benzodiazepines underwent deteriora-
tion in their cognitive performance and slowing down of the psychomotor processes. 
Thus, oral contraceptives could produce a reduction in the hepatic metabolism of 
benzodiazepines [183].

Some antidepressants may present oscillations in plasma levels through the men-
strual cycle of the woman; in the luteal phase, a reduction in plasma values of desip-
ramine and trazodone has been described [184]. Various studies have reported 
higher plasma levels for imipramine among women than men; a lower rate of 
hepatic thinning for clomipramine has also been determined, as well as amitripty-
line, nortriptyline, and desipramine. These drugs, which belong to the tricyclics 
group and whose efficiency with anxiety disorders is proven, effect an increase in 
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plasma levels among women; this is seen following the combined use of oral con-
traceptives [185].

With regard to ISRS, higher concentrations have been observed among women 
for fluvoxamine and sertraline, which could explain the higher incidence of diarrhea 
with the use of the latter among women. Differences have been seen in the metabo-
lism of trazodone, where, in a sample that compares women and men of an advanced 
age, hepatic thinning among women is lower.

The overall assessment that both pharmacological therapy and cognitive behav-
ioral therapy (CBT) contribute to improvement of anxiety disorders seems to be 
effective for women and men. However, there is a remarkable lack of information 
regarding the sex-specific effects, not to mention the gender-specific effects, of 
treatments.

Regrettably, the available sex-specific studies of psychosocial treatment are lack-
ing in at least two respects. From a gender point of view, they lack a thorough reflec-
tion on possible gender bias in sampling procedures, measurement, and analysis, 
and they disregard the gender-specific context. From a treatment research point of 
view, they do not meet one of the criteria for inclusion in a meta-analysis: that of 
being a randomized controlled trial. Moreover, most of the available meta-analyses 
appear to fail to systematically consider the sex distribution of the studies included, 
much less the calculation of possible sex differences in effect sizes [22].

Butler et al. [186] highlighted this deficiency in their review of meta-analysis. 
Butler also mentioned inattention to possible moderator variables (gender differ-
ences) as a frequent limitation of the meta-analysis procedure.

27.7  Conclusions

Gender and social, cultural, and economic factors affect health. Women have a sub-
stantially higher risk of developing lifetime anxiety disorders compared with men. 
In addition, research evidence has generally observed an increased symptom sever-
ity, chronic course, and functional impairment in women with anxiety disorders in 
comparison to men. However, the reasons for the increased risk in developing an 
anxiety disorder in women are still unknown and have yet to be adequately investi-
gated including a gender perspective. Not only genetic factors and female reproduc-
tive hormones may play important roles in the expression of these gender differences 
but sex and gender affect who we are, what we do, and how we are treated. Evidences 
of gender differences in treatment response to different anxiety disorders are vary-
ing and remain largely inconclusive. Future research in gender perspective is needed 
to do good science.
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Abstract
Posttraumatic stress disorder began to be described in situations of war since 
Ancient Greece. For this reason the female gender was practically excluded for 
decades of this diagnosis by a gender issue. Epidemiological differences point to 
predominance of women over men; even with the highest prevalence of trauma 
in males, women would be more likely to develop this condition. It is possible 
that under these figures underlies an oversimplification of epidemiological stud-
ies that do not consider certain traumas or certain predispositions determined by 
the female gender role. In this chapter we aim to review the psychopathological 
differences that can be found in this syndrome by gender, based on the few stud-
ies that address the issue, as we have found before a scientific vacuum yet to be 
explored.

Gender violence is a major source of trauma, whether acute or chronic, occur-
ring much more frequently in women than in men and that for many years has 
been silenced; that is why it has not been recorded or studied by experts as a 
focus of PTSD.

The way we channel and manage emotions is different in male and female, 
and these strategies that we use as we are men or women can determine the pres-
ence or absence of PTSD. The question is whether this is due to biological dif-
ferences or to the assimilation of how to behave according to the expectations 
that society has invested in us according to our masculine or feminine gender.
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28.1  History

The first description of such facts can be traced back to 400  years BC when 
Herodotus described the Battle of Marathon.

About 40 centuries ago the Egyptian papyrus in Kunyus made a mention of the 
reaction of many people to severe flooding of the Nile River delta [1].

Classical Greek authors such as Hippocrates and Herodotus referred to stories of 
nightmares and other PTSD symptoms in surviving soldiers who conducted battle. 
In addition, the Old Testament made allusion to soldiers who had to be withdrawn 
from the battle for emotional breakdowns and also described that their reactions 
could be contagious [2].

Historically the trauma has been associated with war situations, which is why it 
has been linked mainly with physical trauma and with male condition. It must be 
remembered that the term trauma is of Greek origin and refers to wound. It will be 
remembered later when the psychic becomes relevant.

In a review that tracked accurately from classical antiquity, there were mentions 
about people with serious mental disorders as a result of participating in fights, as 
well as descriptions of individuals who, in situations that today would be called 
psychic trauma, react with symptoms of anxiety and disorganization of behavior 
which may persist chronically [3].

Pinel includes not only what we would now call PTSD in people affected by 
military actions that took place around the French Revolution, but he also describes 
for the first time posttraumatic symptoms in a person affected by an accident (the 
philosopher Pascal, after a car accident) [4].

Psychopathology was considered by authors like JM Charcot, Janet P, and S 
Freud centuries later.

After Pinel, Erichsen in 1866 and Page in 1885 described some cases of trau-
matic consequences of railway accidents.

Oppenheim in 1884 first used the term traumatic neurosis from his comments on 
railway accidents and labor; in 1907, Honigman coined the term shell shock from 
the case studies in the Russo-Japanese and emphasized the similarities of their 
observations with the cases studied by Oppenheim.

In 1915, during the war, British authorities opened a unit specializing in the treat-
ment of what was beginning to be called shell shock. This term was first used by 
Myers for patients who had had the experience of dropping bombs near them [5].

In 1917 Salmon was a military doctor who formulated the five key principles for 
the care of these patients [6].

The Vietnam War was a decisive turning point in the consideration of these 
disorders.

Along the history of psychiatry, women occupied an important part for mental 
health problems. However, at the beginning they were ignored in the concept of 
PTSD because it was circumscribed to war victims (mostly men), and physical situ-
ations as rape and sexual abuse were ignored for many years.
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Culture is a benchmark for understanding PTSD inexcusable, in that it represents 
a set of unique patterns of adaptation to a specific context, involving the response to 
threats that may arise.

Clearly there are certain universal threats that are perceived as such in all 
groups, but the average modulation capability and very important cultural values 
introduce variations in the way the individual processes a specific threat and 
resents his/her trauma concrete. Culture includes gender, ethnicity, and social and 
economical status too.

Although it is clear that in recent decades there has been a trend toward flexibil-
ity in gender roles and to equal opportunities for people regardless of gender, it is 
also clear that men and women are still socialized with different rules and expecta-
tions regarding the expression of feelings, pressure to succeed in academic tasks or 
work, participation in domestic work, commitment to the care and concern for rela-
tionships and caring for others, etc., which leads to significant psychological conse-
quences. For many authors, the gender socialization gives rise ultimately to different 
trends in men and women on their mental health [7].

There is considerable evidence that the incidence of various forms of psychopa-
thology, as well as demand and psychotherapeutic care services, differs between 
men and women. The most notable differences were observed in the rates of depres-
sion, neurosis, somatic disorders, and anorexia nervosa, with a clear female pre-
dominance, compared to the sociopathy and paranoia that were observed more 
frequently among men [8].

As for anxiety disorders, which are the most prevalent psychological disorders in 
both the general population and in psychiatric settings, although the difference in rates 
between genders is less well established, in general, we can say that women have, on the 
whole, much risk of suffering more than men. The question is why is that happening?

Another important aspect linked to the traditional role of women is the feminin-
ity. Numerous studies have investigated the relationship between masculinity, femi-
ninity, and androgyny on the one hand and various indices of mental health. There 
is considerable evidence that masculinity tends to be associated more than feminin-
ity with better personal adjustment indices, including increased self-esteem and a 
tendency to have lower levels of anxiety and depression [9–11].

Other studies have found a relationship, also in people of both sexes, between 
femininity and certain aspects of personal and social adjustment as the perception 
of self-efficacy, satisfaction in personal relationships, and self-esteem components 
that relate to communal aspects [12, 13].

Studies that analyze the relationship between masculinity, femininity and androg-
yny anxiety, on the one hand and the other, in addition to indicating that women have 
higher levels of anxiety than men, indicate that individuals with female typing also 
They show a greater tendency to anxiety than men or androgynous [14–17].

The question is, if the sociocultural aspects are essential in the presentation of 
symptoms in the general population, why does it have an important influence on the 
presentation of clinical symptoms in women?
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28.2  Neuroendocrine Stress Response

Stress is the response of the organism-specific and stereotyped against any claims, 
which may result in various symptoms or tending to be adaptive homeostasis.

The stressor may be objective or subjective, single or repeated, and trigger an 
acute or a chronic response. Psychological stress in the cognitive and emotional 
component in the response will depend on the overall assessment made by the sub-
ject of the threatening situation.

In the acute response of the amygdale, stress is one of the structures that plays a 
very important role. The activation of the hypothalamic-pituitary-adrenal (HPA) from 
the release of ACTH, catecholamine, and immune systems, among others, forms the 
biological response of stress; gonadal hormones participate as modulating factors.

In this way one can understand the role of estrogen in the differential response 
between the sexes that cope with stress. Estrogens determine a specific organization 
of neural circuits that regulate gonadotropin release and sexual behavior and also 
participate in the regulation of the HPA axis.

On the other hand, women have greater neuroendocrine response activation 
than men in a stressful situation, which has been expressed in higher levels of 
ACTH and prolactin. The action of estrogen can partially explain PTSD in 
women but also the abuse of exploitation, psychical and sexual abuse, denial of 
rights, etc. We cannot forget that till the early twentieth century, women had no 
rights: they could not vote, they could not have an equal education, and the only 
way was to marry and have children, and they were much more abused inside the 
family, and all their staff was socially accepted. This must lead to a chronic stress 
in brain [18].

Early estrogen facilitates the stress response with increased cortisol but then 
decreases estrogen and produces a state equivalent to the follicular phase of the 
menstrual cycle, which would favor a PTSD-type response.

Sex steroids are not only involved in brain development of the architecture, but 
also affect brain function through interaction with different neurobiological sys-
tems. They also influence the expression and development of sexual behavior modu-
lating effects through the levels, metabolism, and receptors of 5-HT (serotonin).

Estrogens promote the response of 5-HT 1A receptors in the hippocampus, and 
progesterone modulates response sensitivity in 5-HT 1A receptors. Progesterone 
can act as a glucocorticoid antagonist, thereby regulating stress resistance.

Under stress, the organism releases cortisol, glucocorticoid directly inhibits the 
function of 5-HT 1A receptors, progesterone sensitivity to modulate responses in 
the 5-HT 1A and alters its effects.

Women presented higher levels of 5-HT and its metabolite 5-HIAA 
(5- hydroxyindoleacetic acid) and greater imipramine binding in right orbital cortex.

The difference in sensitivity to stimulation of 5-HT, due to the different modula-
tion by sex steroid receptors, may be the basis of differences in behavior, aggres-
sion, impulsivity, and mood regulation of some mental disorders in sexes.
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28.2.1  Neurotransmitters and PTSD

A threatening situation is detected by the subject through the sense organs, which in 
turn generates a memory register for both the actual facts as to the emotional 
component.

Hormonal response to stress begins with the release of the hypothalamic peptides 
CRH (corticotropin-releasing hormone) and arginine vasopressin, which leads to an 
increase in the release of ACTH (adrenocorticotropic hormone corticotropin) and 
cortisol.

PTSD is characterized by peripheral system hyporesponsiveness HHA (hypocor-
tisolemia) with high concentrations of CRH in the cerebrospinal fluid and more 
negative feedback inhibition of cortisol [19, 20].

There is therefore a hypersensitive HPA, which translates ACTH response to 
CRH decrease (which may be the result of hyperresponsiveness of the pituitary to 
feedback of cortisol and increased glucocorticoid receptors in the pituitary) [21].

Through the dexamethasone suppression test, which is a requirement for the 
HPA has been found that in PTSD causes greater suppression in ACTH and cortisol 
release.

The HPA axis has a number of effects on the female hormonal cycle, and in turn, 
changes in estrogen and progesterone can influence changes in PTSD symptoms.

The relative hypercortisolemia third trimester of pregnancy may facilitate tran-
sient adrenal suppression in postpartum, which could affect PTSD symptoms in late 
pregnancy or postpartum in women with this diagnosis.

It is important the role of context, i.e. how hormones are involved in a person 
susceptible to a particular psychiatric disorder. The context for hormone action 
includes current physiological conditions, external environment, previous expe-
riences, history of exposure to specific stimuli, and genetics. Of course, the 
sociocultural context also plays a major role in the development of PTSD, so 
living at risk (poverty, low education…) can be a defining factor for this disease. 
Ultimately it is the set of biological and sociocultural factors that determines the 
development of PTSD [22].

PTSD is associated with a history of child abuse accompanied by alterations in 
brain development; in terms of sex differences in brain maturation, in men there was 
a smaller brain volume and corpus callosum and in women there was a greater 
increase in the volume of the lateral ventricles [23].

The structure and function of the hippocampus were compared in women 
with a history of sexual abuse with and without PTSD, with MRI and CT; the 
results showed a failure in the activation of the hippocampus and a lower vol-
ume of this in women with PTSD, and also presented decreased activity of the 
prefrontal cortex (medial and anterior cingulate areas) as well as visual and 
parietal cortices [24].

Shin and colleagues have shown by PET and provocation of symptoms that in 
women with a history of sexual abuse and PTSD, the increased blood flow is 
concentrated in the orbitofrontal cortex and anterior temporal pole.
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Amygdala activation was found to be more pronounced in females in response to 
negative stimuli and more pronounced in males in response to positive stimuli [25], 
suggesting differential valence-bound limbic activation.

Functional and structural connectivity of fronto-limbic circuits also appears to 
follow sex-specific patterns, with increased connectivity among females when com-
pared to males [26, 27], although some contradictory results have also been found 
suggesting that other factors may moderate this difference [28].

These circuits have also been implicated in sex-specific patterns in cognitive pro-
cesses relevant to trauma and related psychopathology, including memory, reward 
processing, and emotional regulation. Semantic memory associates with increased 
prefrontal cortex (PFC) and dorsal anterior cingulated cortex (dACC) activations 
among females as compared to males, suggesting more emotional encoding [29].

Reward-based risk taking involves higher striatal activation in females versus 
males [30], and emotional regulation has been found to associate with stronger 
negative amygdala-PFC connectivity and positive amygdala-insula connectivity 
among females and with weaker connectivity in these pathways among males 
[31]. Sex differences have even been found in the neural underpinnings of auto-
matic, universal processes such as autonomic arousal, with a positive association 
between arousal and amygdala activation among females and a negative one 
among males [32, 33].

PTSD has a profile in which the value of corticotropin-releasing factor is high, 
whereas cortisol levels are reduced.

New research from nonhuman animal studies is revealing biological factors that 
can increase female vulnerability to stress and stress-related pathology [34, 35].

Corticotropin-releasing factor (CRF) function has mostly been characterized 
in male subjects, but when females are included studies reveal several important 
sex differences. First, CRF-producing neurons are regulated by different types 
of receptors [36]. Moreover, within CRF neurons, expression of CRF is reported 
to be higher in females than males in some brain regions, an effect that can 
overcome the ability of CRF-binding protein to buffer the effects of CRF on 
anxiety in females [37]. Further, at the receptor level, there are sex differences 
in receptor expression, distribution, trafficking, and signaling, and many, but not 
all, of these sex differences have been linked to increased female CRF sensitiv-
ity [38–42]. Most of these sex differences translate into enhanced CRF efficacy 
in females and may help explain why women are more likely to suffer from 
disorders characterized by CRF dysregulation, including PTSD, panic disorder, 
and major depression [43–46].

How these sex differences in CRF function are established remains largely 
unknown. There is evidence that, in some cases, circulating ovarian hormones play 
a role [47–51].

It is important to note, however, that not all sex differences are regulated by 
circulating ovarian hormones. For example, sex differences in CRF1 receptor 
function in the locus coeruleus are still apparent in rats gonadectomized in adult-
hood [40, 52].

This result indicates that circulating hormones do not play a role, but rather 
this receptor sex difference results from organizational effects of hormonal 
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surges in the development or the different complement of genes on sex chromo-
somes [53].

The hyperresponsiveness to test dexamethasone suppression (PTSD patients are 
hypersuppressors) increases the concentration and sensitivity of glucocorticoid 
receptors in lymphocytes and increases response adrenocorticotropic hormone 
(ACTH) stimulation before metyrapone [54].

There seems to be a difference in response to traumatic situations in both gen-
ders. Women report less traumatic experiences throughout life but on the other hand 
are more vulnerable to them, so these experiences will generate more serious psy-
chiatric morbidity [55]. The differences between the sexes in the neurobiological 
response to stress considered the mediating action of sex hormones [56].

28.3  Epidemiology

In recent reviews the range of lifetime prevalence in the general population is 
between 1.0% and 12.3% and states that the overall risk of developing PTSD in 
people who have suffered some type of trauma must be about 9.2% [57]. PTSD 
figures reached 23.6% of those who suffered some kind of trauma, and within these 
sex appeared as a determinant: 30.7% of the exposed women developed PTSD com-
pared with only 14% of the exposed people [58].

In other studies such as Stein’s (1997), figures for the general population vary 
between 6.0% in women and 1.4% in men [59, 60].

There are distinguishing aspects that remain, however, through cultures and per-
sist despite the development of the same, for example, higher frequency of emo-
tional problems of women from adolescence.

As in the case of gender violence, sexual assault and child sexual abuse, women 
are one of the circumstances that have traditionally been considered a high risk of 
victimization. In fact, different studies agree that the highest incidence of sexual 
abuse of girls is 2 to 3 girls for each boy, taking into account all areas of life, cultural 
background or races.

Sexual assault is a traumatic event, as in the case of other negative events, and 
can produce negative psychological effects. Wolfe, Gentile, and Wolfe (1989) con-
sider the consequences of sexual abuse as a form of PTSD. About 15% of the female 
population suffers from a sexual assault throughout their life [61].

Lifetime prevalence of PTSD (%) in the general population
Year (ref) Author Women Men
1987 Helzer 1.3 0.5
1991 Davidson 1.7 0.9
1991 Breslau 11.3 6.0
1992 Norris 8.5 6.1
1994 Rioseco 5.1 2.7
1995 Kessler 10.4 5.0
1998 Breslau 18.3 10.8
2002 Perkonning 2.2 1.0
2002 Vicente 6.2 2.5
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It is remarkable that the most common diseases in women correspond to the 
realm of spirits. The two main risk factors for PTSD are sex and history of previous 
trauma (especially violence in childhood).

Researchers have demonstrated that childhood physical and/or sexual abuse 
increases vulnerability to PTSD in adulthood [62]. Of note, women are at higher 
risk than men of becoming victims of childhood sexual abuse globally (20% vs. 8%) 
[63, 64] and hence at increased risk of PTSD [65, 66].

Among the demographic factors in the prevalence of PTSD, it was found that the 
age of women was not a factor and the race did not influence the risk of PTSD; 
however, the educational and economic level has an inverse association with the 
prevalence of PTSD.

Women have a risk of developing PTSD than in most of the literature is twice 
that men and has even become triple [67].

The risk of developing PTSD varies with the type of trauma and gender; rape 
and child abuse on women are higher stressors with high presentation. The fre-
quency of occurrence of PTSD in women after an episode of rape varies according 
to authors between 35 and 65%. Other situations of violence, such as assaults, are 
accompanied by increased risk of PTSD in women than in men (54.1% vs. 15.4%).

Pulcino et  al. proposed that women biographical and behavioral factors are 
responsible for specific increased likelihood of PTSD after a disaster [68]. Women 
who are traffic accident victims with peritraumatic dissociation at the time of the 
accident have increased risk of acute PTSD than men [69]. It has been observed that 
the failure of women, who have been victims of rape in childhood, to disclose what 
happened before the month reduces the rate of PTSD [70].

Pregnancy can be a condition facilitating the emergence of PTSD, even at the 
stage which is close to parturition [71]. Also spontaneous abortion may be associ-
ated with PTSD in 25% of patients per month and 7% at 4 months [72]. A woman 
facing the probable diagnosis of breast cancer may experience traumatic reactions 
with symptoms of PTSD in 4–7% of cases [73].

Women victims of domestic assault have a higher risk of PTSD, which would not 
be associated directly with the severity of aggression or with physical injuries but 
rather to the intensity of the perceived threat [74].

Indeed, some researchers have argued that thoughts about one’s perceived weak-
ness and the dangerousness of the world play an important role in the development 
of PTSD [75–77].

28.4  Trauma

DSM-IV defined trauma as “an event that poses a threat to the physical integrity of 
self or others.” This definition supports a clear subjectivity (often a disparity 
between the perceived threat and the real threat), including traumatic events of 
gravity variable.
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The types of trauma can be classified as natural disasters (floods, earth-
quakes), accidents (fires, traffic accidents, or occupational), and trauma caused 
deliberately by man (physical abuse and/or sexual abuse and neglect, gender 
violence, assault, rape, terrorism, war, captivity, torture). The traumatic event 
can be unique (traffic accident) or repeated (child abuse, war experience) and 
produce an emotional impact that lasts from minutes to days, months, or years. 
The trauma acquires a meaning for each person; this meaning determines the 
type of response, which will involve the type and intensity of the traumatic 
event, personality and biography of the subject, and the biological and the social 
context [78].

The risk of a person to be exposed throughout their lives to a traumatic situation 
can reach about 70%. These figures seem to be on the rise in accordance with the 
conditions of modern city life, in which both gender violence in the community 
increase and accidents (especially traffic) in some countries cause an alarming 
increase in fatalities and a large number of people with physical and psychological 
scars. Resnick et  al. (2008) found that 36% of women had been victims of any 
criminal situation, 33% suffered trauma as criminals, 27% suffered sexual assault or 
rape, and 10% were assaulted [79, 80].

In the US population, the most frequent precipitating situations men are con-
cerned with are the participation in combat and witnessing of death or serious injury, 
and especially women report assaults or physical or sexual threats and witness life- 
threatening events [81].

A clear example of how studies conducted in environments will want to have 
the female section of statistics is a recent documentary that shows that 15% of 
recruits entering the army have committed or attempted to commit a violation 
(usually to a partner of his company), which is double that of the civilian popu-
lation. Besides, these crimes committed in military settings allow the perpetra-
tor to get away because in 33% of cases the person must report the incident 
which is a friend of the rapist and in 25% of cases it is the same rapist. So after 
a war, PTSD is not a disorder of a single cause, and the poor performance of the 
same may be determined by social factors linked to a particular gender role [82].

Although women have slightly lower average lifetime exposure to trauma, devel-
oping PTSD may depend on the type of trauma and its meaning. Rape and sexual 
abuse occur more commonly in women. Women have higher PTSD rates after child-
hood trauma than men, which suggests that trauma exposure in women at young age 
can be a risk factor.

Women are also at greater risk of developing PTSD later on in life as a result of 
a minor traumatic event, if they have experienced a prior violent assault. The effect 
of previous trauma suggests a kindling effect, with initial insults causing damage at 
early developmental stages and influencing the perception of later trauma, thus 
increasing the likelihood of PTSD [83, 84].
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Traumatic event exposure by sex
Author Men (%) Women (%)
Kessler et al. [85]a 60.7 51.2
Breslau and Davis [58]b 43.0 36.7
Kessler et al. [85]c 35.6 14.5
Kessler et al. [85]d 10.0 6.0
Breslau et al. [86]e 5.3 4.3

aLifetime prevalence of any trauma
bLifetime prevalence of at least one traumatic event
cWitness to a death
dExposure to four traumas
eAverage traumatic events along urban life

According to the results of the studies on the prevalence of mental disorders in 
the course of life in the United States, conducted by Kessler et al. In the National 
Comorbidity Survey (NCS), women present significant gender differences with 
respect to the number of traumas experienced. Three traumas occur in 9.5% of men 
and 5.0% of women and four or more traumas in 10.2% of men and 6.4% of women. 
The types of traumatic events in men are often the atrocities of war, violent crime, 
kidnapping and captivity, while in women the highest frequencies correspond to 
physical abuse and rape. Men have more accidents in childhood or serious physical 
injuries than women (28% vs. 11%) [85, 86].

Significant sex differences for different traumatic events experienced by the general US 
population [85]
Traumatic event type Women (%) Men (%)
Natural disaster 15.2 18.9
Life-threatening accident 13.8 25.0
Sexual abuse 12.3 2.8
Violation 9.2 0.7
Physical attack 6.9 11.1
Threatened with a weapon 6.8 19.0
Combat 0.0 6.4

Another study reported that the rates of PTSD are similar among men and women 
after events such as accidents (6.3% vs. 8.8%), natural disasters (3.7% vs. 5.4%), or 
sudden death of a loved one (12.6% vs. 16.2%). Although women are more than ten 
times as likely as men to be raped, the incidence of PTSD after rape is higher in men 
(65% vs. 46%). The rate of PTSD is lower in men than in women after events such 
as molestation (12.2% vs. 26.5%) and physical assault (1.8% vs. 21.3%) [87].

While most traumatic events involving personal violence against men were 
resulting from urban violence, women were more victimized by domestic and sex-
ual violence. For both men and women, the most frequent cause of PTSD was sud-
den unexpected death of a loved one, accounting for 34% of all PTSD cases, 
followed by being mugged or threatened with a weapon among women (13.3%) and 
being beaten up as a child by a caregiver among men (10%). The exposure to rape 
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and sexual assault presented the highest conditional risk for PTSD, both for men 
(20.1%) and women (40%) [88].

The risk of a woman developing PTSD after traumatic exposure is twice that of 
men; some studies point to a risk of PTSD up to four times higher [84, 89].

The highest rates of PTSD in women have been attributed to higher rates of 
exposure to sexual trauma in women [90], but this seems to offer only a partial 
explanation of the differences between men and women. These differences found 
may also be due in part to the preexistence of anxiety disorders and major depres-
sion because they are more prevalent in women.

A study found that even among people who have not been exposed to sexual 
trauma, PTSD rates following exposure to other serious forms of trauma (i.e., 
aggressive violence) are several times higher in women than in men. The reasons for 
this differential susceptibility remain unknown and may involve biological-genetic 
factors or sociocultural or a combination of them [68].

28.4.1  Risk Factors for Trauma

In female population the risk factors for developing this disorder include those who 
suffer the trauma in an age below 15 years, more severe trauma, history of behav-
ioral or psychological problems, a family history of psychiatric disorder, parental 
poverty, child abuse, and separation or divorce of parents before 5. In any case, 
these risk factors may not be specific only for women, as they are part of the wide 
range of vulnerability factors for psychiatric disorders in general.

In turn, victims of traumatic events are at increased risk of separation or divorce, 
unemployment, and poverty, thus creating a vicious circle. Urban life increases the 
risk of adolescents experiencing more traumatic events (both community violence 
and gender violence): when compared with the general population, between 8 and 
55 situations for urban living against 28 for the general population [91].

In a general population sample of 2863 women by a prospective study of 3 years, 
poverty status, being single or recently separated or divorced, and having a lower 
educational level than their mothers or caregivers predisposed them to violence [92].

According to a study which used a genetic approach, two associations with the 
risk of PTSD in women related to genetically determined body shape and reproduc-
tive behaviors were found. Both mechanisms appear to be female specific (i.e., there 
was no such association in men) and they suggest that sex differences in trauma- 
type prevalence and molecular mechanisms of trauma response could contribute to 
the greater vulnerability to PTSD observed in women [93].

28.5  Gender Violence

One study found that PTSD was present in half of the subjects abused, which is a simi-
lar percentage to that in sexual assault. The forms of gender violence, psychological 
or physical, does not mean changes in the prevalence of PTSD. In fact among the 

28 Gender Differences in Posttraumatic Stress Disorder



682

victims of abuse and sexual assault there are also differences in other psychopatho-
logical variables (anxiety and depression), except global maladjustment in everyday 
life, which is more pronounced in the case of battered women. In any case, anxiety 
tends to appear more frequently in sexual assault victims, however, the depression 
tends to appear more frequently in the abuse, perhaps resulting from the nature help-
lessness chronic aversive situation. Otherwise a higher risk of experiencing adult life-
time partner violence among women with depressive disorders, anxiety disorders, and 
PTSD compared to women without mental disorders was found [94, 95].

A study of 1952 women attending primary care found that 1 of every 20 women 
had suffered gender violence last year, violence in adulthood, and violence either as 
a child or as an adult and found an increased risk of violence as increased risk fac-
tors (such as single or separate living, substance abuse, physical symptoms, and 
psychopathology). It is estimated that more than 50% of the women in Latin 
America and the Caribbean suffer some type of family violence [96, 97].

We also found that 21–34% of women were victims of sexual abuse by their male 
partners over their lifetime [98, 99].

Polusny et al. found that 15–33% of women and 13–16% of men had been vic-
tims of childhood sexual abuse when they studied general population [100].

In terms of gender violence, assessed in 422 households, Temuco (urban com-
munity of southern Chile) determined that 49% of women had psychological 
aggression, 13% physical violence, and 5.5% sexual abuse by her husband or part-
ner. 8.5% experienced physical violence during pregnancy. Factors associated with 
gender violence were found as anxiety and depressive symptoms. Violent men were 
characterized by being victims of violence in childhood, having witnessed violence 
between parents, have low education, no gainful employment, occasional heavy 
drinking and the lack support network of neighbors [101].

Abused woman during pregnancy, due to domestic violence, increases the risk of 
spontaneous abortion, hypertension of pregnancy, intrahepatic cholestasis, and 
intrauterine growth retardation [102].

Moreover, women can also be the aggressor, but it is men who accumulate the 
greatest figures of aggression. Child sexual abuse is committed in 96% of cases by 
men (who usually have some kinship with the victims) and 4% by women (who 
usually are the mothers of the victims) [103].

One percent of US violation is committed by a woman, according to the 
Department of Justice data [104].

In relation to the specific psychopathological profile of PTSD in different 
types of subject, re-experiencing is very high in victims of sexual assault, ter-
rorism, and abuse; avoidance is very strong in almost all categories of patients 
and affects hyperactivation in all victims, except for people diagnosed with a 
serious illness. The latter case is more predominantly present in symptoms of 
hopelessness [67, 99].

One-third of women in the United States report physical, sexual, and/or psycho-
logical victimization by an intimate partner in their lifetime. Posttraumatic stress 
disorder (PTSD) is highly prevalent among women who experience intimate partner 
violence (IPV), with rates ranging from 31% to 84% [105–107]. Intimate partner 
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violence (IPV) is a significant public health problem in the United States with the 
most recent national surveys estimating that approximately one in three women 
experience rape.

Men who experienced sexual abuse reported a greater number of symptoms and 
were consistently more distressed than women on both individual symptoms and 
symptom factors. This finding tends to undercut the notion that women’s higher 
PTSD rates are due to women more readily acknowledging symptoms or experienc-
ing a comparable trauma as being more threatening than men [108, 109].

28.6  Clinic

The good assimilation and adaptation to psychological trauma is called resilience, 
condition of the subject to respond adequately to a traumatic event. The concept of 
resilience is the opposite of vulnerability. A traumatic event can cause many differ-
ent reactions from some emotional symptoms isolated to the complete picture of 
PTSD, including even psychotic reactions, sometimes difficult to manage.

Along with the psychological consequences, trauma can also be expressed in 
medical conditions such as smoking, cancer, ischemic heart disease, sexually trans-
mitted disease, or stroke [110].

Women had higher stress levels (p = 0.029), and there was no gender difference 
in coping strategies. In addition, a positive influence on perceived stress was identi-
fied in patients compromised by other diseases (β = 3.50, p = 0.00), and females 
(β = 3.15, p = 0.04) [111].

28.7  Emotional Expression and Regulation

Expressing of emotions is more common in female gender; several studies suggest 
greater verbal and written expression of emotions, whether positive or negative, in 
women. Having a positive correlation between verbal and nonverbal expression is 
more frequent in women than men. For some authors, men used to avoid criticism 
and conflict by stonewalling; this involves inhibition to minimize facial expression 
and eye contact [112].

The trend in women is to externalize emotions. In fact, when PTSD symptoms 
are present in the past 12 months, women are more willing to seek help than men, 
according to results of the NCS [113].

For all emotions except anger, women are superior in recognizing and decoding 
of emotional facial expressions, nonverbal and voice.

Male anger is expressed through vocal modalities, facial and behavioral; how-
ever, women expressed more anger intensity and duration than men [114].

Women scored higher than men on variables of empathy and sympathy [115], 
positive emotions being collected more intensely or more frequent joy, affection, 
love, warmth, and good feelings [116].
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The emotions that men tend to express more predominantly are loneliness, con-
tempt, arrogance, confidence, and guilt, scoring higher on the scales of irritability 
and anger.

A possible reflection of this is that this greater voice and emotional recognition 
of women would make them more vulnerable to anxiety and affective disorders. 
Another thought about it may be that women, being more prone to ruminate as an 
emotional regulation strategy, account for greater depression and anxiety compared 
to men [61, 117].

Coping style for dealing with trauma has been proven to play a critical role in 
PTSD development. The different coping styles between men and women may be 
one of the explanations for gender differences in PTSD. Men and women are known 
to have different coping styles. Women are more likely to exhibit an emotional reac-
tion to stressors (emotion focused) and are believed to spend more time seeking 
support and discussing problems with friends or family [118].

Moreover, women have been found to be significantly more likely to report a 
lack of alternative coping strategies than men. Female trauma victims are also more 
likely to self-blame and to hold negative views about themselves and the world than 
male victims, as well as to view the world as dangerous. Such negative cognition 
about self and the world is an important predictor for PTSD symptoms [119–121].

The term “emotional regulation” has been used to refer to the variety of activities 
that allow individuals to monitor, evaluate, and modify the nature and course of 
emotional response; to pursue their goals; and to respond appropriately to environ-
mental demands.

There seem to be some gender differences in the relationships between emo-
tional regulation strategies and psychopathology. Some theories suggest that gender 
differences in emotion regulation may contribute to gender differences in certain 
types of psychopathology [122–124].

Following this line several theories suggest that psychopathology can result from 
the inability to downregulate negative emotions through strategies such as reap-
praisal, acceptance, troubleshooting, or attentional redeployment. The reassessment 
is to find powers or negative and positive interpretations of an event to prevent or 
reduce negative mood about the event. Acceptance involves recognizing one’s emo-
tions without judging them. Problem-solving includes active attempts to overcome 
or prevent a problem [125].

Finally, redistribution involves attentional to divert the attention from one of the 
positive or benign stimuli to change the mood (e.g., avoiding the gaze of a frighten-
ing scene) [126–129].

Some people not only fail to downregulate negative emotions but also develop 
processes that exacerbate and prolong these emotions. Rumination, defined as per-
severance, proactive approach negative emotions, and causes and consequences 
thereof, without participating in the resolution of problems, prospectively predicts 
the symptoms and diagnosis of major depression and anxiety [130–140].

Studies have found that women often have greater social support than men do. 
Among women, the nature of and response by supporters may also explain, in part, 
why women more often develop PTSD than men. In one study of victims of violent 
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crime, men and women described similar levels of positive social support but 
women were more likely than men to report that supporters made them feel worse 
after the event [141]. Negative responses, but not positive social support, were found 
to be associated with PTSD. A cross-sectional study found women with PTSD to 
have poorer communication with members of their social network compared with 
men. This finding suggests that PTSD in women is associated with relational distur-
bances not observed among men [142]. A prospective study among women who had 
experienced sexual violence found no relationship between positive social support 
and PTSD but did find that the intensity of interpersonal conflict was related to 
PTSD [143]. These three studies are consistent with a larger body of literature sug-
gesting that gender moderates the relationship between negative social support and 
PTSD and that, for women, positive social support is not strongly related to PTSD 
symptom severity [144].

Among the specific anxiety disorders, rumination is associated with an 
increased risk for social phobia [145], PTSD [146, 147], and generalized anxiety 
[125, 148, 149].

Psychopathology may also result from excessive attempts to downregulate nega-
tive emotions through strategies such as removal or avoidance [132, 150]. The vari-
ous forms of repression and avoidance have been implicated in psychopathology, 
including suppression of emotional expression and suppression of unwanted 
thoughts [151].

Acute phase, stress coping, and psychotherapy: In the acute phase, women gen-
erally score higher than men on acute subjective responses, e.g., threat perception, 
peritraumatic dissociation, and known predictors of PTSD. Women handle stressful 
situations differently and have evolved differentially to support these different 
behaviors. For instance, women in stressful situations may use a tend-and-befriend 
response rather than the fight-or-flight response that is often assumed. Emotion- 
focused, defensive, and palliative coping are more prevalent in women, while 
problem- focused coping is higher in men. Women seek more social support, with 
the lack of it being the most consistent predictor of negative outcome of trauma. 
Women have been shown to benefit more from psychotherapy than men in the 
reduction of PTSD symptoms [152].

Self-efficacy, then, acts as a mediator. To social cognitive theorists, this media-
tional effect is expected since people do not react merely to the effect of the trauma 
but to continuing adaptational strains caused by the trauma. This mediational effect 
has been supported in literature, e.g., [153–159].

This mediating effect of self-efficacy is linked to gender. Women are more likely 
to construct a negative event as central to their identity with ensuing mental health 
issues [160]. Women coping with trauma reported lower levels of self-efficacy 
[161]. The same finding was established among Chinese adolescents in dealing with 
stressful life events [162]. Women have been found to exhibit reduced resilience, a 
facet of self-efficacy, as trauma centrality increases [163]. In other words, gender 
can moderate mediational effects.

The stereotype that the female sex is more emotional tends to be dominant in 
most cultures. In most studies women have more emotional intensity than men and 
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are more expressive. In a study carried out only 3 of the 37 countries analyzed were 
not predominant in women in the more emotional profile [164].

Women are widely viewed as “more emotional sex” with a greater tendency to 
express and experience their emotions [165–170]. Men, on the other hand, are seen 
as designed to eliminate or avoid both the experience and expression of emotions.

According to these views, some theories about gender roles suggest that women 
use more introspection-focused responses, passive responses to their emotions, such 
as rumination, while men are more likely to use suppression or avoidance. Because 
the male gender role is related to to be more active, more likely than men to use 
problem-solving strategies and reassessment to try to control or change the situa-
tions that are directing their emotions [171].

Women use more strategies like emotion regulation compared with men, such as 
rumination, reappraisal, problem-solving, acceptance, distraction, and seeking 
social support (or religion).

Much of the emotion regulation in men can be automatic and unconscious. Also, 
the way men use social support to regulate their emotions may be different than in 
women. Females predominate in coping or emotion regulation through seeking 
social support. Men often seek support from male relatives through shared activities 
and also have this predisposition to ruminate when they are angry, contributing to 
their higher rates of aggressive or antisocial activity.

This type of automatic, nonconscious engagement in emotion regulation may be 
more efficient and effective in reducing emotion arousal than conscious emotion 
regulation. So, to the extent that men are especially likely to engage in nonconscious 
emotion regulation more than women, they may be benefiting from strategies such 
as reappraisal even more than women [172].

These gender differences in nonconscious emotion regulation and rumination 
may explain men’s lower rates of disorders such as depression and posttraumatic 
stress disorder compared to women.

Men may engage in more automatic, nonconscious emotion regulation, and the 
types of social support men provide to one another may be different from those that 
women provide. In addition, men may engage in more anger rumination than women 
do [127].

A study of women who had experienced civilian war-related trauma and women 
who had not suffered indicated that positive coping strategies related to civil war 
may be related to overcoming traumatic stress symptoms. Avoidance-coping strat-
egy is an important factor in maintaining PTSD symptoms which is consistent with 
the disorder itself [173].

28.7.1  Diagnostic Criteria

The DSM-IV-R classified PTSD in the group of anxiety disorders, but now the new 
classification published in May 2013 (DSM-5) places PTSD in a separate category 
called trauma- and stressor-related disorders. All conditions included in this clas-
sification require exposure to a stressful or traumatic event as diagnostic criteria. 
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The rationale for the creation of this new class is based on clinical recognition of 
variable expressions of distress as a result of the traumatic experience.

Trauma- and stressor-related disorders include reactive attachment disorder, dis-
inhibited social engagement disorder, posttraumatic stress disorder (PTSD), acute 
stress disorder, and adjustment disorders.

The exposure necessary criteria unify the clinic included in this class, homoge-
neous expression of anxiety or fear-based symptoms, anhedonia and dysphoric 
symptoms, aggressive symptoms, dissociative symptoms, or some combination of 
those listed symptoms difference this category.

PTSD is defined by three symptom clusters in DSM-5 which are intrusive re- 
experiencing of the event, persistent avoidance of stimuli associated with the trau-
matic event, and state of hyperarousal. These symptoms must last more than a 
month to consider the diagnosis of PTSD. The criteria apply for adults, adolescents, 
and children older than 6  years old. Symptoms must cause clinically significant 
distress or impairment in social, occupational, or other important areas of 
functioning.

Invasive phenomena include recurrent and intrusive recollections of the event, 
nightmares and feelings on it, behaviors or feelings, and sudden reliving of the trau-
matic event. Such situations, events, objects, and memories are correlated with 
abnormal or exaggerated physiological reactivity (sweating, tachycardia, tachy-
pnea, tremor, piloerection, etc.). In many cases a stimulus that can be an image, a 
tone of voice, a smell, a color, or a word can trigger the onset of these intrusive 
phenomena and can act as “triggers” or precipitants of the clinic.

Sometimes the syndrome presents with partial or complete amnesia episode so 
the absence of a head injury is focused on dissociative amnesia. We can also meet 
with other dissociative symptoms such as depersonalization, derealization, percep-
tual disturbances, and even leak; these dissociative symptoms represent poor prog-
nostic factors. The DSM-5 has included a clinical subtype “dissociative symptoms” 
applicable to individuals who meet the criteria for PTSD and additional experience 
of depersonalization and derealization.

The second group of symptoms is related to persistent avoidance of stimuli asso-
ciated with the trauma, so the patient is able to minimize or prevent the onset of 
symptoms and autonomic invaders; this may involve avoidance of places, people, 
commemorative dates, conversations, etc.

The DSM-IV included here another group of symptoms, blunted affect. It con-
sists of a reduction of the individual’s ability to express emotions, which may give 
a wrong depressive aspect. The DSM-5 considers emotional numbing a specific 
group of symptoms.

Finally, the third group of symptoms is so exaggerated startle response, hyper-
vigilance, and concentration problems. There is an increased activation of general 
level of hyperarousal state. This group also includes insomnia and irritability.

The three groups of symptoms of DSM-IV are divided into four groups in the 
DSM-5: intrusion, avoidance, negative alterations in cognition, and mood and 
changes in arousal and reactivity. It has broken criterion C of the DSM-IV, 
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avoidance and numbing, into two criteria: criterion C (avoidance) and criterion D 
(negative alterations in cognition and mood).

There are two forms of presentation of this entity. The acute is one in which the 
remission of symptoms occurs in the first 3 months. If the clinic persists beyond 6 
months we have a chronic presentation of the disorder. When the clinical picture 
does not emerge immediately after the traumatic event but appears after 6 months it 
is called delayed-onset PTSD.

28.8  Clinical Features in Women

Women are about five times more likely to report symptoms of avoidance and four 
times more likely to have a state of hyper-alertness, loss of interest in significant 
activities, sleep problems, concentration, and startle responses [174].

Often the disease is complicated with depressive disorders, suicidal behavior and 
attempts, and alcohol abuse in women. Men more often have behavioral disorders. 
Women are more likely to become chronic [175].

In this sample of almost 250,000 OEF/OIF/OND veterans followed over a 
median of approximately 2 and a half years while using VA health care, we found 
that a majority (77% of men and 59% of women) were overweight or obese at the 
time of their first BMI measurement in the VA. Also, we found that, while mean 
BMI increased over time in the whole study population, a PTSD diagnosis was 
associated with higher rates of BMI growth in women and men alike, with a slightly 
stronger association in women [176].

To allow for a more complete understanding of PTSD expression among military 
men and women, we examined gender differences in individual PTSD symptoms 
and PTSD symptom factors in the US active duty force as a whole, including per-
sonnel who may have experienced sexual abuse trauma since and prior to joining 
the military. The results indicated that women expressed more distress than men 
across almost all the individual PTSD symptoms, except for hypervigilance, which 
was more common among men. In univariate analyses, women had significantly 
higher scores on all four PCL-C factors: re-experiencing, avoidance, emotionally 
numb, and hyperarousal. Supporting our hypothesis, this finding extends the finding 
from other studies [177] that not only are military women more likely to meet 
screening criteria for PTSD than men but they are also more distressed on individual 
symptoms and symptom clusters. Men’s greater distress on hypervigilance is con-
sistent with the hypothesis that men’s higher externalizing symptoms, together with 
greater alcohol use, may account for the associations between alcohol abuse and 
hyperarousal symptoms observed in some civilian studies [178].

Posttraumatic stress disorder is more common in women than in men. Sex role 
orientation will influence the way in which, from childhood, and are perceived fear 
reactions in both sexes. Children who see themselves as more masculine report less 
number and intensity of fears associated with failure and criticism and less fears of 
the unknown and medical problems. However, there has been a positive relationship 
between femininity and fears. It is thought that these differences in children of 
either sex in the way people react to stress may influence the style of anxious 
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spectrum pathology at later ages. In the same vein, men express less anxiety than 
women; they also seem to perceive their relationships and those of others in a less 
reliable way than women, compared to an outside observer [179–181].

28.9  Comorbidity

PTSD is often associated with other mental pathologies such as major depression, 
anxiety disorders, substance-use disorders, somatoform disorders, dissociative dis-
orders, eating disorders, and borderline personality disorders [86, 182].

The extensive research of Kessler et al. identified that 17% of women had a diag-
nosis associated with PTSD compared to 12% of men, but when three or more 
diagnoses were included males outnumbered females (59% vs. 44%). These data 
suggest a possible induction of an underlying neurobiological diathesis given in 
youth adverse environments, and an effect on the development, causing an increased 
susceptibility to the deleterious effects of trauma future [86].

Alternative explanations have been proposed for the association of PTSD and 
these disorders. First, preexisting psychiatric disorders may increase the likelihood 
of PTSD by increasing the risk for the exposure to traumatic events of the type that 
lead to PTSD or increase victims’ susceptibility to the PTSD-inducing effects of 
trauma. Second, PTSD may be a causal risk factor for other psychiatric disorders. 
Use of alcohol or drugs to relieve the distressing symptoms of PTSD may increase 
the likelihood of dependence; major depression may develop as a complication of 
PTSD and its associated impairment. Third, the associations may be noncausal, 
reflecting shared genetic or environmental factors [85, 183].

To assess the comorbidity of PTSD it should be considered if the variety is 
acute (up to 3 months’ duration) or chronic PTSD. In chronic PTSD comorbidity 
described can reach 80% [184]. In contrast, in acute PTSD accidents, Carvajal 
et al. found comorbidity of 38% and was the most frequent diagnosis of personal-
ity disorder [185].

The extensive research of Kessler et al. identified that 17% of women had a diag-
nosis associated with PTSD compared to 12% of men, but three or more diagnoses 
included that males outnumbered females (59% vs. 44%) [86].

PTSD also increases the risk in women to present a first depressive episode, 
dysthymia, mania, and other anxiety disorders, and to develop substance abuse and 
dependence between three and four times as compared to people without 
PTSD. Conversely, when exploring PTSD in women who abuse substances, its fre-
quency is between 43% and 59% [186, 187].

Both men and women with PTSD are twice or more as likely to have associated 
medical pathology compared to subjects without PTSD. Depression and low income 
were risk factors for medical comorbidity of PTSD in women but not in men, 
according to data from the NCS [188].

A group of women who had been raped or had experienced an assault were 
evaluated within 2 weeks of the traumatic event and 3 months later; PTSD was 
diagnosed in 76% and 49%, respectively, and also comorbid depression was found 
in 29% and 13% [189]. The association between a history of sexual abuse and 
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somatic symptoms in women attending primary care was studied and found that of 
219 women 43.9% who reported one or more traumatic events had more somatic 
symptoms and a history of abuse was a good predictor of more days of rest and to 
further the consultation in the 6 months prior to the study [190].

The PTSD diagnosis was proportionally more frequent among men than among 
women veterans; however, the risk of PTSD for combat exposure would be similar 
in both sexes. The problem is that there is probably a misdiagnosis of PTSD among 
women; they have more medical problems and would have a continuing relationship 
between hyperarousal symptoms and physical discomfort [191].

Dobie et  al. studied 1259 veterans and found 21.0% of PTSD.  Patients with 
PTSD also had higher scores for psychiatric problems, substance abuse, and expo-
sure to domestic violence and also had a higher risk of physical problems (obesity, 
smoking, irritable bowel syndrome, fibromyalgia, chronic pelvic pain, polycystic 
ovary syndrome, asthma, cervical cancer, and stroke) [192].

Personality disorder comorbid with PTSD in women with a history of sexual or 
nonsexual abuse in adulthood or childhood sexual abuse was not a factor that deter-
mines higher percentage of PTSD at the end of treatment; however, women with 
personality disorder had more symptoms at the end of therapy compared to those 
who only had PTSD. Hembree et al. attributed this finding to the fact that patients 
with personality disorder treatment initiated more symptomatic than the control 
group [193].

The Canadian general population found that a history of childhood physical 
abuse was accompanied by increased risk of developing comorbid form of alcohol 
abuse and dependence with PTSD. Physical abuse reached a frequency of 51.4% in 
PTSD versus 31.4% in without PTSD [116, 194].

We found that, although both female and male patients with PTSD more frequently 
experienced CV events than those without it, there were significant sex differences in 
the endpoints influenced by PTSD, underlining the importance of stratification by sex 
in evaluating risk factors for CV events [195]. In particular, it should be underlined 
that PTSD was significantly associated with increased incidence of all-cause and CV 
death in women but not in men. Thus, female patients, when compared with male 
patients, appear to have been influenced more severely by PTSD [196].

One study examined the lifetime prevalence of trauma exposure and posttrau-
matic stress disorder (PTSD) in patients with a first psychiatric admission for psy-
chosis. The prevalence of trauma exposure was 68.5%. Female gender and substance 
abuse were risk factors for trauma exposure. The prevalence of PTSD was 14.3% in 
the full sample and 26.5% in those with trauma exposure. Other significant risk fac-
tors were younger age and trauma exposure that was repeated and ongoing or that 
involved childhood victimization [197].

28.10  Discussion

Posttraumatic stress disorder is a relatively recent diagnosis. What really forced the 
American psychiatry to consider this new diagnosis was the frequency and severity 
of cases observed in soldiers repatriated from the Vietnam War. For many years it 
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has been a diagnosis exclusive of the battlefield, a field in which women were under-
represented so that indirectly were excluded from the diagnosis. There are few stud-
ies that include women in the context of war, so that, at least in this aspect, it is 
difficult to make an analysis of gender differences. Also most of the literature 
reviewed equates the concept of biological sex to gender.

The psychopathological differences we found between male and female differ in 
different studies but primarily there has been a predominance of hyperarousal and 
avoidance symptoms in women. It is possible that these differences, as well as the 
increased susceptibility of women to develop PTSD, may be based on the different 
strategies used by men and women when it comes to regulating their emotions.

Women are more prone to rumination while men often employ strategies unaware 
that decrease the risk of developing PTSD to the same agent. These findings may be 
closely related to the gender role that is socially assimilated by a person either male 
(less expression of emotions, less likely to empathize, etc.) or female (increased 
expression of emotions, greater ability to talk and think about how you feel, etc.), 
which is not given by a biological fact, but is associated with a way of being or 
being in the world and is largely determined by gender.

Despite the many studies reviewed, the reality is that these gender differences are 
determined by an unexplored world, a variable that today is not included in epide-
miological studies and is therefore an important bias in determining the prevalence 
and mode which present the clinical expression of PTSD.
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Abstract
Research findings in first psychotic episodes in adolescence reveal the existence 
of differences between men and women in the clinical characteristics of the ill-
ness. Biological differences between men and women interacting with the pre-
disposing factors that may, in turn, be influenced by social and cultural factors 
may explain differences in the etiopathogenesis and clinical expression of psy-
chosis between males and females.

The male gender could lead to increased susceptibility to neurodevelopmental 
abnormalities as well as to a predisposition to substance abuse that could confer 
to the male gender to be more vulnerable to suffer more severe psychosis of neu-
rodevelopmental origin.

On the other hand, the stress and traumatic experiences as a risk factor for 
psychosis may have a greater weight in the female gender. Given this, we should 
consider the possible predominance of the female gender in psychotic disorders 
associated with trauma.
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29.1  Introduction

Gender- and sex-related differences in prevalence, clinical expression, and out-
come of psychosis have long been recognized. The onset of psychotic symptoms 
before 18 years old is referred to as early-onset psychosis (EOP) or adolescent-
onset psychosis [1].

Previous studies showed that men usually develop the illness between 18 and 
25 years old, while in women, the mean age of onset is 25–35 years old. Despite 
this, the onset distribution curves for males and females are not isomorphic 
[2–4].

In patients with first-episode psychosis (FEP), it was observed that before the 
onset of psychosis, females were more likely to have a history of suicide attempts 
and depression, and they are more likely to have depressive symptoms [5]. 
Conversely, males had a worst insight, longer duration of untreated psychosis 
(DUP), and marked substance use problems that were evident prior to admission 
and persisted through treatment.

On the other hand, longitudinal studies of schizophrenia and other psychotic 
syndromes in people younger than 25 years reveal that some variables may predict 
symptomatic remission at the end of the follow-up period [6], such as female sex, 
an older age of onset of psychosis, and shorter DUP.

These findings reveal the existence of differences between men and women in 
the clinical characteristics and outcome of psychosis that point out the role of sex 
and gender as a relevant variable to take in account in the study of psychosis in child 
and adolescents that may help to better understand some etiopathogenic mechanism 
of the illness.

Along with this chapter, we will review and discuss current findings regarding 
this topic in adolescent-onset psychosis.

29.2  Epidemiology

Epidemiologic data in EOP and FEP has been growing in the last years, but it is still 
scarce, and even more in subjects younger than 18 years old.

As neurodevelopmental disorders, psychotic syndromes and FEP usually show 
their first manifestations during childhood and adolescence, with 11–18% of 
patients present their FEP before age 18 [1, 3].

In the past, it was accepted that the incidence and prevalence of schizophrenia 
was the same in men and women [2], but in the present, like other studies in psycho-
sis and schizophrenia have shown, when we focus on EOP and FEP, the most repli-
cated result is the higher incidence rate in males versus females [7].

In the ABC study, Häfner et al. [8], showed significant differences in the age of 
onset of men psychosis with a peak of first admissions in their early 20s (18–25 years 
old) in compared with women in their late 20s (25–35  years old). Although it 
extends to the main content of the topic, it is important to highlight that this is due 
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to an emergence of the second peak of incidence in women beyond 45 years, which 
could explain the difference in the incidence throughout life and similar prevalence 
in both sexes [9, 10].

These data are more pronounced when analyzed with more restrictive criteria. 
For example, if schizoaffective psychoses are not included, women might be under-
represented [11, 12]. However, a higher incidence in men (ratio 1.42) is maintained 
and confirmed in a recent meta-analysis using data from studies with standard diag-
nostic criteria [13].

29.3  Sex and Gender Differences in the Early Stages 
of Psychotic Illness

29.3.1  Clinical Characteristics

The most common manifestations in young people with psychosis are hallucina-
tions, impaired functioning, flattened affect, and social withdrawal [4].

Gender differences in symptom expression have important implications, such as 
determining treatment regimens and understanding gender differences in treatment 
response [14]. Nevertheless, most studies found no significant differences in clinical 
symptoms [15, 16].

Regarding the symptomatology of patients at risk, some studies described men 
showing more negative symptoms, violent behavior, and disorganized communica-
tion. In contrast, women showed more depression and social anxiety and positive 
psychotic symptoms, such as delusions or paranoia [9]. In contrast, new studies also 
found no gender differences in symptomatology in at-risk patients [17].

Another study showed that, when the first self-perceived signs of the disease 
were assessed, women first noticed subthreshold positive and affective symptoms 
more frequently, while men more frequently first noticed negative and cognitive 
symptoms [18].

These results are in line with some previous studies that have investigated gender 
differences in current symptomatology in FEP patients [19, 20]. However, other 
studies could not confirm these findings and did not reveal significant gender differ-
ences in the psychopathology of FEP patients [17, 21, 22]. In an attempt to synthe-
size the above findings, Heitz and colleagues [18] speculated that although small 
gender differences in psychotic symptoms may exist, the size of this effect is prob-
ably small, such that differences in the statistical power of the studies led to hetero-
geneous results.

The assessment of symptoms in first-episode psychosis is also inconclusive [9]. 
Studies with patients with early-onset schizophrenia (EOS) have found that women 
presented more anxiety, inappropriate mood, higher levels of affective symptoms, 
and bizarre behavior than men [5, 23]. However, in recent studies, just as we have 
indicated in long-term psychosis and at-risk patients, no significant gender differ-
ences were found [24].
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29.3.2  Premorbid Adjustment and Duration Untreated Psychosis

Various studies replicate the lowest age and worst premorbid adjustment in males 
previously found in adult samples [13, 24]. Generally, women are older than men 
and have a shorter duration of untreated disease.

A large body of research has focused on the period preceding the onset of psy-
chosis, as it may help to understand the underlying mechanisms that predispose to 
the disease [14, 17]. Some of these studies, focusing on the level of functioning 
prior to disease onset, find gender differences in premorbid adjustment [25].

Males exhibit more severe premorbid impairment with a faster deterioration 
than females. The impairment of premorbid adjustment has been associated with 
poorer outcome in samples of first psychotic episodes both in adult [26] and in 
early onset [27].

The better premorbid functioning of women by social and academic factors has 
been explained due to a later onset of the disease, an increased ability to maintain 
social relationships, greatest educational achievements, and more active life before 
the first psychotic episode [8].

In addition, some authors also suggest that estrogens, with effects on both neuro-
development and neurotransmission, may play a neuroprotective role in women [28, 
29]. As we pointed out more widely below, the incidence is low in women younger 
than 40 years. Besides, the course of the disease is more favorable in younger women 
than in those older than 40 years with a deteriorating course of illness around and 
after menopause [28].

On the other hand, the worst premorbid adjustment could be explained by both 
the neurodevelopmental model that posits that the illness is the end state of an 
abnormal neurodevelopmental processes that started years before to the illness 
onset, as well as by the association between earlier onset of the disease, a more 
insidious onset, and a predominance of negative symptoms in men [14].

Another variable linked to the early phases of the illness is the duration of 
untreated psychosis (DUP); this variable was found, in several samples, to be longer 
in males compared to women [30], and some studies of DUP in adolescent-onset 
psychosis found that DUP is higher regarding the adult patients.

Even in adolescent samples, the longer DUP was associated with younger 
age of onset of the psychosis and to a higher lifetime cannabis use [31]. Evidence 
of this data is still scarce. A meta-analysis, unlike previous studies, indicates 
that DUP is not influenced by gender; the authors said that a possible explana-
tion of the previous interactions observed between gender DUP may be depen-
dent on study-specific factors as the heterogeneity regarding samples and 
diagnosis criteria [32].

29.4  Explanatory Hypotheses and Risk or Protective Factors 
of Gender and Sex Differences

In the etiology of psychosis, monocausal models have been replaced by multidisci-
plinary perspectives which integrate psychosocial interactions as well as neurobio-
logical predispositions. In this way, biological vulnerabilities could make some 
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individuals more susceptible to specific environmental factors and potentially lead-
ing to the development of the psychotic illness. Shah et al. [31] highlight also the 
influence of the social factors at an ecological level in the way that they can change 
the risk on a population basis or change environmental risk in a multifaceted and 
complex interplay between individual and ecological dimension. In this sense, and 
besides differences in biological variables, gender, understood as the cultural con-
struct that society elaborates on anatomical sex, could also modulate in an ecologi-
cal dimension or, at least, the predisposition to the psychotic illness either by 
decreasing the impact of individual risk factors or by reducing the possibility of 
exposure to individual social risks.

29.4.1  Substance Abuse

In a worldwide sample, males are three times more likely to use recreational drugs 
such as cannabis than women [32]. Substance use disorders (SUD), postulated as 
one of the predisposing factors for psychosis, are a more frequent clinical condition 
among men than among women at the debut of the first psychotic episode [33, 34].

Different drugs, as alcohol, cannabis, amphetamines, cocaine, and psychedelics, 
have been linked to psychosis in adolescents [35, 36]. However, the relationship 
between cannabis and psychosis is the most extensively studied in the literature.

Cannabis is the most commonly abused illicit drug in the Western world and is 
significantly more often used by men than by women [37]. In young adults, based 
in a UK birth cohort, the prevalence of one per week cannabis use among 15–16 years 
old were 10.6% in boys and 8.1% in girls [38].

A new meta-analysis revealed that approximately 52.8% of UHR patients report 
a lifetime exposure to cannabis [39], which is a similar proportion to first-episode 
psychosis samples that reach up to 60–80% [37, 38]. These studies also indicate a 
current use of cannabis at entry care around 30% in both groups [39–41].

In young samples, cannabis is also associated with an earlier age of onset [40], 
and some research supports that the risk of experiencing psychotic symptoms with 
cannabis is greater at younger ages (less than 14 years) and therefore with a younger 
first contact with mental health services [42]. Available data [33] also suggest that 
substance use disorders, especially cannabis use disorders, are common in first- 
episode patients and appear linked to a poor response to antipsychotic medications 
and poor outcome, so the existence of cannabis use disorder seem to have a negative 
effect in the level of severity and outcome of the psychosis.

There are preliminary results on a brain imaging studies of a sex-dependent 
interaction between cannabis use and adolescent development [43, 44]. For exam-
ple, female cannabis users were reported as having larger right amygdala volumes 
and more internalizing symptoms of anxiety and depression than female controls, 
whereas no such relationship was evident in males [43].

Recent studies also suggest that the use of cannabis may have a greater impact on 
females than males, and the authors theorize about the use of cannabis and other 
drugs that may reduce or abolish the protective effect of estrogens leading to a reduc-
tion in the age of onset in women [45]. Besides, women with substance abuse may 
also have a more detrimental course of illness than men with substance abuse [34].
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29.4.2  Childhood Trauma and Stress Factors

Exposure to childhood adverse experiences is strongly associated with increased 
risk of psychosis [46]. Several large population-based studies have found associa-
tions between various types of early trauma (such as sexual, physical, emotional 
abuse, and neglect) and psychotic symptoms in adolescence as well as full-blown 
psychotic disorders in adulthood [47, 48].

A recent paper found that male patients reported higher rates of physical or emo-
tional neglect compared to female patients, whereas women showed significantly 
higher rates of emotional abuse than men [49]. They pointed out that these findings 
appear to contradict previous research showing higher rates of sexual and physical 
abuse in female patients [50], but they explained the difference of the results because 
of the non-comparable design between the two studies: whereas Fisher and colleges 
[50] looked at childhood trauma in male and female patients compared with same- 
sex control subjects, Pruessner and colleagues [49] compared male and female 
patients directly.

Thus, it is still possible that a larger proportion of female patients compared to 
female controls have experienced childhood sexual abuse. The rate of sexual abuse 
in the study by Pruessner et al. [49] was 24.2% in women and 16.7% in men, which 
is clearly lower than the weighted average for the prevalence of sexual abuse 
reported in the review by Morgan and Fisher [47], which was 42% in females and 
28% in male patients. In line with this discrepancy, the total trauma rate in this 
recent study is 54.3%, whereas the rate in other previous studies ranged from 91% 
[51] over 75% [52] to 73% [53] and 71% [54].

It is likely that these inconsistencies with previous studies are consequences of 
methodological differences, as previous studies have included mild forms of child-
hood trauma in their ratings, whereas in the study by Pruessner et al., only moderate 
to severe ratings warranted a rating of childhood trauma.

Testing theories of the relationship between childhood traumatic experiences and 
atypical clinical presentation in FEP, Bendall et al. [55] found that those subjects 
with FEP and childhood sexual abuse (CSA) had more severe hallucinations and 
delusions than those with FEP and without CSA. The results are consistent with the 
posttraumatic intrusions account of hallucinations and delusions in those with CSA 
and psychosis. In addition, patients with history of abuse had a significantly earlier 
age at onset, regardless of their sex. However, women with childhood physical 
abuse seem to have an early onset of psychosis than men patients [56]. This is in line 
with some previously cited findings showing that women with history of physical or 
sexual abuse had more chance to become schizophrenia patients than those without, 
whereas this was not the case in men [50, 57].

Another type of childhood trauma as being a victim of bullying has also been 
associated with a wide range of mental health problems in adolescence [58] as well 
as subclinical psychotic symptoms [59, 60]. In samples of FEP, gender differences 
were also found for bullying; comparing to men, a larger proportion of women had 
been bullied [59].
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According to this, it has been postulated the existence of a female cognitive pre-
disposition to higher levels of negative affect upon the occurrence of negative life 
events. Different studies have also confirmed a greater women tendency to rumina-
tion in both adolescents [61] and adults [62]. A ruminative response style, defined 
by Nolen-Hoeksema and colleagues [62], as a response to negative life events char-
acterized by excessive focus on negative emotions, increased the likelihood of 
developing psychopathological disorders. It is known that girls are more prone to 
develop internalizing difficulties, whereas boys tend to respond by exhibiting exter-
nalizing behavior or substance abuse [50].

Furthermore, internalizing problems have been found to mediate the association 
between bullying exposure and psychotic symptoms which may, therefore, put girls 
at greater risk of developing psychosis in specific stress situations [63].

29.4.3  Cognitive and Behavior Factors

Previous studies have found worst cognitive performance in schizophrenic and psy-
chotic syndrome patients compared with control groups for attention, working 
memory, verbal memory, and executive functions [64, 65].

Cognitive differences between females and males in adult-onset schizophrenia 
have been investigated; predominantly, boys with psychosis were found to have 
more overall cognitive impairment than girls [59, 60], but the results are still contro-
versial [66]. Furthermore, specific brain development differences, as prefrontal cor-
tex maturation, appear to be age-dependent with an early peak in girls with a better 
early results in neurocognitive domains [67].

In a recent study, Ayesa-Arriola et al. observed cognitive differences in FEP ver-
sus healthy subjects, which predict a worse premature adjustment due to factors of 
lack of employment, lower years of education, and lower socioeconomic level. 
Women with lower IQ, however, showed a basal function and a late adjustment bet-
ter than men [68].

The last study of Ruiz-Veguilla et al. did not replicate these results in EOP 
patients but found that girls with EOP had a more severe cognitive deficit, spe-
cifically in working memory and auditory attention, than girls in the control 
group [66]. They also pointed out that the lack of coincidence in studies of cogni-
tive domains between sexes in early-onset psychosis could be explained because 
females who develop psychosis during adolescence probably have a higher load 
of genetic or environmental risk factors despite to protective factors such as 
estrogens [66].

29.4.4  Genetic Risk Factors

The hypothesis that there is sex-specific or sex-dependent genetic risk for schizo-
phrenia is not conclusive but warrants further systematic investigation [16, 69].
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Riecher-Rössler et al. [9] pointed out that recent evidence suggests the presence 
of some sex-dependent effects: considering the offspring of female patients, their 
sons seem to develop psychosis more often than their daughters, whereas the oppo-
site has occurred with male patients, who seem to transfer more often the disorder 
to their daughters than to their sons [69, 70].

In addition, genome-wide association studies (GWAS) suggest sex-specific 
effects primarily among women with schizophrenic disorders, and recent molecular 
genetic studies point to a possible involvement of the X chromosome in the sex dif-
ferences [69].

29.4.5  Hormonal Factors

Some studies suggested that gonadal hormones, prolactin, and the hypothalamic- 
pituitary- gonadal axis might be responsible for some sex differences in schizophre-
nia and FEP [9, 28].

Many clinical, epidemiological, and fundamental research studies have 
shown that estradiol, the main component of estrogens, has protective effects 
in schizophrenic psychoses [28] and delay the age of onset of schizophrenia in 
women [9]. This is important in adolescents and early-onset psychosis because 
there is huge evidence that many women with psychosis have low estrogen lev-
els, even in the prodromal and untreated phases of the disease [28, 29, 71]. They 
have also suggested that women who are “vulnerable” to the development of 
schizophrenia may have a generally lower level of endogenous estrogens than 
healthy women.

Finally, recent studies show that men and especially women with EOP have 
increased levels of prolactin, and in men, the antipsychotic-naive patient at early 
onset of the symptoms had lower testosterone levels than healthy controls [28]. 
Therefore, patients with first onset or EOP might also show hypothalamic-pituitary- 
gonadal dysfunction with hyperprolactinemia and suppressed gonadal function, like 
a low production of estrogens and testosterone. But for the moment, more research 
has to be done on this question [9].

29.5  Conclusions

The findings presented throughout this chapter reveal sex and gender differences in 
adolescent-onset psychotic episodes that may suggest different pathways to the 
development of psychosis. Biological differences between men and women inter-
acting with the predisposing factors that may, in turn, be influenced by social and 
cultural factors may explain differences in the etiopathogenesis and clinical expres-
sion of psychosis between males and females.

Most of the studies indicate that in the case of women, the prognosis of the 
illness, the social functioning, and the response to treatment is better. On the 
other hand, male gender tends to be linked to variables of worse outcome. Indeed, 
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social functioning and attenuated psychotic symptoms were seen to predict tran-
sition to psychosis in male at-risk patients, which was not true for female at-risk 
patients [72].

The etiology of psychosis is complex and requires explanatory models that 
include gene-by-environment interactions. In this sense, the male gender could 
lead to increased susceptibility to neurodevelopmental abnormalities as well as to 
a predisposition to substance abuse. The interaction of both factors could confer 
to the male gender to be more vulnerable to suffer more severe psychosis of neu-
rodevelopmental origin, as schizophrenia spectrum disorders, and with a worse 
prognosis.

On the other hand, the stress and traumatic experiences as a risk factor for psy-
chosis may have a greater weight in the female gender. Given this, we should con-
sider the possible predominance of the female gender in psychotic disorders 
associated with trauma.

However, there is still controversy in several domains as DUP, premorbid adjust-
ment, or cognitive differences. More studies are needed to clarify all these questions 
that might have an important implication toward implementing specific prevention 
strategies and individualized treatments based on sex and gender characteristics of 
the adolescents.
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Abstract
The existence of significant differences in schizophrenia is one of the issues dis-
cussed extensively. There are differences in the prognosis, marked by the age of 
onset, treatment adherence, or drug use. Another aspect is the clinical pattern 
(particularly cognitive symptoms), the response to treatment, and side effects. 
These differences can be explained on the basis of biological and psychosocial 
hypotheses. Schizophrenia is a very heterogeneous disorder, if we consider its 
basic clinical characteristics. That heterogeneity is showed by the vast variability 
in the onset and clinical presentation, the course of the illness, and response to 
both pharmacological and psychosocial treatment. That heterogeneity may be 
due to gender-related features, or at least gender variables may help to under-
stand those differences. That’s why gender differences in schizophrenia have 
been widely studied in last decades. Unfortunately, research has not been conclu-
sive for many of those differences.
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30.1  Introduction

Sex and gender differences in schizophrenia provide a compelling basis for both 
psychiatry research and clinical practice. Differences might be a consequence from 
a mixed interplay between biological (mainly hormonal) and psychosocial 
factors.

Dissimilarities have been described in the incidence and prevalence, age at onset, 
“premorbid adjustment,” symptomatology and course of schizophrenic psychoses, 
cognitive functioning, and brain morphology [1].

The existence of gender differences in the incidence of schizophrenia has been a 
controversial issue. Traditionally, it has been thought that the incidence and preva-
lence of the disorders is the same for both men and women. But more recently stud-
ies have shown that when using more restrictive criteria for the diagnosis, fewer 
women fulfill them. For example, if using the Feighner restrictive criteria, the female-
male ratio is 0.41:1, and if using ICD criteria, it is 0.92:1 [2]. A current meta-analysis 
studying an incidence population found a higher incidence in men (ratio 1.42) [3]. 
However, studies usually excluded a second peak of schizophrenia onset in women 
aged 45 years and older. If studies take a higher age limit, the relative risk arises to 
be similar for both sexes [1]. Respecting prevalence, studies in general population do 
not find gender differences. Maybe this is due to the fact that men have no adherence 
with pharmacological treatment and they have higher suicide rate. Another explana-
tion may be the study designs, which are focused on epidemiological information for 
prevalence or in clinical data for studying the incidence [2].

One of the most relevant data in the research of gender differences in schizophre-
nia refers to the age of onset. It is higher in women, regardless of culture, onset 
diagnostic defining criteria, or sex correlation in the population.

It is also noteworthy that women have better premorbid adjustment with a higher 
educational level and social functioning, with lower behavioral disorders, aggres-
sion, and neurocognitive deficits. These gender differences are not seen in first- 
episode patients, but they are very obvious in chronic patients [4], which leads to 
hypothesis of a different course of the illness between men and women.

The clinical features of the disease are also different in women, who have a 
greater affective component and more positive psychotic symptoms. This explains 
why the most common schizophrenia subtype in women is the paranoid one [4]. 
They also experiment more schizoaffective disorders and brief psychoses.

The prognosis of the disorder appears to be better for women, who have fewer 
readmissions, fewer drug abuse, and greater functionality in several areas such as 
work, social, and occupational status [2–4]. So we can conclude that females have a 
better quality of life.

Since gender bias in clinical trials with a disproportion of males in the sample, 
the response to treatment is still a poorly studied area. However, women have greater 
adherence to treatment and better response to psychosocial treatment. Based on the 
results of the CATIE study, women have a higher risk of metabolic syndrome, 
increased cardiac risk, and increased diabetes and obesity in the context of use of 
antipsychotics [5].
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Another differential pattern is the cognitive deficits observed with disease pro-
gression. Women tend to have better results in attention, immediate memory, and 
delayed memory. On the other hand, men have more cognitive impairment but bet-
ter results in visuospatial functions [4]. According to the results of some authors [6], 
there are no differences in executive functioning.

Trying to explain these differences and the protective role attributed to gender, 
various theories have been proposed: biological and psychosocial. We will try to 
summarize most of the biological ones, especially about the protective role of estro-
gen on the dopaminergic system. Psychosocial theories are still pending to be gen-
eralized and replicated because these factors may be subjected to contextual changes 
(increased demand and expectations in adolescents versus adults). Other hypotheses 
to be confirmed and replicated are the ones involving specific neural circuits.

30.2  Clinical Differences [7]

30.2.1  Age of Onset

Several studies indicate that men tend to develop the disorder at the age of 14–24, 
an average of 3 years before women, whose mean age of onset is 25–35. However, 
women appear to have two peaks in the age of the illness onset: the first is after 
menarche, and the second is between 45 and 54 menopausal-related years [8].

Nevertheless, the first group (after menarche) distribution seems to be similar 
between genders [2]. There is no sex difference in age of onset in patients that have 
a family history of psychosis [1, 9].

The difference in gender at the age of onset disappears in the presence of a family 
history of schizophrenia [10–13].

In addition, as found in a recent review by Esterberg et al. [9], the second 
highest risk peak in women around menopause has been challenged by a recent 
recalculation of schizophrenia incidence rates in 43 studies (a total of 133,693 
incident cases reported between 1950 and 2009). According to this new calcula-
tion, men had a peak incidence between the ages of 20 and 29, while women had 
two peaks, first between 20 and 29 and the second between 30 and 39, not as 
previously reported from 40 to 49 years. Additionally, men showed greater risk 
until the age of 39, while women showed greater risks between the ages of 50 and 
70 [10, 14].

30.2.2  Obstetric History

Traditionally, perinatal complications have been associated to an earlier onset and 
to a worse course of the disease. The data obtained in the study of gender differ-
ences for obstetric history complications in schizophrenia is inconclusive [2]; 
some researchers report obstetric complication history to be more common among 
men [15] and others in women [16] and others do not find gender differences [17]. 
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We find the same circumstance when analyzing influenza virus exposure in the sec-
ond trimester of pregnancy: the data is not conclusive [18].

30.2.3  Family Risk

One of the first analyzed gender differences in schizophrenia was the family risk 
[19], showing a higher familial risk for schizophrenia, schizophreniform disorder, 
and schizoaffective disorder in women relatives than in relatives of men. These dif-
ferences were attenuated when the spectrum of psychosis was widened. Pulver 
group found that relatives of men with the disease who have an age of onset under 
17 have an important higher risk of schizophrenia. On the other hand, they also 
found an association between age at onset and familial risk in women [20].

Recent evidence suggests the presence of some sex-dependent risks and even 
sex-specific risks. Considering the descendents of mothers with psychosis, their 
sons seem to develop psychosis more often than their daughters; but fathers more 
often seem to transfer the disorder to their daughters than to their sons [21, 22].

Other research groups have not found an association between gender, familial 
risk, and age at onset [23].

30.2.4  Substance Use

The prevalence of substance abuse is higher in people with schizophrenia and first- 
episode psychosis than in general population. Overall, men have higher rates of 
substance abuse both in general population and in mental illness population.

Another factor related with gender differences is cannabis abuse. The use of can-
nabis is related both with male sex and with earlier age at onset [1, 24]. So it has 
been proposed that some of the differences between men and women with respect 
to age at onset are mediated by cannabis use [25]. Cannabis is associated also with 
a more severe course of illness, a greater severity of symptoms, stronger impairment 
of global functioning, and a higher risk of relapse [1, 24].

In schizophrenic population, rates indicated that men consume more cannabis 
than women [26–28]. Moreover, Rodríguez-Jiménez et al. [28] found that men have 
higher comorbidity of cocaine, hallucinogen, and cannabis use than women. In the 
case of alcohol abuse, the data showed that males presented higher levels of con-
sumption than women [29].

In addition, Arendt et al. [30] demonstrate that the risk of developing psychosis 
is higher in men who consume cannabis than in women at the same circumstance. 
The study assessed a total of 535 people with a cannabis-induced psychosis over 
3 years, and the rates for developing schizophrenia were 47.6% in males versus 
29.8% in women.

Men presented higher prevalence of second diagnosis of substance abuse [31] 
and higher levels of comorbidity than women. Moreover, it seems that substance 
abuse could be a greater risk factor for developing psychosis in males than in 
women [30].
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Women have also more difficulties in quitting tobacco use than men, when 
they use tobacco and cannabis together [32]. However, women who have sub-
stance abuse may have a more adverse course of illness than men with substance 
abuse [33].

30.2.4.1  Premorbid Functioning
The premorbid functioning is associated with the prognosis of the schizophrenic ill-
ness, so finding gender differences in this particular item can make a big difference on 
the evolution of the illness. Most studies that have analyzed the role of the gender vari-
able in premorbid adjustment found less severe deficits in women than in men [34, 35].

Women have a better global outcome than men [36] because they are better edu-
cated and have held jobs more often and functionality is better than men [4, 37, 38]. 
It seems that, with a later onset of the disease, women are more often married than 
men, with a better social adjustment and support at baseline and in lifetime [2, 4]. 
Furthermore, men tend to have more negative symptoms, with poorer cognitive and 
social functioning [31].

30.2.4.2  Cognitive Functioning
Healthy individuals have also different results in neurocognitive functioning. It is 
known to indicate distinct sex and gender differences in these patients. Healthy 
women for instance tend to perform better than men in tasks measuring verbal abili-
ties, while men perform better in tests of visuospatial skills [1, 39]. In schizophre-
nia, cognitive deficits are considered by many psychiatrists as a prominent symptom 
that requires attention, adequate treatment, and rehabilitation. There are various fac-
tors that could affect neuropsychological functioning of schizophrenic patients, 
within which were included medication, toxic abuse, and gender.

This is also a controversial domain in gender differences in schizophrenia. Most of 
the studies agree about a worst cognitive functioning in men. However, there is some 
controversy about what neuropsychological areas are more affected in men [40].

It seems that women perform cognitively better for attention, immediate and 
delayed memory, verbal abilities, and executive function [2, 4]. On the other hand, 
men have better visuospatial functioning, as it happens with healthy controls [41]. 
These differences are more significant in chronic schizophrenia than in first epi-
sodes of psychosis [4].

A recent study by Abu-Akel et al. [42] showed that women are better mentalizers 
than men, being these differences regardless to intelligence level or to clinical or 
demographical variables. Their finding was that, apart from their better cognitive 
functioning, schizophrenic women also have a better social cognition. They can 
employ both cognitive and affective mentalizing, particularly to identify emotions 
of other people. That means that women can appreciate other people’s mental state 
better than male patients.

As the illness develops, men present more and more severe negative symptoms 
than women [2, 4, 31, 43], being the incidence of negative schizophrenia in pre-
menopausal women smaller than in men at the same age.

An inverse relationship between anergy and 17B estradiol levels has been estab-
lished [44] which reinforces the minor presence of negative symptoms in 
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premenopausal women or in treatment with hormone replacement therapy [45, 46]. 
This links the hormonal condition with the absence of neuronal atrophy and neuro-
nal lost frequent in negative symptoms [47].

Furthermore, women with schizophrenia have serum estradiol 17B lower than 
controls. This means that serum 17B estradiol levels are correlated with the severity 
of symptoms [44].

About cognitive symptoms, recent research has also indicated that estrogen has an 
essential role in enhancing executive functions in action cortex prefrontal level [48].

A more recent review, conducted by Krysta et al. [40], and analysis of several stud-
ies show that cognitive differences found between tests applied to men and women 
with schizophrenia postulated poorer performance on neuropsychological tests in 
male patients. Like others who had similar findings, in the latter study, the male 
schizophrenic patients showed more deficits in cognitive functioning when compared 
with female patients in domains such as attention, verbal memory, and executive func-
tions. Moreover, differences in cognitive functioning of schizophrenic patients sex-
specific were not found in this review or differences were not clinically significant. 
Hence, the need for more research on the issue of gender differences in cognitive 
functioning in patients with schizophrenia arises [40].

30.2.4.3  Social Functioning
• Studies found that women perform better in social functioning; they are better 

adapted and have fewer disabilities than men. These differences are found both 
during the prodromal phase as in the psychotic phase of schizophrenia [4]. 
Available evidence suggests that women outperform men in social functioning 
for the first episode but also during the later course of the disease [2]. Women 
have higher scores at GAF scale during a 5-year follow-up [31].

• One of the most robust indicators of social functioning is marital status. The 
single or never-married and childless schizophrenic men percentage is much big-
ger than women’s percent [2, 4, 31]. However, there is no significant difference 
in marriage and having children in first-episode patients. This means that as the 
disease goes on, more women get married and became parent than men [31].

• Furthermore, referring to developing psychotic symptomatology, men seem to 
be more vulnerable to stressful life events than women [49]. So it is likely that 
women show a higher resilience than men to manage stress [2].

• About schizophrenic patient’s social needs, Ochoa et  al. found that men pre-
sented more basic (food, daily activities) and functional needs (education, money, 
personal care), whereas women had more service needs (information about ill-
ness, benefits, transport) [50].

30.3  Course of Illness

The further course of schizophrenic psychoses—after onset of the first episode—is 
heterogeneous [2]. Moreover, the course of schizophrenia shows different patterns 
in males and females. We have already explained how the onset of the illness is 
earlier in men, and this links with a worse cognitive prognosis [51].
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Early in the 1990s, in an 8-year follow-up [52], they exposed that women had a 
better course of hospital treatment, with shorter length of hospital stay, and survived 
longer in the community after their first hospital admission. Women seem to have 
also a better illness insight [50].

Later, these results have been confirmed. Being men predicts for higher risk of 
institutionalization [4], and males have higher relapse rates and spent more time 
until recovery [53].

Men have a worse prognosis as their clinical parameters deteriorate. Men with 
schizophrenia had more negative and cognitive symptoms, less affective symptoms, 
or specific psychotic symptoms (e.g., paranoia occurs more often in women) but 
also more substance abuse in comorbidity. And it is not only about clinical features, 
but their social network is also weaker; they tend to live alone and have less educa-
tion and less access to work, and they also have problems for asking for help. This 
relates to the fact that more schizophrenic men die than women, with a suicide rate 
seven times higher in men [32].

Most studies conclude that both, clinical variables (number of episodes, length of 
stay, relapse, symptoms during follow-up) and social variables (global adaptation, 
occupational status), have better results in women than men. The later age of onset 
in women contributes to a better overall social course, accordingly, a better social 
integration to start with [2].

However, other studies of long-term monitoring (over 10 years) found no signifi-
cant differences [54, 55].

We have widely described how men have more and worse negative symptoms, 
especially as the disease develops.

About psychotic symptoms, women score higher results on positive [26] and 
general psychopathology scales [4]. So if women experience more hallucinations, 
delusions [4], illogical thinking, inappropriate affect, and bizarre behavior [2], it is 
understandable why they are more often diagnosed in the paranoid subtype of 
schizophrenia. Women also tend to experiment more affective symptoms [4].

Men, on the other hand, experience more negative symptoms, such as associabil-
ity, anhedonia, or affective flattening, so they are more diagnosed in residual sub-
type [2, 4].

30.4  Neuroimaging

Normal development of the brain is known to differ in both sexes. This is mainly 
moderated by genes and by regulatory influences of sex steroids and leads to struc-
tural sexual dimorphism of the healthy brain [56] including sex differences in the 
brain connectivity [57]. The normal sexual dimorphism of the healthy brain seems 
to be disturbed in schizophrenic psychoses [58].

This is shown in the cortex but also in the volume of the amygdala, hippocampus, 
hypothalamus, orbitofrontal and anterior cingulate, and insular cortex and also in 
the gray matter volume asymmetry, the gyrification index, and cortical folding [1].

Studies conducted to determine gender differences are structural and functional 
variables and controversial.
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Several studies based on NMR (nuclear magnetic resonance) imaging, sug-
gest that ventricular enlargement found in patients with schizophrenia is more 
prevalent in men [54, 59] although other results have been published less abun-
dant that said the increase occurs in female patients comparing with control 
women, no significant differences by studying men with schizophrenia com-
pared to controls [60].

Another common finding is the presence of greater number of structural abnormali-
ties in male patients [59–61], focusing on the region of the corpus callosum [62, 63]. 
The differences in the temporal lobe disorders have also been tried to analyze, but 
the results have been mixed.

Although there is a relative abundance of evidence of brain abnormalities in 
schizophrenia, it remains unclear to what extent these changes, such as brain vol-
ume, are presented before antipsychotic treatment, an important consideration in the 
current debate about what structural effects antipsychotics can cause in the brain of 
schizophrenic patients. In some meta-analyses that have combined principles of CT 
and MRI [63], intracranial volume is an important variable, since it is suggested that 
reduction in the volume is one of the root causes of brain abnormalities in 
schizophrenia.

In a meta-analysis by Haijma et al. [64], where data are collected on brain vol-
ume obtained in 317 MRI studies in schizophrenia from September 1, 1998 until 
January 1, 2012, data are collected from 18,000 patients and controls. This meta- 
analysis included 33 studies with 771 patients treated with antipsychotics and 939 
controls and can assess changes in brain volume present before antipsychotic treat-
ment is initiated. Besides the use of antipsychotics or not was addressed to what 
extent the volumes were affected by the disease duration and sex, among others. In 
this study, we believe that loss of brain volume in schizophrenia is related to a com-
bination of decreased intracranial volume reflecting early neurodevelopmental pro-
cesses, together with the effect of the progression of the disease. As for his 
conclusions regarding sex and intracranial volume reduction, associated reductions 
were found in male.

In a pair of studies in which pituitary volume was assessed, one in first epi-
sode of schizophrenia [65], it was identified a significant effect of sex in pituitary 
volume in both the initial point as later tracking. It was found that the volume 
was higher in women, with data consistent with findings of previous studies. 
Although still unknown, functional significance of the increased pituitary vol-
ume in women is believed to have implications for sex differences in psychiatric 
disorders and to be implicated in HPA axis dysregulation. Other study [66] val-
ued equally pituitary volume in schizophrenia as well as the ability to respond to 
stress. All study participants met criteria for age (18–55 years), IQ over 75, and 
normal brain MRI assessed by clinical neuroradiologist, with no history of sei-
zures, head trauma with loss of consciousness, neurological disorder, and any 
antecedent or addiction. The results showed a main effect of gender (p = 0.001) 
indicating an increased pituitary volume in women than men independent of the 
analyzed group.
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The regional neuropathology and association with specific symptoms of schizo-
phrenia appear to be dependent on gender. So, Cowell et  al. [67] found that in 
women greater frontal volume was associated with a more severe disorganization 
and suspicion, while in males lower volume was associated with disorganization 
(but no correlation with suspicion). Malla et al. [68] published a study that found 
that diffuse cerebral atrophy was associated with positive psychotic symptoms in 
women but not in men.

Sex differences in brain abnormalities in schizophrenia are known to start at the 
time of the early sex differentiation of the brain. Other hypothesis suggest that male 
brains are more vulnerable to pre- and perinatal complexity due to slower cerebral 
maturation or that sex differences occur because of the enormous synaptic pruning 
during adolescence, especially in men [69].

30.5  Estrogens and the Cognitive Symptoms 
of Schizophrenia: Possible Neuroprotective Mechanism

There are considerable gender differences in schizophrenia, some of which have 
been well documented for over 100 years. The most remarkable difference between 
men and women is the age of onset. Women have an average age of onset of 
1–5 years later than men [70]. Regarding cognition according to gender in schizo-
phrenia, women perform better in episodic verbal memory, processing speed, and 
prepulse inhibition [71]. Other differences found in the incidence of the disease 
according to women compared to men are 11.3:16.2 per 100,000 [72, 73].

Negative symptoms are less severe in women than in men, and there are no dif-
ferences in positive symptoms [74–77]. In the course of the disease, the symptoms 
in women get worse after the menopause even achieving more functional results. 
While men maintain the severity of the symptoms stable over the time, they also 
have more visits to the hospital [78, 79].

Finally, women with schizophrenia do not show differences in brain morphology 
regarding to health controls, while male patients have a decreased volume in the 
parietal lobe and in the inferior temporal region, in addition to an increase in the 
ventricular volume [80–82].

30.5.1  Effects of Estrogens and Estrogen as a Treatment

It is common to refer to affective disorders when looking for gender differences in 
mental illness, leaving schizophrenia aside. However, when talking about schizo-
phrenia, there are interesting differences that lead us to consider the estrogens as 
protective elements or even as coadjuvants in its treatment.

What are the effects of estrogens that can make a difference in the clinical expres-
sion of schizophrenia in women? These can be summarized in the following points:

• Neural organization during neurodevelopment: these effects take place prefera-
bly before brain maturation. The sexual brain differentiation extends from the 
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prenatal period to puberty. Estrogens facilitate that women mature faster than 
men (in the brains of these found that neural connections, axonal and lateraliza-
tion of brain functions are later). This can cause male brains to be more vulner-
able to damage pre-/perinatal associated with structural alterations in 
schizophrenia and with negative symptoms and early onset [83].

• Related with neuronal growth and synapse formation: neurons have Wernicke’s 
region in the case of women and longer dendrites than males [84], without for-
getting that there are gender differences in areas such as suprachiasmatic and 
paraventricular nuclei [85, 86].

• Modulation of neurotransmitters: 17B estradiol decreases the sensitivity of D2 
receptors in neonatal rats [87], modifies dopaminergic mechanism-dependent 
behavior and the total mRNA and D2 receptor cDNA [87], and also increases the 
maximum expression of 5HT2A receptor binding [88]. There are other data sug-
gesting the effect of estrogen on serotonergic and glutamatergic systems [89].

• Interaction with neural growth factors and other neurotrophins: mainly with 
increased BDNF expression. Another direct protective factor derived by estrogen 
exposure is increasing intracellular cAMP CREB phosphorylation (factor tran-
scription) [89]. Furthermore, the estradiol 17B protects cells from apoptosis, 
improves the fluidity of the membrane by the action neuronal canal expression 
ionic, and increases the apoprotein E.

• Antioxidant effect [90, 91]: it has been shown that concentrations of 17B estra-
diol protect cells from death caused by amyloid beta.

• There is growing evidence that estrogen, in particular 17B estradiol, is one of the 
factors that influence schizophrenic psychoses, reaching both development and 
brain functioning. The physiological higher estrogen levels in women not only 
lead to their slightly lower incidence but also delay the age of onset with a second 
peak of onset after the pre-menopause, coinciding with the time when the physi-
ological levels of estrogen diminish. Low levels of estrogen during the menstrual 
cycle and after menopause could be associated with more severe symptoms in 
women.
Patients with emergent psychosis could present hypophysial-hypothalamic- 
gonadal dysfunction, with hyperprolactinemia and suppression of gonadal 
function, among which we find a fall in the production of estrogen and testos-
terone. This data, if replicated, could lead toward a pathogenic pathway of 
psychoses [92].

• Affect mature brain neuronal activator: modulation of neuronal hyper. From 
the beginning of the fertile period, the circulation of sex hormones (usually 
excitatory) requires compensating neurophysiological changes to enhance the 
action of inhibitory systems of the brain that counteract the action of these 
endocrine systems. The failure of this system favors the appearance of the first 
episode of schizophrenia. All these focus on two structures: amygdala and 
hippocampus.

• Moreover, a significant participation of estrogens on dopaminergic, serotonergic, 
and glutamatergic systems possibly gives them properties similar to those of 
atypical antipsychotic drugs [93–95].
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30.5.2  Estrogen as a Treatment

Sex differences in the incidence, onset, and course of schizophrenia have led to the 
hypothesis that estrogens play a protective role in the pathophysiology of this disor-
der [96].

Moreover and supporting the above lifecycle, studies have also demonstrated 
that women are more susceptible to a first episode or relapse of psychosis in two 
periods of hormonal changes, characterized by a decrease in estrogen levels, which 
are postpartum [97] and menopause [98, 99].

Several studies have found that estrogen has significant positive effects on the 
central nervous system above and beyond their primary endocrine and reproductive 
functions, to the extent which has been considered as a factor “psychoprotective 
nature.” As already mentioned, being able to modulate multiple neurotransmitter 
systems, including dopaminergic, serotonergic, and glutamatergic pathways [96], 
estrogens have also anti-inflammatory properties (Sommer et al., 2013).

There are numerous open studies that have indicated that adding estrogen to 
antipsychotic treatment showed a significantly greater effect on psychotic symp-
toms. Hormone replacement therapy appears to reduce the intensity of negative 
symptoms in postmenopausal [45].

There have also been conducted double-blind studies that have compared estro-
gen versus placebo added to usual treatment group showing a better response in the 
control of psychotic symptoms and the score general psychopathology and 
PANSS. A recent meta-analysis has shown that estrogens given during few weeks 
have a positive effect in improving psychotic symptoms in women.

The first intervention trials with estrogen substitution of neuroleptic therapy have 
demonstrated antipsychotic effects.

30.6  Glutamate System in Women

According to the information available, the alteration in the level of glutamatergic 
transmission is a frequent pathological finding in different psychiatric illnesses 
within where we find the schizophrenia [100, 101]. There are many factors involved 
in this disorder, and the glutamatergic is one of the systems that contribute to the 
pathophysiology of the disease [100, 102–107]. So far, there is not enough informa-
tion to help clarify the baseline of sex differences in the glutamatergic system. In 
addition, there has been few works to clarify them. Nevertheless, this contribution 
seems to be different in men and women. Thus, polymorphisms in different genes 
related to glutamate increase the risk of SCZ differently depending on the gender. 
The multiple single nucleotide polymorphisms (SNP) in an X-linked gene that 
encodes subunit 3 of the AMPA receptor, GRIA3, confer an increased risk of devel-
oping SCZ in women only [101]. Along with differences in genetic contributions, 
gender differences have been found in the expression of glutamate-related proteins 
and metabolites. Glutamine synthetized, an enzyme involved in the maintenance of 
glutamate levels, is upregulated in women with SCZ but not in men [100, 107]. 
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What is more, women with SCZ show higher levels of NMDA receptor density 
compared to men with SCZ [100, 108]. It is assumed that the hypofunction of the 
NMDA receptor contributes to the pathophysiology of the SCZ; therefore, the 
increase in the density of the NMDA receptor in women with SCZ could be protec-
tive and contribute to gender differences in the symptomatology [100, 104]. Studies 
have pointed out the important role of how glutamate dysfunction affects men and 
women differently, which leads us to need new avenues for therapeutic development 
in these diseases biased by gender.

30.6.1  Are There Differences in the Dopaminergic System 
Associated with Sex?

In recent years researchers have described numerous differences in the structure and 
brain function in patients with schizophrenia associated with gender. Parellada and 
collaborators have explored this aspect by determining postsynaptic D2 receptors in 
striatal SPECT region and, on the other, differences in presynaptic dopamine trans-
porter. In conclusion, we found no sex differences in the density of postsynaptic D2 
receptors, although differences in presynaptic dopamine transporter have been 
described. All this makes it clear that the technical study should be deepened to 
evaluate the system dopaminergic neuroimaging mesolimbic receptors, extra-stria-
tal D2/D3, different receptor subtypes D2, and other systems involved in the patho-
genesis of schizophrenia.

30.7  Gender and Pharmacotherapeutic Approach

30.7.1  Pharmacokinetics and Effective Dosage

Men and women show important differences in terms of genetics, height, weight, 
diet, exercise, diseases, and habits like smoking and use of alcohol and illicit drugs 
[109, 110]. To continue with, we find differences in metabolism, absorption, volume 
of distribution, and excretion.

Young women on maintenance treatment (20–39 years) require lower doses of 
antipsychotics than men [111, 112] which are reversed after 40 years.

It has been demonstrated that plasma levels of antipsychotics are higher in 
women than in men [113, 114]. The distribution of drugs is influenced by body size, 
weight, blood volume, and adipose tissue [110, 115, 116] which is higher in women 
[110, 116].

This is an important factor because it results in a slower release of antipsychotics 
(lipophilic), and this factor could protect women in case of voluntary cessation of 
treatment [117].

To continue with, several studies showed that smoking reduces plasma levels of 
antipsychotics [118–120]. It has been considered that men have a higher prevalence 
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of smoking than women [121, 122], so this may explain that male patients require 
more doses of antipsychotic medication for response [123].

Some authors have found that women tend to have slower elimination of drugs 
and this results in higher concentrations in plasma and more side effects. When we 
use depot medications, intervals should be longer in women [109].

To finish with, Haas et al. [124] and Davis et al. [125] suggest a better response 
of women to psychosocial treatments, and this must be taken into account [126].

30.7.2  Treatment and Treatment Response

It has been shown that the treatment response and general outcome in schizophrenia 
are worse in males than females [52, 88, 127–133]. The adherence to medical 
appointments and treatment is worse in males too [134–136].

Lo et al. [137] showed that being a female represented a protective factor.
It could be because women have more positive attitude to medication and to the 

fact of receiving help [138].
It has been seen that antipsychotic response is better in women [131, 132] and 

men need more dosages of them to work [132–142].

30.7.3  Side Effects

Side effects differ significantly between men and women depending on multiple 
factors.

To begin with, several studies suggest that women present more metabolic syn-
drome, which is considered a risk factor for cardiovascular disease [143–146]. In a 
Turkish study, Boke et al. discovered that 61.4% of females developed metabolic 
syndrome and 22.4% of men [147].

A Spanish national cross-sectional study showed different cardiovascular risk 
factors in men and women: men suffered from hypertension and women from dia-
betes [148].

To continue with, antipsychotics increase body mass index more frequently in 
schizophrenic women [149–151].

Reproductive problems and potential harm to the newborn due to weight gain 
have to be taken into account too [152].

Regarding acute motor side effects, no clear sex difference has been shown for 
acute dystonia, akathisia, or parkinsonism.

To continue with, it seems that older age and female sex could be risk factors to 
develop tardive dyskinesia during treatment with aripiprazole [148]. In addition, several 
reviews have shown that tardive dyskinesia is more frequent in women after the age of 
50 [88]. This might be associated with decline of estrogens after menopause [88, 130].

Another important side effect is QTc interval prolongation and torsade de 
pointes. It has been seen that they are more common in women [153, 154].
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With regard to hormonal side effects, higher prolactin levels have been observed 
in women treated with antipsychotics, even with lower doses than men [131, 142, 
155–158], particularly young women [159, 160].

Nonadherence to treatment because of sexual dysfunction due to high levels of 
prolactin is more frequent in men [161]. Hyperprolactinemia is also associated with 
low bone mineral density and osteoporosis, which are more frequent in schizophre-
nia than in controls [162]. Surprisingly, lower bone mineral density has been 
described in male patients compared to female [153, 163, 164].

To finish with, agranulocytosis and eosinophilia due to clozapine seem to be 
more common in women [165, 166].

30.7.4  Special Considerations About Treatment in Women

Hormonal cycles have to be considered in schizophrenic women: menstrual cycle, 
pregnancy, postpartum, and menopause [88, 167–170]. Positive symptoms improve 
when estrogens are high and become worse when they are low [171]. Premenopausal 
women’s response to treatment is better than postmenopausal [172].

30.7.4.1  Menstrual Cycle
We have to consider premenstrual exacerbation in schizophrenic women. Antipsychotics 
produce irregular (78%) or complete (22–50%) suppression of menstrual cycles [173]. 
Despite these irregularities, contraception is needed [174] in order to avoid unplanned 
pregnancy, which is higher in women with schizophrenia [175, 176].

30.7.4.2  Pregnancy
Schizophrenia itself (regardless of medication) is associated with pregnancy com-
plications (placental abnormalities, antepartum hemorrhage, prematurity, pre-
eclampsia, low birth weight, intrauterine growth retardation, fetal distress, neonatal 
hypoglycemia, low Apgar score, stillbirth, and congenital defects) [177]. In addi-
tion, every treatment added in pregnancy and lactation might be associated with 
teratogenic, obstetric, neonatal, and neurobehavioral complications [178].

Antipsychotic treatment in pregnancy should be in monotherapy and in minimal 
doses if possible to avoid complications [179]. The most commonly prescribed anti-
psychotic in pregnancy is olanzapine [178]. Risperidone and quetiapine can be used 
[180], but the clinical experience is not as good. Clozapine is not recommended [180, 
181]. Due to the lack of research, aripiprazole, amisulpride, ziprasidone, and sertindole 
are not recommended [216]. Haloperidol could be another option during pregnancy 
[180].

30.7.4.3  Postpartum and Breast-Feeding
The risk of psychosis is higher in postpartum due to the drop of estrogen levels [182, 
183]. Guidelines do not recommend antipsychotic treatment during breast-feeding 
[184, 185]. If is not possible, at least women should take their medication before 
child’s longest period of sleep.
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30.7.4.4  Menopause
The incidence of tardive dyskinesia is higher in postmenopausal women [71]. Age 
and being a woman increase QTc interval [186, 187]. It is important to check weight, 
bone mineral density, cholesterol, blood pressure, and glucose because antipsychot-
ics increase cardiovascular risk [188]. Prolactin levels should be monitored too 
because hyperprolactinemia induces early menopause [189]. To conclude, first- 
generation antipsychotics should be avoided in postmenopausal women because of 
the side effects.

30.8  Conclusions

There is an urgent need for more prospective studies to delimit specifically how 
gender affects to pharmacotherapy and to improve results and avoid side effects. 
Genetics and hormonal balance should be considered, and more studies during 
pregnancy, lactation, and after climacteric period are needed.
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Abstract
The main objective of this chapter is to summarize the clinical differences found 
in the literature between men and women suffering from bipolar disorder. The 
secondary objective is to analyze the treatment and how there are gender differ-
ences in the adherence to medication. Briefly, we could say that in men the manic 
component predominates, both at onset and throughout their lifetime, and that 
they usually have comorbid drug abuse. On the other hand, women usually tend 
to have a predominance of depression; they have a depressive polarity both at 
onset and during their lifetime and experience more mixed mania episodes. 
Furthermore, in women onset often occurs at an older age, comorbidity of physi-
cal pathological conditions is common, and adherence to medication is greater 
than in men.

We cannot forget that women can experience two very important periods: 
pregnancy and postpartum. Both can be critical periods for the disorder, and a 
relapse or recurrence at either stage can have serious consequences not just for 
the woman but also for her baby. Because the effect of medication on the fetus 
still remains unclear, it makes it even more difficult to set the treatment during 
these periods.
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31.1  Introduction

Bipolar disorder is a lifelong serious mental disorder that causes extreme dysregula-
tion in mood, energy, and functioning. Lifetime prevalence is estimate to be 0.6% 
for bipolar disorder type I (BPI), 0.4% for bipolar disorder type II (BPII), and 2.4% 
for bipolar spectrum disorders [1]. Both genders are equally at risk of developing 
the illness. The onset of bipolar disorder usually occurs in adolescence or early 
adulthood, but it can appear during other periods in a lifetime, such as childhood or 
later adulthood. It can be a difficult disease to live with because it affects familial 
relationships, social aspects, and employment, causing a general worsening in the 
quality of life of the patient.

The clinical course of bipolar disorder is characterized by the occurrence of one 
or more manic episodes, and often individuals also have recurrent episodes of major 
depression. Manic episodes are periods of abnormally and persistently elevated, 
irritable, or expansive mood and abnormal and persistent activity or energy increas-
ing. During this period the patient may experience the following symptoms: inflated 
self-esteem or grandiosity feelings; decreased need for sleep; being more talkative 
than usual or feeling pressure to keep talking; flight of ideas or subjective experi-
ence of racing thoughts; distractibility; psychomotor agitation; or excessive involve-
ment in pleasurable activities that can likely have painful consequences [2]. The 
diagnostic symptoms for major depressive episodes are the presence of a depressed 
mood and loss of interest/pleasure, which associate significant weight loss (when 
not dieting) or appetite changes; insomnia or hypersomnia; fatigue or loss of energy; 
markedly diminished interest or pleasure in (almost) all activities; psychomotor agi-
tation or retardation; fatigue or energy loss; feelings of worthlessness or excessive 
or inappropriate guilt; diminished ability to think, concentrate, or make decision; 
and recurrent thoughts of death or suicide [2]. Usually, a person with bipolar disor-
der only has some of these symptoms; it is very uncommon that they all manifest at 
the same time.

There are two types of diagnosis: bipolar I disorder and bipolar II disorder. 
Bipolar I disorder is characterized by recurrent episodes of mania and depression, 
whereas bipolar II disorder is defined as recurrent episodes of depression and hypo-
mania [2].

Many aspects of bipolar disorder have been investigated in several studies, 
including diagnosis, course of illness, psychiatric and physical comorbidity, suicide 
attempts, rapid cycling, and mixed states [3]. However, the role gender could play 
in all those aspects still remains unclear. In this chapter, we review all the informa-
tion currently available on the matter.

31.2  Gender Differences in Bipolar Disorder

Historically it has been said that lifetime prevalence for bipolar disorder I is the same 
for both genders, whereas there are more women diagnosed with bipolar II disorder 
[5, 6]. Traditional epidemiological studies give prevalence rates of 0.4–1.6% for 
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bipolar I disorder and 0.5–1.9% for bipolar II disorder [1]. As the bipolarity spectrum 
is being extended and the newer entity of bipolar II disorder is even more prevalent 
in the general population, the affected population is about 5% [2, 7].

Although the lifetime prevalence of bipolar disorder appears to be roughly equal in 
both genders, some studies have shown that women are more likely to be diagnosed 
with bipolar II disorder II, while men are more likely to be diagnosed with BPI [1, 8].

31.3  Course and Clinical Characteristics of Illness

The biggest gender differences are seen for bipolar I disorder, especially when we 
refer to clinical features, course of illness, and comorbidity (Table  31.1) [9]. In 
women, the disease is characterized by a predominance of depression [2, 10, 11]; 
this means that the polarity at the onset [12] and during a lifetime is depressive. 
Studies show that women spend more time in the depressed phase, with longer hos-
pitalization for this reason [6, 13]. They also have more depression symptoms in 
manic phases; thus, they are more likely to experience mixed mania [2, 10]. This 
way, women also experience more suicidal ideation and more suicide attempts 
(whereas men make fewer attempts, but they are more violent and lethal) [9, 10, 14]. 
They also have a higher probability of experiencing mood instability [10], seasonal 
episodes, and rapid cycling [2, 13]. On the other hand, men tend to have a predomi-
nance of manic components: their temperament is hyperthymic, and the onset of the 
illness is usually with a manic episode [9, 10, 12, 13]. The disorder begins at a 
younger age in men, with an earlier first hospitalization [6]. This may explain why 
men are more often single [10].

Women are more often hospitalized than men and take more antidepressive and 
sedative/hypnotic treatments [10, 13, 14], which can be explained with different 
reasons. First of all, women seek more treatment, probably because of their depres-
sive polarity, as it is described how bipolar patients ask for help during depressive 
phases. Second, women being more frequently married and having feminine gender 
behavioral expectations, it is likely that their relatives bring women to healthcare 
facilities more easily [15]. Third, men (as we will see later in the chapter) have a 

Table 31.1 Gender differences in bipolar disorder (Adapted from López-Zurbano, 2015 [4])

Characteristics Women Men
More common episode Depressive Manic
Onset episode Depressive Manic
Subsyndromal depressive symptoms More frequent Less frequent
Age of onset Older Younger
Mixed episodes More frequent Less frequent
Seasonal episodes More frequent Less frequent
Rapid cycling More frequent Less frequent
Physical comorbidity More frequent (thyroid diseases) Less frequent
Psychiatric comorbidity Eating disorder, anxiety disorders Drug abuse
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higher rate of substance abuse comorbidity; therefore, they can be misdiagnosed 
with mania. Finally, as women experience more suicide attempts and they have 
more mixed mania episodes, they are more usually hospitalized to prevent the risk 
of suicide [10].

31.3.1  Bipolar Depression in Women and Misdiagnosis

Gender differences in unipolar depression have been studied in detail, and, cultural 
studies included, the results of these investigations confirm that the risk of a major 
depressive episode throughout life is two times higher in women [2, 16, 17]. This 
same trend, with smaller differences, is also observed in bipolar disorder [9, 10]. As 
we have already explained, the illness in women is more usually characterized by 
the predominance of depression symptoms. Depressive polarity is more common at 
the onset of the disorder and during a lifetime [9, 13]; they have a greater number of 
temperaments with depressive propensities such as mood instability and cyclothy-
mic temperament and have more depressive subsyndromal symptoms [10].

The clinical characteristics of bipolar depression in women are different from 
those in men with regard to both bipolar I and bipolar II disorders. They more com-
monly suffer from psychotic [9] and atypical symptoms (such as hypersomnia, 
increased appetite, or incongruent psychotic symptoms) [10, 12, 18]. This, con-
nected with the fact that the first signs of the disorder in women are often depres-
sive, can explain both why they are later diagnosed [9, 17] and why they take more 
antidepressants and benzodiazepines than men [14].

31.3.2  Misdiagnosis

Precise establishment of a proper diagnosis by the first manifestations of bipolar 
depression is one of the biggest challenges in psychiatry these days. The depressive 
phase of bipolar disorder is many times indistinguishable from that of unipolar 
depression, especially if familial and personal history is not taken into account. The 
misdiagnosis often leads to the prescription of only antidepressants and in high 
doses, as what often happens in bipolar women [17], and this causes the destabiliza-
tion of the course of the disorder. This incorrect prescription can provoke switches 
to mania/hypomania and increases the number of episodes with occurrence of rapid 
cycles or the development of mixed states [19]. It is estimated that it takes about 
9.6 years from the onset of symptoms to the formal diagnosis of bipolar disorder 
[17]. Moreover, it has been observed that this delay is longer in patients with a 
younger age at onset, especially when they do not show psychotic symptoms or 
social dysfunction during the first episode [20].

According to Hirschfeld [21], more than a third of bipolar patients seek profes-
sional help during the first year after the onset of symptoms. Unfortunately, 69% 
are misdiagnosed and often receive the diagnosis of unipolar depression. Those 
who are misdiagnosed usually consult four therapists before receiving the correct 
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diagnosis, and over a third of those have to wait for 10 years. This delay in the 
diagnosis and in the prescription of the correct treatment often brings significant 
psychosocial problems, such as conflicts with family and friends, professional or 
academic problems, and alcohol and substance abuse, with the corresponding 
worsening of patients’ quality of life.

31.3.3  Suicide Risk

Together with all this, one of the most serious consequences associated with the 
misdiagnosis in bipolar patients is the increased suicide risk. The risk is higher dur-
ing the first 5 years after the affective symptoms emerge [22]. In fact, about 40% of 
bipolar patients attempt suicide at 8.6 ± 6.6 years after the onset of affective symp-
toms. The suicide rate in the bipolar population ranges from 10 to 20% [23]. There 
is evidence that bipolar depressed patients attempt suicide earlier than unipolar 
patients during a specific episode. However, the patients with the highest risk of 
suicide are those experiencing mixed symptoms. This is because they combine the 
hopelessness of depression and the anxiety and impulsivity of mania. Some authors 
report that patients with bipolar II disorder make more suicide attempts than bipolar 
I and unipolar patients, although there is some controversy about this [23]. The 
clinical variables most associated with an increased risk of suicide are the presence 
of severe depressive episodes, drug use, family background of affective disorders, 
younger age at onset, and the presence of mixed symptoms. We should pay special 
attention if there are behavior disorders or a history of suicidal behavior comorbid-
ity [24]. Studies show that women tend to attempt suicide more frequently and more 
times than men, but men’s attempts are more violent (Table 31.2) [9, 10].

31.3.4  Rapid Cycling in Women

Rapid cycling is one of the specifiers included in the Diagnostic and Statistical 
Manual of Mental Disorders, DSM 5 [2], for bipolar disorder and related disor-
ders. The main characteristic of rapid cycling is the occurrence of four or more 
mood episodes during the previous 12  months. Episodes can occur in any 

Table 31.2 Factors associated with suicidal risks (Adapted from López-Zurbano, 2015 [4]

Risk factors Suicidal acts Suicidal ideation
More mixed episodes √ √
Female sex √
Predominantly depressed √ √
Latency to bipolar diagnosis √
Melancholic at any time √
Hospitalization for depression √
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combination and order. They have to meet the diagnostic criteria (symptoms and 
duration) for a major depressive, manic or hypomanic episode, and can be delim-
ited by a remission or by a change in polarity. The only exception in a rapid 
cycling bipolar disorder is that episodes occur more often than in a nonrapid 
cycling pattern. It appears that rapid cycling is a temporary evolution form in 
bipolar disorder; it occurs temporarily.

Typically, rapid cycling and mood fluctuation have been associated with the 
female gender, but there has always been controversy about this. Early in the pre- 
pharmacological age, Falret (1794–1870) referred to the higher prevalence of 
women in hospitalized patients with a diagnosis of circular insanity. However, 
Perris [25] pointed out that it was understandable why there was a larger proportion 
of women in hospitals, explaining that for families it was easier to take care of a sick 
man than a sick woman.

A meta-analysis of published studies about rapid cycling in the 1990s showed 
that the proportion of women included in the study reached 74%; thus, the 
female/male ratio was 3:1. They established that the risk of developing rapid 
cycling in women was 29.6% compared with 15.5% in men. To Coryell [26], 
female gender is a strong predictor for rapid cycling. Different explanations have 
been proposed [27], including hypothyroidism, the effect of gonadal steroids, 
and antidepressant use. Hypothyroidism is common in bipolar patients, as it is a 
common secondary effect of lithium salts [10]. Thyroid abnormalities are more 
common in women in the general population, which may also explain the differ-
ences in the bipolar population.

Women’s hormonal fluctuation throughout the reproductive cycle has been sug-
gested to be an etiological factor of mood dysregulation in women [16]. Rasgon’s 
group [27, 28] showed that a majority of bipolar women have a significant mood 
change during at least one menstrual cycle and that women receiving oral contra-
ception had fewer symptoms of depression. However, more studies need to be car-
ried out, because short cycles also occur in postmenopausal women when there is 
not a hormonal explanation.

What seems clear is that some rapid cycling is iatrogenic. We know that women 
take more antidepressive and sedative/hypnotic treatments than men [14] and that 
they appear to be more sensitive to polypharmacy. Thus, this could be one reason for 
the higher prevalence of rapid cycling in women. In a study by Altshuler [29], of the 
nine patients referred as suffering from rapid cycling due to antidepressants, eight 
were women.

However, the higher prevalence of rapid cycling in women still remains unclear. 
Some current studies confirm this [13, 27, 28], but others do not [10, 30]. 
Nevertheless, according to an international general population study, rapid cycling 
is associated with more severe depressive symptoms, greater impairment from 
depressive symptoms, and more anxiety disorders [30], which are linked to female 
gender. Thus, it is likely that in the bipolar population, especially during the first 
phases of the disease, when misdiagnosis is so frequent, women receive more anti-
depressants with the corresponding risk of developing rapid cycling.
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31.3.5  Mania in Women

We have already mentioned that men tend to have a more hypomanic temperament 
and (hypo)manic polarity when suffering from bipolar disorder and that the onset 
usually occurs with a manic episode. Nevertheless, women also experience manic 
episodes, and differences can be observed between genders.

Women tend to achieve higher severity scores on scales (e.g., the Young Mania 
Rating Scale [YMRS]), which is due to the higher prevalence of psychotic symp-
toms in these patients [15, 31]. Psychotic features tend to be incongruent in women 
[10], with more overall delusions and more paranoid and reference delusions. They 
also experience more hallucinations per patient.

As women’s polarity is often depressive, they usually experience more depressive 
symptoms: mood lability, depressed mood, greater guilt, and higher suicide and anxi-
ety scores, even in mania episodes. This leads to the fact that women experience 
more mixed manias [10, 15, 31]. Some theories explain that they can be mediated by 
the predominance of anxiety symptoms in the female sex. Men, on the other hand, 
experience higher motor activity, grandiosity, and contact [15]. They are more likely 
to report “behavioral problems” and “being unable to hold a conversation” [12].

31.3.6  Cyclothymic Disorder

In general population, cyclothymic disorder is equally frequent in men and women. 
In clinical samples, it is more likely that women seek for treatment than men [2].

31.3.7  Comorbid Conditions

In psychiatric comorbidity, women tend to have more comorbid eating [2, 11], anxi-
ety, especially phobias [10, 13], and personality disorders [9]. Even though the rela-
tion between bipolar disorder and anxiety is particularly complex (one leads to the 
other and vice versa), some studies on this particular subject have been carried out 
[14]. As anxiety disorders are more common in women in the general population, 
the same is expected to happen in the bipolar population, which is confirmed in 
most studies. Bipolar women suffer more frequently than men from panic disorder, 
obsessive–compulsive disorder, and specific phobia [14]. Bipolar women suffering 
from panic disorder spend fewer years at school and are more frequently treated 
with antidepressants [14]. Some studies show that panic disorder and obsessive–
compulsive disorder aggregate in families; thus, it is possible that women with 
familial bipolar disorder might be more likely to experience comorbid anxiety 
disorders.

It is also known that even social phobias are equally prevalent among female and 
male populations; women suffering bipolar disorder and social phobia are four 
times more prone to have comorbid alcohol abuse [14]. Comorbid drug abuse is 
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more common in men with bipolar disorder (alcohol, cocaine, cannabis) [10, 12, 
14], and other studies also find pathological gambling and conduct disorder [10]. 
However, bipolar women are in higher risk than men to experience an alcohol use 
disorder and have greater probability of suffering from alcohol use disorder than 
general population women [2].

Patients with bipolar disorder have a greater comorbidity of physical patho-
logical conditions, as the disease and its treatment increase the risk of cardiovas-
cular, metabolic, and endocrine diseases [7]. Women suffer higher comorbidity 
of thyroid disease, obesity, or being overweight [10]. Lifetime prevalence of thy-
roid disease (excluding thyroid cancer) is four to ten times higher in women, 
which links with the fact that bipolar disorder treatment (lithium salts) increases 
the risk of thyroid diseases itself. Women with thyroid diseases and bipolar dis-
order are more likely to have eating disorders, which may explain the more fre-
quent obesity among women. Bipolar men are more prone to suffer from 
neurological cancer disorders, which may be due to the higher comorbidity with 
substance abuse [10]. However, there are no gender differences in the risk of 
experiencing cardiovascular diseases [10].

31.4  Biological Marker’s Differences

31.4.1  Structural Abnormalities

Magnetic resonance imaging studies have reported the loss of gray matter in 
bipolar disorder in cingulate regions, which regulate emotions and executive 
functions. A small research by Delvecchio and colleagues showed that male 
patients had reduced left anterior cingulate cortex volumes and that the volumes 
of that region and the number of hospitalizations were inversely correlated. 
However, none of this was found in female bipolar patients. This may explain the 
different course of the illness in males (worse manifestations, earlier onset, and 
more panic episodes) [32].

31.4.2  Serotonin Transporter-Linked Polymorphic Region

Serotonin transporter-linked polymorphic region (5-HTTLPR) variant effects may 
also be influenced by gender differences. Further studies being needed, research 
shows that S allele (or SS genotype) seems to be associated with an increased risk 
of depression, depressive symptoms, anxiety, and symptoms of internalizing behav-
ior in women. On the other hand, in men, it associates an increased risk of aggres-
siveness, conduct disorder, and symptoms of externalizing behavior. This association 
was reinforced by the presence of stressful life events [33].

These differences seemed to begin at adolescence and were not seen among the 
elderly, so hormonal fluctuations may play a role [33].
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31.4.3  Estrogen

Studies on estrogen effects in central nervous system are diverse; serotonergic ago-
nist increases the activity of noradrenaline, cholinergic agonist decreases dopamine 
D2 receptor [34], and GABA [35] agonist increases sensitivity to brain-derived neu-
rotrophic factor and protein kinase C.

They have typically been related to depressive and anxiety symptoms. The associa-
tion with depressive symptoms is hypothesized because there is an increased risk in the 
premenstrual, postpartum, and perimenopausal periods and because of its serotoniner-
gic effect. For anxiety, it is known that all steroids, progesterone metabolites included, 
act as gamma aminobutyric acid A (GABA-A)/benzodiazepine receptor agonists, 
whose activation has an anxiolytic effect, and they upregulate the GABA-A/benzodiaz-
epine receptors. Thus, it is likely that the cyclic withdrawal of estrogens and progestins 
induces an anxiolysis withdrawal, provoking anxiety states in women [15, 34].

Estrogen has also been related to PTSD or psychotic episodes [35].
So more studies are needed to certify the effects of this important hormone in 

affective disorders.

31.5  Treatment of Bipolar Disorder

Medication for the treatment of bipolar disorder includes lithium, anticonvulsants, 
and atypical antipsychotics, which are used both for acute episodes and for long- 
term maintenance treatment. These drugs are often combined with benzodiazepines 
when there are coexisting symptoms of anxiety or insomnia or antidepressants when 
there is depression.

The treatment of bipolar disorder is complex and must be individualized for each 
patient. This gets even more difficult when the patient is a woman, because there is 
always the possibility of a pregnancy. The drugs mentioned above all interact with 
oral contraceptives, increase the risk of endocrine pathological conditions (hypothy-
roidism), and can be harmful to the fetus [36].

Treatment also includes electroconvulsive therapy (ECT) and psychotherapy. 
Recent studies show that, compared to men, women with bipolar disorder are more 
likely to receive, in bipolar disorder I, treatment with ECT, antidepressants, benzo-
diazepines, psychotherapy, and neuroleptics. And if bipolar II disorder diagnosis, 
they receive more antidepressants, lamotrigine, benzodiazepines, and psychother-
apy [8] than men.

31.5.1  Hospital Admission

Sometimes, when illness course is particularly severe, hospitalization may be 
needed. Some studies in Austria with more than 60,000 patients reveal that women 
have higher admission and readmission rates when suffering depressed, mixed, and 
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manic symptoms [37]. However, average length of inpatient treatment is shorter 
when depressed and manic, but not when mixed.

It is possible that the majority of readmissions are due to a relative small group 
of patients where females are overrepresented [37].

The explanation for this may be that women seek professional help more fre-
quently and at earlier stages of the illness and tend to be better socially integrated 
than men, having greater social support when ill. It may also be because, since they 
experience more mixed symptoms and rapid cycling, their episodes are, indeed, 
more frequent.

31.5.2  Treatments in Women

Medications and doses used in common clinical practice are similar for both women 
and men. This is because there have not been enough investigations into the differ-
ent metabolic, endocrine, and social effects that treatment has in each gender; thus, 
clinicians tend to treat men and women the same way. Nevertheless, it is known that 
women suffer more strongly some of the typical secondary effects, such as hypothy-
roidism or weight gain (which can lead to nonadherence).

31.5.3  Reproductive Axis

Studies reflect that bipolar women have reproductive dysfunctions, even prior to 
treatment. These can aggravate with the treatment, which is confirmed by the fact 
that bipolar women taking medication have higher rates of long menstrual cycles 
[11] than non-bipolar patients. Some medications habitually used in bipolar disor-
der can diminish reproductive hormone blood levels and consequently alter the 
hypothalamic–pituitary–gonadal (HPG) axis and reproductive function [36]. They 
also interfere with contraceptive medications and induce other menstrual abnor-
malities such as polycystic ovary syndrome.

31.5.4  Endocrine Secondary Effects

As we have mentioned before, it is known that women, particularly those in treat-
ment with lithium, are at a higher risk of hypothyroidism [10]. Besides, many of the 
psychotropic medications used in the treatment of this disorder are associated with 
insulin resistance, weight gain, and dyslipidemia. This can provoke a dysregulation 
of the neuroendocrine system in women with bipolar disorder, which can also cause 
nonadherence [36].

The information we have nowadays about the reproductive and metabolic func-
tion in women with bipolar disorder shows a vulnerability, increased by medication, 
of later-life cardiovascular disease and diabetes, among other morbidities.
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31.5.5  Response to Medication

The response to medication may also be different, as is shown by the different 
prevalence of secondary effects; for example, in lithium treatment, it is more 
common for men to experience tremor and for women to gain weight and suffer 
hypothyroidism [38].

31.5.6  Adherence to Treatment

Adherence to medication for the treatment of bipolar disorder has been a topic of 
interest in last few years as a potentially modifiable factor for improving patient 
outcomes. Good medication adherence is necessary to prevent recurrence of affec-
tive episodes, which are associated with cumulative increases in morbidity risks, 
treatment nonresponse, full syndromal recurrence, and suicide [24, 39]. 
Nonadherence to medication in bipolar disorder is estimated to range from 12 to 
64%, and studies with longer follow-up intervals have higher rates of nonadherence 
[40]. Lithium, the gold standard treatment in bipolar disorder, has a high rate of 
discontinuation as shown in a 6-year follow-up study, where the median adherence 
time to treatment was only 76 days [41].

31.5.7  Gender Differences in Adherence to Treatment 
and Factors Associated with Nonadherence

Although men have been described to be less adherent than women [42], there are 
few specific studies on bipolar disorder patients showing gender differences in 
adherence to treatment. Substance abuse is associated with nonadherence, as 
patients use it as self-medication. Some studies find that all kinds of drug abuse lead 
to nonadherence [43], but others only find this link with alcohol abuse [44]. And 
bipolar women seem to be more at risk of developing an alcohol use disorder [2].

Another factor related to treatment nonadherence in bipolar disorder is the sub-
jective experience of illness [45]. Some researchers have demonstrated that a good 
illness experience can be a primary and effective motivator for patients to keep to 
their treatment plan, whereas a poor subjective experience of illness often leads to 
lowered treatment adherence. Experience of illness is a multifactorial outcome that 
includes the level of social support, experience of positive or negative effects of 
medications, and perceived stigma. Studies have found gender differences in these 
factors: women are concerned about weight gain, the possible negative side effects 
of medication, and want more social support than men [46, 47]. Kriegshauser et al. 
[45] did not find any differences between men and women in self-stigmatizing atti-
tudes, perception of stigma, and perceived weight gain. However, they did find that 
women had more concern than men about weight gain and perceived higher-quality 
relationships than men. This should be taken into account when prescribing a 
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treatment, as women are more likely to have the secondary effect of weight gain, 
and when undergoing psychotherapy, to include their social network.

31.6  Special Considerations During Pregnancy 
and the Postpartum Period

The management of bipolar disorder in women during pregnancy, childbirth, and 
the postpartum period needs special consideration and is currently an important 
source for investigation.

This is because the knowledge about morbidity risks and the optimal treatment is 
improving but still limited, which can lead to significant consequences both for the 
patient and for the fetus/newborn.

For hundreds of years, the strong association between psychotic and major affec-
tive episodes in the puerperal period has been known [48]. Epidemiological studies 
show contradictory results about pregnancy being a risk or a protective factor for 
affective illness [49]. What evidence reveals is the importance of maintaining the 
mood stabilizer during pregnancy, because the discontinuation of maintenance 
treatment, especially if it is abrupt, increases the risk of early depressive or mixed 
states [50]. In case of wanting to avoid the fetus exposition to psychotropic drugs, 
the mood stabilizers should be reestablished immediately after birth in women with 
history of puerperal psychosis or bipolar disorder.

The risk of a mood relapse is the same for bipolar disorders I and II [49]. The 
most prevalent relapse during pregnancy is major depression, and it seems that the 
highest risk is during the first trimester and that it declines in the later trimester [49]. 
This may be because of treatment discontinuation just before or at the beginning of 
pregnancy, which may contribute to those early relapses. The factors associated 
with affective episodes in pregnancy were younger age at onset, previous postpar-
tum episodes, fewer years of illness, fewer children, and single status [49]. Therefore, 
during pregnancy, there is a need to balance the teratogenic and adverse effects of 
medication against the consequences of a relapse in the mother’s illness for both the 
mother and the child.

As a resume, the factors associated to recurrency during pregnancy may be [51]:

• Associated to the illness: BD II diagnosis, early symptomatology start, obstetric 
and gynecologic complications, perinatal beginning of BD, and medical history 
of more than one episode per year.

• Associated to the medication: Use of antidepressant, suppression of stabilizers, 
and antiepileptic stabilizer instead of lithium.

• Associated to pregnancy and the patient: First pregnancy, young women, no 
planned pregnancy.

With regard to the postpartum period, some studies have reported that between 
20 and 30% of women with bipolar disorder have postpartum affective episodes, 
predominantly of the depressive type, within 1 month of childbirth [49, 52]. The 
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puerperium is considered to be moment of highest risk of decompensation [49, 53]. 
Other studies have reported that between 9 and 20% of women have hypomanic 
symptoms after delivery [52, 54]. Hypomanic symptoms are harder to diagnose 
because they may be confused with the normal joyfulness experienced by mothers 
after delivery.

If bipolar disorder begins in the postpartum period and with a depressive 
phase, misdiagnosis with unipolar disorder can be a common problem. Sharma 
et al. explain that more than half of the patients seen with a diagnosis of post-
partum depression are later diagnosed as having bipolar disorder [52, 55]. This 
misdiagnosis can lead to delays in the prescription of appropriate pharmaco-
logical treatment. Moreover, unsuitable treatment with antidepressants can pre-
cipitate mania or a mixed state and, in the worst cases, psychiatric 
hospitalization.

We have to realize that many of the pregnancies are not planned [53], which 
means that many women are not aware of their pregnancy during the first trimester. 
Then, we need to anticipate this possibility when treating bipolar women, taking 
into account this possibility when prescribing or easing the prevention of it.

The pharmacological treatment should include the less damaging drugs in the 
case a pregnancy occurs, being it planned or not. For example, valproic acid is not 
to be used in girls or women with reproductive capacity [56]. Or when considering 
a stabilizer lithium and lamotrigine are safer than carbamazepine.

In case a pregnancy occurs, we must inform the patient (and her partner or even 
family, whoever is going to support the patient during pregnancy and the uprising of 
the baby) about the known risk of the illness in that context, treated or not. The big-
ger vulnerability during this period makes it compulsory to monitor more tightly the 
patient’s evolution. This includes adding, if there wasn’t before, a psychotherapeu-
tic treatment (it will be essential if medication is suspended) and the cooperation of 
other professionals: nurse, social workers, etc. Both the mother’s psychopathologi-
cal and physical states and the fetus’ physical state must be monitored throughout 
gestation, so psychiatric, gynecologic, obstetric, and pediatric teams could be in 
constant communication [51].

Ideally, a collaborative and multidisciplinary treatment approach that includes 
the patient’s psychiatrist, obstetrician, and pediatrician is critically important.

Psychotherapeutic treatment has been considered a major option for treating 
bipolar patients, especially if they abandon treatment, National Institute for Health 
and Care Excellence (NICE) guide included [57]. However, recently NICE’s con-
clusions in this matter have been questioned [58].

When a pregnancy occurs, we should develop (including patient’s surroundings) 
a treatment plan. It should be written and include all the pregnancy phases and 
include all the possibilities (medication reduction when planning the pregnancy or 
immediate restoration after birth). This plan should be shared with gynecology, 
obstetry, and neonatology teams so that interprofessional communication is con-
tinuous, especially when childbirth arrives. This communication is needed, because 
bipolar maternity has been associated with neonatal hypoglycemia and malforma-
tion such as microcephalia even in not treated patients [59].
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This plan should also include breastfeeding. NICE guide recommends discuss-
ing with the patient the options that allow breastfeeding if that is her wish or support 
women who decide not to [60].

31.7  Treatment During Pregnancy

Some authors recommend suspending pharmacological treatment during the first 
trimester of pregnancy and even during the 2–3 weeks before conception, proposing 
that this would avoid teratogenic effects of treatment on the fetus [62]. However, 
stopping the medical treatment during gestation can have deleterious effects for 
both mother and fetus, such as interference with activities of daily living, including 
taking care of a child [63], inadequate nutrition, increased alcohol or tobacco use, 
exposure to other medications or natural remedies (herbal, homeopathy), problems 
in the family environment, and deficits in mother–infant bonding [64]. Therefore, 
there is information about the consequences of relapses during pregnancy, but not 
about taking bipolar disorder medication during that period; the few studies avail-
able on this subject are limited and have reported conflicting results.

Nevertheless, there are some recommendations that should be taken into account 
(Table 28.3). It is important to discuss with the patient and her family the potential 
risks of the treatment weighed against the risks of a mood relapse (for her and for 
the baby), in order to decide on the best medication. Both the mother’s psycho-
pathological and physical states and the fetus’ physical state must be monitored 
throughout gestation. The treatment should be with the minimum, but always effec-
tive, doses. We should try to avoid polytherapy, new drugs, and the use of medica-
tion during the first trimester to mitigate any teratogenic side effects.

If the pregnancy is planned: Patient’s decision (and ideally with her partner/fam-
ily) should include two kinds of information—on one hand, patient’s information, 
her preferences, disease experiences, and treatment effects, and, on the other hand, 
doctor’s information, which includes actual scientific data about BD and pregnancy 
and the knowledge about the case in particular, personal burden, family history, 
social context, and assistance context. The final decision will always be individual-
ized. The first recommendation should be not to look for a pregnancy if there has not 
been a stability of 3 months [61, 64].

From psychopharmacological perspective, the safest option is monotherapy. The 
use of an antipsychotic (AP) would allow treating manic episodes by increasing the 
dose and, while if keeping a stabilizer, would force to add an antipsychotic or an 
antidepressant in case of manic or depressive episode. In this line, NICE recom-
mends the substitution of the usual stabilizer for an antipsychotic [60]. If this hap-
pens, secondary effects in fertility (hyperpolactinemia) or in pregnancy 
(hyperglycemia, weight gain) of these drugs should be taken into account.

However, if the stabilizer is lithium, maintaining it can be very reasonable 
since it can provide clinical stability with little harm for the fetus (less than clas-
sically thought) [65].
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If stabilizer is kept, preconception folic acid supplements (5 mg per day) are 
recommended, even if it is lithium [66].

When the pregnancy is not planned: The first step is to confirm the pregnancy 
as soon as possible, knowing that it is very likely that the organogenesis has already 
happened. If patient was taking carbamazepine (CBZ), substitution for an AP 
should be tried. And all the advices already exposed should be followed: monitor-
ing the patient more often and taking an individual decision agreed with the patient 
and it’s family.

Major adaptive physiologic changes occur in a woman’s gastrointestinal, cardio-
vascular, renal, and other systems during pregnancy. These changes greatly affect 
the pharmacokinetic processes of drug absorption, distribution, metabolism, and 
excretion. The changes begin early and continue to fluctuate throughout the third 
trimester, resulting in about a 50% increase in plasma volume, increased body fat, 
and increased drug distribution volume. These facts should be taken into account 
when treating a pregnant woman [67].

These patients are at higher risk of adverse birth outcomes, regardless of causa-
tion [68], so these pregnancies, labors, and postpartum should be considered as 
“high risk.” When labor arrives, these women should give birth in a hospital that has 
a psychiatry service. They must be monitored by the obstetric team, especially if 
taking medicines, because physiological changes may lead to maternal or neonatal 
toxicity. Anesthesia service should be advised too, if manic or psychotic symptoms 
are present. Sedation should be made with antipsychotic drugs, because benzodiaz-
epines may induce a hypotonic syndrome in the baby.

After birth psychiatric symptoms must be monitored. The recommendation is to 
start psychopharmacological treatment as soon as possible (when hydroelectric bal-
ance is restored), usually the mood stabilizer. However, if the risk is to develop 
manic symptoms, adding an antipsychotic drug should be considered.

31.7.1  Mood Stabilizers

The monitoring of mood stabilizers in serum is recommendable during pregnancy, 
always taking into account the physiological changes that women’s bodies experi-
ence during gestation, such as a bigger distribution volume, glomerular filtration 
alterations, or increased frequency of urination [51, 69].

Antiepileptic drugs, except for lamotrigine, are the medications that show the 
worst reproductive safety profile [69].

31.7.1.1  Lithium
Older studies showed that patients who use lithium during pregnancy had a con-
genital malformation occurrence rate of 4–12%, whereas the untreated population 
had an estimated rate of malformation of 2–4% [70]. Relatively recent updates on 
the risk of fetal structural malformations associated with lithium exposure suggest 
that this medication is not a significant human teratogen [71]. Thus, the “historical” 
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fear of cardiac Ebstein’s anomaly in lithium-exposed children should be reduced 
[69]. Lithium is associated with a higher risk of neonatal complications, such as 
lower Apgar scores, longer hospital stays, and central nervous system and neuro-
muscular adverse reactions, which are directly related to the level of the drug in 
serum [69]. Other adverse effects that have been anecdotally reported are premature 
birth, diabetes insipidus, thyroid dysfunction, and polyhydramnios [72].

For women with severe bipolar disorder, the risk of recurrence during pregnancy 
may overshadow the relatively small risk of Ebstein’s anomaly. For such women, 
maintenance lithium therapy during pregnancy may be the most appropriate course. 
By contrast, for women with periods of euthymia and few past mood episodes, slow 
tapering of lithium (minimum of 4 weeks) and reintroduction after the first trimester 
may help reduce the risk of relapse during the postpartum period [65].

It is recommended that echographic and echocardiographic studies are made at 
16 weeks of pregnancy and echocardiographic checkups at 18–23 weeks [51].

Lithium levels should be followed closely during pregnancy, and the dose should be 
held or reduced with the initiation of labor. Hydration during delivery should be adequate 
and the dosage reduced to prepregnancy levels (if it was increased during pregnancy), 
with close monitoring of serum levels due to the high risk of relapse at that moment [65].

Child’s lithium levels should be monitored so as thyroid hepatic and renal functions.
Studies do not show cognitive impairment in children of bipolar mothers treated 

with lithium during pregnancy [67, 73].

31.7.1.2  Valproate
Observational studies have reported that valproate has a higher teratogenic risk than 
other antiepileptic drug. And this risk is dose dependent; it’s highest malformative 
risk is about 25.2% at doses higher than 1450 mg/day, being it lower at doses smaller 
than 650 mg/day [73].

The risk of fetal malformations caused by valproate prenatal exposition is about 
11%, and it includes epicanthic folds, medial eyebrow deficiency, a long thin upper 
lip, a thick lower lip, cardiac malformations, hypospadias, an infraorbital groove, a 
flat nasal bridge, a short nose with anteverted nares, a small downturned mouth, and 
spina bifida [65]. The risk of valproate-induced birth defects seems to rise when it 
is combined with other drugs, especially with lamotrigine or carbamazepine [74].

Recent studies have also linked valproate intrautero exposition to postnatal cog-
nitive development, with a 30–40% reported risk of neurodevelopmental disorders 
as studies show, among other alterations (lower performances in primary and sec-
ondary school [75] and autism spectrum disorders [73] three and five times higher 
than in the general population) [76].

The recommendation has typically been to, in those women who want to keep 
the anticonvulsant, add high dose of folate (4 mg /day), which theoretically reduces 
the risk of neural tube defect. However, folate effect is in doubt after recent findings 
[73]. Recommendations have also included to undergo a second trimester ultra-
sound to screen for major congenital anomalies and a monitoring of blood levels of 
valproic acid [65].

After all the information around the effects of valproate on the fetus was known, 
many voices raised against its use in young women, pregnant [77] or not [56]. And 
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the US Food and Drug Administration [78] and the European Medicines Agency 
issued restrictions on the use of valproate in women of childbearing age and, in the 
case of the European Medicines Agency, also in girls. In April 2018, the European 
Medicines Agency’s experts in medicines safety, the Pharmacovigilance Risk 
Assessment Committee (PRAC), recommended new measures to avoid exposure of 
babies to valproate medicines in the womb. In the case of bipolar disorder, it includes 
not to use valproate during pregnancy or in female patients able to have children if 
they don’t prevent pregnancy [79].

This warning has been included also in NICE guide, which describes “Do not 
offer valproate for acute or long-term treatment of a mental health problem in 
women of childbearing potential. Valproate treatment must not be used in girls and 
women including in young girls below the age of puberty, unless alternative treat-
ments are not suitable and unless the conditions of the pregnancy prevention pro-
gramme are met. Valproate must not be used in pregnant women” [80].

31.7.1.3  Carbamazepine
Carbamazepine’s teratogenicity is discussed; some studies don’t associate it with 
higher malformation rates [51], but some others do [73]. Carbamazepine-induced 
malformations are dose dependent [73] and rise when combined with valproic acid 
[74]. These include epicanthic folds, an orofacial cleft, cardiac malformations, a 
short nose with hypoplastic nares, a long philtrum, upward slanting palpebral fis-
sures, and spina bifida [58].

Carbamazepine is an enzymatic inductor, which must be taken into account. It 
is also a competitive inhibitor of prothrombin precursors, which may also 
increase the risk of neonatal hemorrhage. In this case vitamin K may be added to 
treatment [51].

The recommendation for carbamazepine treatment includes high-dose folate and 
screening for malformations and therapeutic blood monitoring [65].

31.7.1.4  Lamotrigine
Lamotrigine is the antiepileptic that we have more experience of during pregnancy. 
Several studies have been carried out to measure the risks of lamotrigine in preg-
nancy. Last information seems to certify that it is not associated with higher malfor-
mation risks [81] if dose is kept under 325 mg/day [73].

The problem here arrives because lamotrigine is not properly a stabilizer; it is not 
approved by FDA for that purpose. It should be useful when a depressive relapse 
happens at the end of the pregnancy or if lithium is suspended [51].

31.7.2  Antipsychotics

Recent studies about congenital malformations in women exposed in first trimester 
to first-generation and second-generation antipsychotics conclude that there is no 
higher general risk for congenital malformations, particularly for cardiovascular 
malformations. They do find a little increase with risperidone exposition, even 
though more studies are required to affirm it [82].
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Intrauterine antipsychotic exposition, whether it is first or second generation, is 
not associated with future cognitive or behavioral functioning abnormalities [65].

What evidence shows is that not using antipsychotics when indicated for seri-
ous mental illness poses a much greater risk than prescribing them [65]. 
However, it seems that pregnant women who require antipsychotic treatment are 
at higher risk of adverse birth outcomes, regardless of causation, and may ben-
efit from close monitoring and minimization of other potential risk factors dur-
ing pregnancy [68].

First-generation antipsychotics don’t appear to have significant teratogenic 
effects. Exposure in the third trimester has been associated with extrapyramidal and 
withdrawal symptoms in the newborn (motor restlessness, hypertonia, or tremor) 
[65]. This is why FDA issued a drug safety in 2011 for all antipsychotics [83].

Second-generation antipsychotics don’t seem to be safer to use in pregnancy, 
according to evidence. They appear to increase the risk of excessive maternal weight 
gain, gestational metabolic complications, and increased infant birth weight [84].

Olanzapine and clozapine should be considered as drugs associated with an 
increase in the risk of metabolic complications in pregnancy (prevalently gesta-
tional diabetes) [84].

Clozapine is commonly used during pregnancy, because different studies show a 
low risk of complications or congenital anomalies [85]. There are anecdotal reports 
of neonatal convulsions, floppy baby, and gestational diabetes, although the cause–
effect relation is doubtful [51].

31.7.3  Antidepressants

Exposition to antidepressants during pregnancy has been associated with several 
risks. We are going to describe them one by one:

31.7.3.1  Teratogenesis
After the GlaxoSmithKline pregnancy registry showed an increased risk of cardio-
vascular malformations in 2005, there is a general warning about SSRI (specifically 
paroxetine). However, the rate of major birth defects in the general population is 
about 3%, which means that even if antidepressants increase it, in absolute terms the 
risk would still be very small. In addition, the literature on this subject is compli-
cated by studies’ characteristics: small samples, surveillance bias, lack of controls, 
etc. So, nowadays, the general consensus is that the risk of malformations, if it 
exists, is small for antidepressants in monotherapy [86].

About cardiovascular malformations, paroxetine seems to be associated with a 
small risk for general and cardiac malformations (septals specifically) and fluox-
etine with cardiac malformations [67].

Studies about bupropion have conflicting results [61, 65]. Other antidepressants 
(venlafaxine, duloxetine, and mirtazapine) have not being associated with malfor-
mations [61, 69].
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31.7.3.2  Spontaneous Abortion
Bibliography shows a higher rate of spontaneous abortion when using SSRI or tri-
cyclic antidepressants [65]. However, untreated depressed women who also have 
higher abortion rates are also higher.

31.7.3.3  Preterm Birth and Birth Weight
Antidepressants have classically being associated with a higher preterm birth and 
lower birth weight. With the latest studies, this information is in doubt [65, 67, 87, 88].

31.7.3.4  Poor Neonatal Adaptation Syndrome (PNAS)
It is still in doubt if it is due to withdrawal symptoms or drug toxicity due to SSRI 
and SNRI (serotonin–norepinephrine reuptake inhibitor). Even if the definition is 
not very clear yet, this syndrome has been associated with respiratory distress, cya-
nosis, apnea, seizures, feeding difficulty, vomiting, temperature instability, hypo-
glycemia, hypotonia or hypertonia, tremor, jitteriness, hyperreflexia, irritability, and 
constant crying.

Even 30% of the children exposed to SSRI or SNRI during third trimester of 
pregnancy suffer part of the described symptoms. It is usually mild, temporary, and 
not associated with lasting effects [61, 65, 67].

31.7.3.5  Persistent Pulmonary Hypertension of the Newborn 
(PPHN)

The resistance of the pulmonary vasculature fails to decrease at birth, causing 
breathing difficulties that may lead to hypoxia. It has been associated with several 
factors, including exposition to SSRI before 20th week of pregnancy [89]. However, 
more recent studies have not confirmed this association.

31.7.3.6  Postnatal Effects in Development
This subject has been poorly studied, but latest studies on the subject show that 
autism in the offspring may be associated with depression disorder on the mother 
more than with the treatment [87, 90, 91].

Attention-deficit/hyperactivity disorder has not been associated with the use of 
antidepressants during pregnancy [87].

31.7.4  Benzodiazepines

Benzodiazepines (BZD) are the most used drugs for treating anxiety and insomnia 
symptoms and are also used as coadjuvants for mood disorders, agitation episodes, 
hyperemesis gravidarum, and eclampsia and in cases of risk of premature labor.

There is no evidence of major or cardiac malformations if using BZD during 
pregnancy; there is an association with minor malformations: cleft lip or cleft pal-
ate. This advises against the use of BZD during the first 12 weeks of pregnancy. In 
case of them being needed, low doses are recommended [51, 67].
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Children exposed to high doses of short half-life benzodiazepines at the end of 
the pregnancy are associated with withdrawal syndrome that includes hypertonia, 
hyperreflexia, tremor, diarrhea, vomits, or apnea [67].

Another effect associated with high doses of BZD before childbirth is the hypo-
tonic infant syndrome (floppy syndrome) whose symptoms are hypotonia, respira-
tory difficulties, hypoxia, and feeding difficulties. This appears just after childbirth 
also and may last for hours or days [67].

Studies do not show long-term effects in children development [67].
The general recommendation would be to use short half-life BZD, such as loraz-

epam. Lorazepam also shows lower placentary transference (being diazepam the 
one with the highest). In the case of needing a long half-life BZD, diazepam, chlor-
diazepoxide, and clonazepam are recommended. Flurazepam, quazepam, and tri-
azolam should be avoided.

Use the minimum dose, divided along the day [67, 92].
High doses (equivalent or higher than 30 mg/day of diazepam) should be avoided.
For the first trimester of pregnancy, BZDs should be avoided; if needed loraze-

pam and clonazepam seem to be the current recommendation. Always use the mini-
mum dose possible.

In the second trimester, they may be used. Lorazepam and clonazepam are still 
the recommendation.

And for the third trimester, BZDs should be progressively retired 2 weeks before 
the labor day. Lorazepam is the latest recommendation, but take into account that its 
neonatal elimination is slow and may be detected in children’s blood even 8 days 
after delivery [51, 67, 92].

31.7.5  Electroconvulsive Therapy

Electroconvulsive therapy (ECT) is often the treatment of choice for depression dur-
ing pregnancy as it is recommended by the American Psychiatric Association Task 
Force on ECT [93]. It has been reported to be a safe and effective option in pregnant 
women [93]. The few studies that describe ECT in pregnant women report second-
ary effects of vaginal bleeding and premature uterine contractions, although child 
development after delivery was normal. It is essential to have proper coordination 
with obstetric and anesthetic services. Anesthetics used during ECT cross the pla-
centa and fetal blood–brain barrier, but they are not a serious threat owing to the 
brevity of exposure.

According to NICE guide, ECT should be considered for pregnant women with 
severe depression, severe mixed affective states or mania, or catatonia, whose physi-
cal health or that of the fetus is at serious risk [2014].

31.8  Treatment During Breastfeeding

During the postpartum period, medication is needed in bipolar women because they 
are at an increased risk of affective episodes, which, if severe, can unusually lead to 
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suicide or infanticide [94]. In lactation, the aim of the treatment is to minimize 
infant exposure and adverse effects while maintaining optimal maternal mental 
health. The mood stabilizers valproate and carbamazepine are considered suitable 
during lactation, whereas lamotrigine should be used with caution, and lithium use 
is not recommended [51, 72]. There are no solid determinations about the risks or 
benefits of most antipsychotic drugs in breastfeeding, but clozapine and olanzapine 
should be considered contraindicated during breastfeeding, although further long- 
term data studies are required [51]. Electroconvulsive therapy can be used safely 
during breastfeeding if care is taken not to breastfeed the child too soon after the 
session so that the anesthetics, muscle relaxants, and anticholinergics are not 
ingested by the infant.

31.9  Discussion

There is a predominance of depression in women: the polarity at onset and through 
lifetime is depressive. They spend more time in a depressed phase and have more 
depression symptoms during manic phases; thus, they are more likely to experience 
mixed mania. Women have a higher probability of experiencing mood instability, 
seasonal episodes, and rapid cycling. They experience more suicidal ideation and 
more suicide attempts (whereas men make fewer attempts, but they are more vio-
lent). Depressed bipolar women more commonly suffer from psychotic and atypical 
symptoms (such as hypersomnia, increased appetite, or incongruent psychotic symp-
toms). Women are more likely to be misdiagnosed with unipolar depression, and they 
take more antidepressants and benzodiazepines than men. As women’s polarity is 
often depressive, they usually experience more depressive symptoms, mood lability, 
depressed mood, greater guilt, and suicide and anxiety scores, even in mania epi-
sodes. Thus, women experience more mixed manias. When manic, psychotic fea-
tures tend to be incongruent, with more overall delusions and more paranoid and 
reference delusions. They also experience more hallucinations per patient. Women 
tend to have more comorbid eating, anxiety, especially phobias, and axis II disorders. 
They suffer more frequently than men from panic disorder, obsessive–compulsive 
disorder, and specific phobias. Even social phobia is equally prevalent among female 
and male populations; women suffering from bipolar disorder and social phobia are 
four times more prone to having comorbid alcohol abuse. The female gender suffers 
a higher comorbidity of thyroid disease, obesity, or being overweight.

Women are considered to be more adherent to treatment, but they are concerned 
about weight gain and the possible negative side effects of medication and want 
more social support than men. Pregnancy and especially the postpartum period are 
risk factors for mood disorder relapse, and depressive relapses are more frequent. It 
is contraindicated to stop treatment abruptly if pregnant, so there should be a bal-
ance between treatment-provoked risk factors against the deleterious effects of an 
affective relapse. In conclusion, there is a requirement for more research on gender 
differences in bipolar disorder. Moreover, a better understanding of treatment in 
women with bipolar disorder during pregnancy and lactation is needed to improve 
outcomes for both the mother and her child.
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32Mixed Forms in Bipolar Disorder 
and Relation to Gender
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Beatriz González Hernández, Purificación López Peña, 
Ana Isabel Cano, and Saioa López-Zurbano

Abstract
Mixed states describe the simultaneous presence of manic and depressive symp-
toms in the same patient. This phenomenon is more prevalent in women. 
Activation, thinking, and mood are combined in a strange form, being possible 
that some of these three dimensions are increased from the euthymic period, 
while others are decreased. It is quite common presentation of irritable mood, 
with rapid thinking, suicidal ideas, anxiety, helplessness, and sexual disinhibi-
tion. Sometimes there are variations in the clinical presentation in the same day.

There are some depressive symptoms present in the mixed states that are more 
relevant for the diagnosis: depressed mood, guilt, suicidal ideation, anhedonia, 
and fatigue. Irritable mood and psychotic symptoms are also frequently present 
in mixed states.
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One aspect that is relevant for the prognosis of mixed states is the earlier age 
at onset. The younger age at onset and the delay in the diagnosis explain partially, 
but not all the differences in prognosis of this severe disease. These patients are 
also in higher risk of drug and alcohol abuse.

Actually DSM-V has included partially this aspect and has considered the 
diagnosis of mixed symptoms as specifier of mania, hypomania, bipolar depres-
sion, and moreover, unipolar depression. The special follow-up of those patients 
with unipolar major depression and three manic symptoms is actually diagnosed 
as major depression with mixed symptoms. A careful follow-up should be done 
in those patients in order to consider a bipolar disorder in the future.

32.1  Historical Evolution of the Concept of Mixed States

Mixed states or mixed episodes have been recognized since ancient times. Aretaeus 
de Cappadocia described violent anger in melancholic patients. In 1759 the Spanish 
doctor Andrés Piquer [1] described the symptoms of a mixed episode referring to 
the last phase of the illness of King Ferdinand VI: “Sometimes affections are domi-
nating and sometimes the opposite.” According to González-Pinto [2], in the early 
nineteenth century, 1818, Heinroth called “mixtures” Mischungen [3] to these clin-
ical presentations. Probably, one of the most important authors in the history of the 
concept of mixed state was the German psychiatrist Weygandt [1899] [4], who 
described: “Manic stupor, agitated melancholia and unproductive mania.” 
Kraepelin’s description of mixed states in the same year, 1899, is based on this 
monograph [5]. Both psychiatrists were the first ones to suggest the existence of 
mixed episodes in the context of manic-depressive insanity. Finally, Kraepelin was 
the one who focused the attention on mixed episodes and the one who developed 
the concept until nowadays. An entire chapter was included in his book Manic- 
Depressive Insanity and Paranoia [6]. Kraepelin conceptualized mixed forms, 
sometimes as clinical states and sometimes as transitional phenomena between the 
two major forms of the disease. “Some morbid symptoms fade quickly, others 
more slowly, while other phenomena, in a developing state, starts to emerge.”

This author classifies them into six different types depending on the various com-
binations of manic and depressive symptoms considering mood, activity, and 
thought: ideofugal depression, agitated depression, manic stupor, unproductive 
mania, depressive or anxious mania, and inhibited mania [6] (Table 32.1).

32.2  Psychopathology of Mixed Mania in Women

As stated by Kraepelin, mixed episodes are characterized by the presence of different 
combinations of opposite directions in mood, motor activation, and thinking. Mood is 
more frequently irritable, but sometimes it is depressed. Infrequently euphoria is pres-
ent, and in these cases motor activity and thinking are inhibited. The most frequent 
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presentations of mixed episodes in women are characterized by irritability and anxi-
ety. Negative self-evaluation, suicide, dysphoria, psychic and somatic anxiety, social 
withdrawal, indecisiveness, worry, self-reproach, phobia, fatigue, discouragement, 
dullness of thought, loss of interest, depersonalization, panic, feelings of inadequacy, 
and ruminations are also frequent symptoms associated with irritable mood.

An important issue to recognize mixed episodes is to consider not only the actual 
clinical presentation but to observe the changes present during 24 h or during few 
days. Mood changes sometimes from one pole to the opposite, and lability is present 
in combination with anxiety. Women with mixed states are tearful, and it is impor-
tant to consider this symptom as a part of the disease.

In relation with activity, it is more usual to see motor hyperactivity, although 
when there is euphoria, the patient can be inhibited. It is possible to see mixed cases 
with depression and inhibition but with accelerated thinking and flight of ideas.

The most frequent presentation of thinking in mixed states in women is with 
rapid thinking and flight of ideas. These symptoms are accompanied by distractibil-
ity and the absence of goal. As the clinical presentations are broad, following 

Table 32.1 Kraepelin’s classification of mixed states

Humor Activity Thinking
Depression
With flight of 
ideas

Depression
Hopelessness, 
anxiety, sadness, 
lability

Motor delay
Show interest in the 
environment but remain 
virtually silent and rigid

Ideofugal
Frequently without flight 
of ideas and delusional 
fears, flight of ideas can 
only be recognized when 
they write

Excited or 
agitated 
depression

Anxiety
Tearful, irritable, 
self-accusations

Hyperactivity
They run back and forth. 
Throwing objects. 
Weeping and wailing, 
monotonous cries

Inhibited
Extraordinary poverty of 
thought; delusional 
interpretations

Manic stupor Euphoria
Content, laugh 
without cause, 
seductive, erotic

Gross motor delay
Inaccessible, can reach the 
trance, unexpectedly show 
hostility, and immediately 
return to the inaccessibility

Inhibited
Only occasionally are 
isolated delusions, usually 
well oriented

Mania with 
poverty of 
thought

Euphoria Hyperactivity
Grinning, dancing, and 
throwing things. 
Impulsivity that sometimes 
explodes into violence

Inhibited
Perception slow and 
inadequate with difficulty 
thinking. Large fluctuations

Depressive 
or anxious 
mania

Anxiety
Despair anxious

Hyperactivity
Great agitation without 
awareness of increased 
activity

Ideofugal
Distractible, no goal
The thoughts themselves 
are imposed

Inhibited 
mania

Euphoria
Exultant, irritable, 
distractible with a 
tendency to joke

Motor delay
Apparently inhibited, great 
internal tension that could 
explode into violence

Ideofugal
Jocular conversation with 
racing ideas and numerous 
associations for assonance
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Kraepelin’s descriptions and modern ones, there are some patients with slow think-
ing, generally accompanied by psychomotor inhibition and euphoria or irritability.

The presence of delusions is common, especially at younger ages. Mood congru-
ent and mood incongruent symptoms are possible in the clinical presentations of 
mixed mania. It is important to ask patients about delusions, as some of them do not 
talk about their ideas. Patients with mixed states are usually more conscious about 
having a mental illness than other bipolar patients. Nevertheless, they do not capture 
exactly what is wrong, with a bad insight in the first stages of the disease.

32.2.1  Categorical Conceptualizations of Mixed Mania

The first categorical description of mixed states corresponds to the research diag-
nostic criteria (RDC) [7], establishing two presenting options for these pictures. In 
the first one, the manic and depressive symptoms coexist simultaneously in the 
same period, while in the second, the manic and depressive episodes occur without 
interruption.

For the first time in diagnostic manuals, the DSM-III-R recognized mixed states 
as a subtype of bipolar disorder, which appeared subclassified as mixed bipolar 
disorder, manic or depressive episode according to the clinical presentation today. 
Mixed bipolar disorder was defined according to two criteria: (a) the current or most 
recent episode including full symptoms of manic episodes and major depressive 
episodes (requiring a minimum of 2 weeks for depressive symptoms), both symp-
tomatologies rapidly alternating, and (b) predominant depressive symptoms lasting 
at least one complete day. Like the DSM-III-R, ICD-9 did not provide empirically 
derived criteria for mixed state but refers to the criteria for mania and depression in 
a further vague and ambiguous definition: “Manic- depressive psychosis, circular 
type, mixed: affective psychosis in which both manic and depressive symptoms are 
present at the same time.”

In DSM-IV and DSM-IV-TR [8], diagnostic criteria for mixed episode were 
more restrictive for a better differential diagnosis with rapid cycling. It constituted 
a different diagnostic category with manic and depressive episode, and DSM-IV 
provided descriptions of course and prognosis for this condition, which were not 
considered before. However, it continues without providing specific diagnostic cri-
teria and still requires the presence of a full depressive episode with a manic epi-
sode, with the only change that the temporal criteria for depressive episode are 
reduced to only 1 week. ICD-10 [9] also insists on the simultaneous presence of 
manic and depressive symptoms for the diagnosis of mixed episode but only refers 
to it without a complete clinical description.

Some symptoms may be particularly relevant to describe depressive mixed 
states. In fact, Cassidy et al. [10] found that only five [depressed mood, guilt, sui-
cidal ideation, anhedonia, and fatigue] of the nine depressive symptoms of DSM- 
III- R had predictive value for the diagnosis of mixed mania. Following this two 
perspectives of mixed states, there are two types of definitions described: intermedi-
ate and broad definitions [11].
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The intermediate categorical definition proposal includes mainly Bauer [12] 
definition according to his great impact and was also adopted by the Cincinnati 
group [13].

This group, conducted by MacElroy, adopted the term “dysphoric mania” to 
refer to Kraepelin’s anxious mania since 1992 [14] (Table 32.2). They propose a 
diagnosis from the DSM-III-R criteria for mania plus two substantial depressive 
symptoms, defined as one that, from the clinical point of view, does not overlap with 
manic symptoms.

On the other hand, the broad categorical definitions describe mixed mania as any 
manic episode accompanied by minimal depressive symptoms.

In conclusion, the most accepted definition of mixed mania by most of the cur-
rent researches requires a full manic episode with coexisting depressive symptoms. 
The fact that the theories proposed by Akiskal [15, 16] and Perugi [17] have had a 
great impact and that the Cincinnati group [14] definition has become a paradigm, 
determining which are the most relevant depressive symptoms at the time of estab-
lishing this diagnosis.

32.2.2  Dimensional Conceptualizations of Mixed Mania

In recent decades it has begun a new classification for symptomatology, dimensional 
perspective. It is used in research to find consistent symptom clusters. This dimen-
sional approach can identify different subtypes or dimensions of symptoms that can 
lead to very heterogeneous diagnostic categories, making the diagnosis more diffi-
cult, but that can correlate with etiologic and prognostic variables very accurately.

Precisely manic factorial studies have empirically tested Kraepelin’s observa-
tions: different dimensions have been identified and combine to make distinct 
manic subtypes. Arguably, this line of research started in 1998 with the work of 
Cassidy et  al. [18]. In general, almost all dimensional studies of mania have 
focused on confirming the mixed anxiety-depressive subtype equivalent to the 
DSM and ICD definition for mixed episodes.

Table 32.2 Diagnostic criteria for dysphoric mania (McElroy et al., 1992) [14]

(a) A full manic episode according to DSM-III-R
(b) Simultaneous presence of at least three of the following depressive symptoms:
    1. Depressed mood
    2. Markedly diminished interest or pleasure in all or most activities
    3. Substantial weight gain or increased appetite
    4. Hypersomnia
    5. Psychomotor retardation
    6. Fatigue or loss of energy
    7. Feelings of failure or excessive or inappropriate guilt
    8. Feelings of inadequacy or hopelessness

(c) Recurrent thoughts of death, recurrent suicidal ideation, or a specific plan for committing 
suicide
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Thus, the manic-depressive anxious Kraepelin type would be defined by the 
combination of purely manic dimensions [hedonism activation, dysphoria, psy-
chosis] with depressed mood dimension. In most studies [16, 18–21], this depres-
sive dimension has a bimodal distribution; it appears in some manic patients but 
not in others, which also empirically confirms the categorical separation of pure 
and mixed manic subtypes. Regarding the symptoms that constitute the depres-
sive dimension, most of the clinical identifying research finds coincidences 
between depressed mood and psychic anxiety using different scales for evalua-
tion. Specifically, the group of Dr. Gonzalez-Pinto [11] proposes that “depressive 
dimension of acute mania consists of the following five items of the Hamilton 
Depression Rating Scale [HDRS -21]: depressed mood, suicidal ideation, guilt, 
obsessive- compulsive symptoms psychic anxiety (Table 32.3).”

It is also noted that authors such as Sato et al. [19] found a factor of “depressive 
inhibition” independent from “depressed mood” that supports the Kraepelin’s classi-
fication of mixed states. Kraepelin described three mixed subtypes with depressive 
inhibition; however, this syndrome has aroused little interest among researchers.

Below are some of the dimensional models of major mania:

 (a) Model “Paranoid-Destructive/Euphoric-Grandiose” (Murphy and Beigel, 
1974) [26]

In 1974, Murphy and Beigel analyzed factorially the Manic State Rating 
Scale [MSRS], and they identify two subtypes of mania: “paranoid-destructive” 
and “euphoric-grandiose.” Although this typology was widely accepted and 
efforts were made to be confirmed, it had limited success.

Table 32.3 Dimensions of depressive mania

Scales Symptoms N

Cassidy et al. 
(1998) [18]

SMS Depressed mood, anxiety, guilt, suicide, emotional 
lability

237

Dilsaver et al. 
(1999) [21]

SADS Negative self-evaluation, suicide, dysphoria, 
psychic and somatic anxiety, social withdrawal, 
indecisiveness, worry, self-reproach, phobia, 
fatigue, discouragement, dullness of thought, loss 
of interest, depersonalization, panic, agitation

105

Swan et al. 
(2001) [22]

SADS y MSRS Self-reproach, negative evaluation, worry, despair, 
suicide, dysphoria, psychic and somatic anxiety

162

Rossi et al. 
(2001) [23]

Bech-Rafaelsen 
mania and 
melancholia

Mental retardation, psychic anxiety, suicide, 
depressed mood, blame

124

Hantouche et al. 
(2001) [24]

MVAS-BP Neglect, worry, feelings of inadequacy 104

Sato et al. 
(2002) [19]

AMDP Depressed mood, feelings of guilt, rumination, 
suicide, delirium of guilt, feelings of 
impoverishment, anxiety

576

Akiskal et al. 
(2003) [25]

MSRS Appearance depression, feelings of depression, 
impulsivity

104

González- Pinto 
et al. (2003) [20]

YMRS y 
HDRS-21

Depressed mood, suicide, guilt, obsessive 
symptoms, psychic anxiety

103
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 (b) Three-Dimensional Models of Mania (Double, 1990) [27]
Double tried to replicate the results obtained by Beigel and Murphy with the 

completion of two separate factor analyses from the MSRS and the Young 
Mania Rating Scale and yielded two three-factor solutions. He identified from 
the YMRS: “thought disorder, aggressive behavior and hyperactivity and mood 
elevation and vegetative symptoms” and from the MSRS: “speech motor disor-
der, aggression and mood unrealistic expansiveness.”

 (c) Model of Five Dimensions: The dimension of Dysphoric Mania (Cassidy 
et al., 1998) [18]

In 1998 Cassidy published an interesting study that analyzed the dimen-
sions of mania in a large sample of bipolar I patients with manic and mixed 
episodes, and he used his own scale: the Scale for Manics States (SMS). The 
relevance of this work lies in the dimensionally focused study of mania and 
mixed states in an attempt to clarify its nature, providing statistical support, 
and their relationship with pure mania. It identifies five independent clinical 
dimensions; one of them, the “dysphoria factor,” represents depressive symp-
toms during mania and has a bimodal distribution, which confirms that dys-
phoric mania is a subtype of mania within the overall mania. This model 
represents the starting point for the study of the paintings dimensional mixed 
manic since it analyzes and presents, for the first time, the presence of a depres-
sive dimension in mania.

 (d) Model of Longitudinal Dimensions (Serreti et al., 1999) [28]
Serreti et al. try to validate the results obtained by Cassidy, but the dimen-

sional study of mania was from a longitudinal approach. They use a selection of 
16 of the 38 items of the Operational Criteria Checklist for Psychotic Illness 
and identify three factors of mania [“physical arousal and motor,” “psychosis,” 
and “irritability”] consistent with those described by Cassidy, except that Serreti 
does not identify a clinical depression dimension.

 (e) Dimensional Model Dilsaver et al. (1999) [21]: The Depressive Dimension
Dilsaver et al. retake dimensional study of mania in the line proposed by 

Cassidy et al. and identify a solution of four factors which includes a depressive 
dimension. For factor analysis they use a selection of 37 items of the Schedule 
for Affective Disorders and Schizophrenia [SADS], among which includes an 
explicit evaluation of depressive symptoms.

 (f) Five Component Models: Symptoms of Depressive Dimension (Gonzalez- 
Pinto et al., 2003) [16]

One of the most recent proposed models has been developed by the 
research group of Dr. Gonzalez-Pinto. Using two standardized scales com-
monly used in clinical practice to quantify the affective symptoms, it has 
managed to replicate the model initially proposed by Cassidy et al. From the 
Hamilton Depression Rating Scale [HRSD-21] and the YMRS, it has identi-
fied five component solutions which include “depressive dimension” with a 
composition almost identical to dysphoric factor by Cassidy et al. In addi-
tion, further work has shown the need to assess depressive symptoms in all 
manic-depressive disorders since the dimension appears in pure mania 
patients diagnosed with DSM-IV-TR. Thus virtually all clinical studies 
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of manic dimensional have focused on anxious-depressive mixed subtype; it 
confirmed that it would be the equivalent to the definition of the DSM and 
ICD for mixed episodes. Thus, Kraepelin’s anxious-depressive mania was 
defined by the combination of purely manic dimensions [hedonism activa-
tion, dysphoria, and psychosis], with depressed mood dimension. In most of 
the work, this depressive dimension presents a bimodal behavior: it appears 
in some manic patients but not in others, so that it also confirms empirically 
the categorical separation of pure manic and mixed subtypes. For symptoms 
that make up the depressive dimension, most researches identify that clinical 
symptomatology coincides depressive mood and mental anxiety using dif-
ferent scales for evaluation.

32.3  Contributions and Mixed Episode: New Approach 
in DSM-V [29]

32.3.1  Mixed Features Specifier

In the fifth edition of the DSM [29], diagnosis of mixed episode is replaced by 
“mixed characteristic specification” that can be applied to episodes of major depres-
sion, hypomania, or mania. The change reflects the ways in which the mixed char-
acteristic can interact with depression, mania, or hypomania symptoms. This can 
lead benefits in the diagnosis and patient care.

In DSM-IV [8], a diagnosis of mixed episode required that the individual ful-
filled all the criteria for a major depressive episode simultaneously with an episode 
of mania.

During the review of the latest research, the working research group of mood 
disorders in DSM-V acknowledged that people rarely meet the full criteria for the 
two types of episodes at the same time.

32.3.2  Using Specifiers

To be diagnosed with the new specifier in the case of major depression, the new 
DSM-V [29] requires the presence of at least three symptoms of mania/hypoma-
nia that do not overlap with symptoms of major depression. These manic or 
hypomanic symptoms may include elevated mood, higher self-esteem, decreased 
need for sleep and increased energy, or goal-directed activities. At least three of 
these symptoms must be present nearly every day for the last 2 weeks of major 
depressive episode.

Conversely, in the case of mania or hypomania, the specifier requires the pres-
ence of at least three symptoms of depression linked with the episode of mania/
hypomania. Depressive symptoms can include depressed mood, diminished interest 
or pleasure, physical and emotional lability retardation, fatigue or loss of energy, 
and recurrent thoughts of death. At least three of these symptoms must be present 

A. González-Pinto et al.



773

nearly every day during the last week of a manic episode or during the last 4 days of 
a hypomanic episode.

32.3.3  Improvement in Diagnosis and Care

The specifier will allow doctors to diagnose more accurately their patients who may 
be suffering from comorbid symptoms of depression and mania/hypomania and 
give them better treatment to the extent of their behaviors. This is especially impor-
tant since many patients with mixed characteristics have poor response to lithium or 
are destabilized when taking antidepressants [30, 31]. In fact, Schaffer et al. in 2006 
observed a higher prescription rate in women for antidepressant medications, even 
in the absence of complete/major depressive episodes, which placed women in a 
higher risk of antidepressant-induced mania or rapid cyclization. In addition an 
early identification of these behaviors could allow doctors to recognize people with 
unipolar disorder who have an increased risk of progression to bipolar disorder [32].

32.4  Mixed Features in Women

Regardless the type of definition used for diagnosis, mixed episodes are more com-
mon among women [33, 65], although the differences are often more striking when 
using conventional categorical and stringent criteria. Some studies find that 67% 
[34] of women who present a first bipolar episode presented concomitant mixed 
symptoms according to ICD-10 criteria for a mixed episode, obtaining similar rates 
(62%) when the diagnosis is established using DSM-IV criteria, as data registered 
in González-Pinto’s study [35]. In 2010 Diflorio and Jones [36] performed a sys-
tematic review between January 1980 and 2010 on gender differences in bipolar 
disorder, manic depression, and mania. In this review, we found a number of studies 
focused on mixed episodes, appreciating that most of these episodes were more 
frequent in women with bipolar disorder [54]. More recent research have shown a 
higher prevalence of mixed episodes in hospitalized women with BD, compared to 
men [66]. Clinical studies on manic dimension report the association of female 
gender to depressive dimension [37], hovering around 66% in the study by Cassidy 
[38] and 60% in the work of Sato et al. [19].

According to the latest changes in DSM-V classification regarding mixed states, 
we have focused in reviewing the most recent evidence to determine gender 
differences.

32.4.1  Major Depression with Mixed Features

(Appearing commonly in previous literature as “mixed depression”)
According to Miller study in 2016 [65], women were more likely than men to 

experience subthreshold hypomanic symptoms during depressive episodes 
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(40.7% compared to 34.4%) and pure hypomanic symptoms (17.2% compared to 
14.7%). They could observe that in general terms, women were more likely than 
men to present mixed features. This has been a controversial subject among past 
years as in some previous studies these differences were demonstrated, while in 
others, no gender differences were found [67].

32.4.2  Mania/Hypomania with Mixed Features

The female predominance of depressive symptoms during mania could be related to 
the increased susceptibility of women to depression in general. Theories that attempt 
to explain these gender differences are mainly based on constitutional rate varia-
tions associated with endocrine, genetic or temperamental factors. According to 
Miller study in 2005, women were more likely to experience depressive symptoms 
during hypomania [68].

32.4.2.1  Hormonal Factors

Reproductive Life Cycle and Depression
It has been deeply studied the influence of reproductive life cycle in women and 
its link to the affective state. Essentially, all of the reproductive cycle events are 
associated in some women anxious-depressive clinic. They have been described 
several syndromes such as premenstrual syndrome and premenstrual dysphoric 
disorder [41], postnatal blues and postpartum depression [42], of oral - contracep-
tive dysphoria [43] and perimenopausal depression [44].

The relationship between emotional disorders and hormonal cycle [40] [45] has 
also been investigated in women diagnosed with bipolar disorder, especially in 
order to set some special considerations on drug therapy at moments that are criti-
cal. Although bipolar women describe striking mood swings during the menstrual 
cycle [41], studies have not been able to establish a consistent pattern between hor-
monal cycle phase and mood changes direction, probably because of the phenotypic 
heterogeneity of bipolar disorder, the small size of the samples, or the interference 
of medication.

Although more studies are needed to investigate systematically the variations in 
manic phenomenology associated to the effect of gonadal hormones, mood distur-
bances described the main changes are related to depressive symptoms [46].

With regard to pregnancy and postpartum [40], although pregnancy traditionally 
has been considered a protective factor against relapse, this assumption is being 
challenged by new research. What we have found repeatedly is that the postpartum 
period is a high risk to mental disorder [47]. The risk of first hospitalization for 
bipolar disorder is multiplied by 7 during the first months after birth. Compared 
with women without a psychiatric history, women with bipolar disorder are at 
increased risk of developing 100 postpartum psychoses [46]. There are also studies 
indicating that 67% of bipolar patients presented a relapse postpartum, almost cer-
tainly the depressive type, and they all return to rest with successive deliveries [48]. 
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That is, periods of intense hormonal fluctuations are associated with a risk of affec-
tive dysregulation, primarily depression, in women diagnosed with bipolar 
disorder.

Thyroid Dysfunction and Depression
The women have a high prevalence of thyroid dysfunction related to greater vulner-
ability to developing autoimmune abnormalities. In fact, in 1995 Whybrow [49] 
indicated that the prevalence of thyroid disease throughout life was four to ten times 
greater in women.

Thyroid disorders, on the other hand, have been linked to an increased risk of 
psychiatric disorders, mainly with anxiety and affective [50, 51]. Regarding the lat-
ter, it described an association between mania and hyperthyroidism, between 
depression and hypothyroidism, and even between hypothyroidism and rapid 
cycling bipolar disorder.

It has also been explicitly studied the influence of thyroid hormones in the clini-
cal expression of the pictures and their relationship to manic gender of patients. We 
compared thyroid function between pure and mixed manic patients and found mild 
abnormalities (increased TSH and decreased thyroxine) in the mixed group but 
could not objectify differences between thyroid function in men and women with 
mixed episodes [2].

32.4.2.2  Genetic Factors
On the one hand, classical bipolar disorder research authors have begun to study 
the high comorbidity detected between this disorder and anxiety disorders, which 
is between 30 and 51% [52]. On the other hand, the anxiety disorders are associ-
ated with bipolar disorder, panic disorder [with or without agoraphobia], social 
phobia, and, less often, OCD [52].

These comorbid conditions are associated with an earlier age of onset of bipolar 
disorder, a rapid cyclization, poorer response to lithium treatment, and higher drug 
use [53]. Furthermore, it was observed that suicide rates are duplicated in bipolar 
patients who have had at least one GAD throughout life except in the case of obses-
sive compulsive disorders [54, 55].

One of the reasons to explain this association is that bipolar and anxiety disor-
ders may share a biological or genetic risk. This is supported by the high rates of 
affective disorders in patients’ relatives with anxiety disorder, and the well response 
to the same drug treatments. Specifically Mackinnon et al. [52] considered that the 
risk for panic disorder in families of patients with bipolar disorder is an inherited 
trait. Going one step further, Rotondo et al. [56] argue that comorbid panic disorder 
identifies a genetic subtype of bipolar disorder and suggests the vulnerability to 
these boxes associated with certain polymorphisms in catechol methyltransferase 
(COMT Met 158) and in serotonin transporter (5-HTTLPR). But it has also been 
suggested that comorbidity between the two disorders could refer to a predisposi-
tion to manic mixed boxes, in which clinic with depressive mood appears anxious 
component. The depressive dimension described by González-Pinto group [11] 
includes obsessive symptoms and psychic anxiety. Additional comorbid conditions 
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are associated with a more torpid evolution of bipolar disorder and an increased risk 
of suicide [54].

Therefore, perhaps the greatest prevalence of mixed states in women is also asso-
ciated with a higher genetic predisposition to anxiety that produces more severe 
forms of bipolar disorder.

32.4.2.3  Characterological or Temperamental Factors
Akiskal in 1992 develops a theory about the nature of mixed states [57]. He consid-
ers that these pictures would be a result of an opposition between temperament and 
current affective state, rather than the superposition of two different affective states. 
This research study describes three kinds of mixed bipolar disorders:

• Type I: Depressive and manic temperament. It is developed on the basis of a 
depressive temperament and is usually accompanied by psychotic symptoms, 
sometimes incongruent with the mood. Therefore, this type is often confused 
with schizoaffective disorder and even acute polymorphic psychotic disorder or 
delusional bouffée.

• Type II: Cyclothymic temperament and major depression. Overall this second 
type is not accompanied by psychotic symptoms. This combination produces 
symptoms such as mood lability, irritability, flight of ideas, sexual impulsivity, 
and substance abuse. According to Akiskal, the risk of these depressions misdi-
agnosed provokes a Borderline personality diagnosis.

• Type III: Hyperthymic temperament and major depression. It is often refractory 
to treatment with antidepressants (Table 32.4).

Akiskal theory has had a major impact. In addition, it was found that women 
present more frequently than men depressive temperaments, making them more 
vulnerable to depressive episodes and mixed mania boxes [37].

Recently Akiskal team has attempted to validate this hypothesis by studying 
the relationship between the dimensions manic affective temperaments and gen-
der [59]. The starting point of this work is the consideration that the opposition 
between affective state and temperament is further evidence of central dysregula-
tion characterized mania and mixed mania that cannot be defined solely on the 
clinical (DSM, ICD) but also on the basis dimensionally temperament. It is 

Table 32.4 Affective temperaments [based on the criteria established by Akiskal and Mallya in 
1987] [58]

Depressive temperament Hyperthymic temperament
• Sad, pessimistic, unable to enjoy
• Standing, passive, or indecisive
• Skeptical, hypercritical, or complainant
• Tendency to worry
• Self-disciplined
• Self-critical
• Feelings of inadequacy and guilt

• Irritable, happy, optimistic, or exuberant
• Self-confident, great
• Full of plans, reckless, impulsive
• Talkative
• Outgoing
• Very involved
• Promiscuous

A. González-Pinto et al.
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confirmed that women have higher scores on the depressive dimension of mania 
[60] and it seems that there is a high correlation between this dimension and 
depressive temperament.

Therefore, from this approach, we are back with a trait variable, depressive tem-
perament, which provides more data to support the hypothesis that female predispo-
sition to mixed mania is associated with an increased vulnerability to depression.

32.5  Depression Male Equivalents

As it has been presented previously, other gender-related differences in the phenom-
enology of manic consumption are the increase of drug use in males [39]. Overall, 
comorbid substance is very high in patients with a diagnosis of bipolar disorder 
(38% for alcohol, 25% for other substances).

Perhaps the differences in drug use between men and women could be explained 
if we consider the increased consumption of drug as a depressive equivalent in 
males. It is detected a high comorbidity between substance harmful consumption 
and major depression in men [61]. It is also seen that substance abuse is a risk mul-
tiplied by 7 discussing suicide and 87% of suicides in alcohol dependent men, com-
pared with 13% of women. More details are obtained for research on affective 
disorders and suicide in Amish population [remember that this religious community 
of Swiss origin has banned alcohol and drugs, being a very homogeneous popula-
tion culturally and genetically]. In a classic study [62], it is found that 71% of the 
mentally ill in the community had a major affective disorder and that the incidence 
and prevalence of unipolar disorders was identical for men and women. Depression 
rates were multiplied by 3, and this was related to his doctrine of non-hostility and 
teetotaler. Based on these observations, Walinder and Rutz [63] propose a “male 
depressive syndrome” characterized by low tolerance for frustration, acting out 
behavior, poor impulse control, and substance abuse.

Already in 1976, Himmelhoch [64] considered “abuse of alcohol and other sub-
stances, including organic factors may be necessary for the development of mixed 
mania in men.”

32.6  Discussion

Faced with the same disease, it has been demonstrated that women experiment some 
specific characteristics regarding clinical presentation in BD, with a higher proba-
bility to present mania/hypomania with mixed features and depression with mixed 
features (previously known as mixed states). In mania with mixed feature cases in 
women, depressive symptoms appear to arise from a variable or depressive tempera-
ment trait under which, in turn, could underlie a correlate of related constitutional 
genetic or hormonal factors. Ultimately, women are more vulnerable to depression 
in general (unipolar, bipolar, with mixed features). Thus, depressive symptoms are 
more likely to appear during a manic episode and, in the other way round, using 

32 Mixed Forms in Bipolar Disorder and Relation to Gender



778

antidepressants in an attempt to submit depressive symptoms, increases the proba-
bilities of symptom shift and suffer manic/hypomanic symptoms/episode.

Substance use is significantly higher among men than among women with acute 
mania; this fact can underlie a male depressed mood, in which manic symptom 
episode may be the consequence of drug effects. In this sense, it might be enlighten-
ing to study the temperament of manic patients who have comorbid toxic.

Furthermore, differences between men and women regarding depressive symp-
toms are so striking as apparently reveals the data. This, on the one hand, could be 
explained by the way we value depressive symptoms. From the cognitive point of 
view, men have higher yields in mathematical and visuospatial solving tasks 
(Sommer et al., 2004), while women own higher communications skills as they are 
more efficient in verbal fluency and perceptual speed. In fact, one of the issues 
debated in neuropsychological research is the extent to which language is more 
bilaterally represented in women’s brain. As mean of communication with our 
patients is primarily language, in this sense, we are more able to assess depression 
in women.

Finally, from a gender perspective, it has been always considered and accepted 
that ontogenetically men were prepared for fight and women for providing care; this 
probably induces or predisposes to differences in temperament or variations in clini-
cal presentations. According to social development and changes such as women’s 
empowerment and children’s education, behavioural, temperamental, and commu-
nicative changes and progress can be made, regardless of gender. Thus, need of 
further studies in this field should be considered to evaluate these changes in a 
modern, non-retrograde, and equivalent society, in order to provide an optimal and 
individualized intervention and treatment.
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33Borderline Personality Spectrum
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Abstract
People who receive a diagnosis of borderline personality disorder (BPD) find 
themselves “at the border” in several ways. They play behaviors that society 
deems inexplicably mad, and they frequently do so in a way that place them at 
variance with the Western binary stereotype—masculine and feminine—that is, 
on the border between so-called masculine and feminine behavior. They teeter on 
the edge of social acceptability.

It is not by chance that this diagnosis is more frequent in women, homosexu-
als, transsexuals, transgender, etc. in a society in which the concept of the univer-
sal “Subject” has been built from the masculine model. Anyone outside of its 
margins is considered the “Other” and can be labeled unhealthy in a society 
where the difference has been medicalized.

The feminization of the borderline category is argued by several theories that 
suggest BPD category as a contemporary successor to hysteria, showing that, 
like hysteria, this diagnosis has expanded into an over-inclusive and diffuse 
category.

Another aspect exposed is the large number of BPD patients with histories of 
trauma (physical, sexual, etc.) and how, sometimes, the symptoms that appear to 
be grouped under the label of BPD represent patterns of adaptation to trauma.

En lo hondo no hay raíces
hay lo arrancado

(In the deep there are no roots/ there is the ripped)  
Free translation
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The body becomes a “speaking body” (following Foucault’s idea); thus, we 
consider it essential to address the self-injuries experience, not as a sign of spe-
cific diagnosis, but as a way of being-in-the-world and in-between-the- world 
(body in suffering).

Finally, we present some actual theories, which denounce the dominant social 
norms and the inextricable links of power and their influence in the construction 
of our identity.

33.1  Introduction

The term “borderline” was first used in 1938 by analyst Adolph Stern to describe 
patients who appeared more severely disturbed than the neurotics that Freud felt 
were suitable for psychoanalysis, yet who did not show signs of outright psychosis, 
placing them “on the borderline between neurosis and psychosis” [1].

These patients appeared to be more profoundly disturbed than those suffering 
neurotic symptoms, but they could not be classified as psychotic. Stern felt that 
these patients showed signs of regressing to an early narcissistic state in which 
they had withdrawn libidinal energy from the outside world and turned it upon 
themselves. So, these patients showed evidence of preoedipal conflicts having to 
do with the earliest acquisition of a self, rather than the oedipal conflicts of neu-
rotic patients.

In contemporary psychiatry, the borderline diagnosis appeared in the DSM-III 
(APA 1980, revisited in 1987), where it was defined as a personality disorder, char-
acterized by a “pervasive pattern of instability of self-image, interpersonal relation-
ships, and mood, beginning in early adulthood and present in a variety of contexts” 
[2]. A central feature of borderline personality disorder is the appearance of an iden-
tity disturbance that is manifested by several life issues such as self-image, sexual 
orientation, long-term goals of career choice, and types of friends or lovers to have, 
and the person often experiences this instability of self-image as chronic feelings of 
emptiness or boredom.

Roth and Fonagy offer this definition of BPD:

The essential feature of this disorder is a pervasive pattern of instability of self-image, 
interpersonal relationships and mood. The person’s sense of identity is profoundly uncer-
tain. Interpersonal relationships are unstable and intense, fluctuating between the extremes 
of idealization and devaluation. There is often a terror of being alone, with great efforts 
made to avoid real or imagined abandonment. Affect is extremely unstable, with marked 
shifts from baseline mood to depression and anxiety usually lasting a few hours. 
Inappropriate anger and impulsive behavior are common, and often this behavior is self-
harming. Suicidal threats and self-mutilation are common in more severe forms of this 
disorder. [3]

Kernberg’s contribution in BPD may be resumed in two trends: (a) the construc-
tion of the borderline condition as a defensive ego or personality type, the border-
line personality organization; and (b) providing a theory of the roots of the disorder 
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in early childhood and infancy (the preoedipal period), describing this period, based 
in object relations theory, the source of the borderline patient’s unstable self.

For Kernberg the major difference between the neurotic and the borderline 
patient is the borderline’s lack of a clear sense of identity. The neurotic patient 
is able to provide a verbal description of self, borderline patients are not able to 
provide a coherent portrait of themselves, their descriptions are contradictory and 
incomplete, and the behavior is inconsistent. One essential symptom is “splitting,” 
in which one holds two contradictory perceptions of the self or others as either all 
good or all bad and is unable to integrate them into a coherent total image. The 
patient vacillates from one image to the other.

Borderline personality organization is characterized by “immature” ego defense 
mechanisms, which include “splitting,” but also “magical thinking” or supersti-
tions, feelings of omnipotence, phobias, obsessive-compulsive behavior, projection 
of one’s unpleasant characteristics onto others, and “projective identification,” in 
which the person perceives and identifies with the projected characteristics.

This borderland pathological ego structure, for Kernberg, is rooted in the per-
son’s earliest childhood, and the object relations theory gives, in this period, the 
mother a pivotal role in determining the shape of the infant’s personality [4, 5].

In 2013 appears the new edition of the DSM-V whose criteria are attached in 
Table 33.1 [6]:

Throughout its short history, BPD has been a controversial diagnosis [3], criti-
cized for its weighted construction, its inconsistent and unclear meaning, and its 
uneven, stigmatizing, and punitive application [7].

Studies cite BPD rates of approximately 0.4–1.8% among community samples 
[8, 9] and 10–25% among clinical samples [10, 11]. Gender differences in the rates 
of borderline personality disorder (BPD) of approximately three females diagnosed 
for every male diagnosed have been cited in the most recent edition of the Diagnostic 
and Statistical Manual of Mental Disorders (APA, 2013) [6, 12, 13]. These diagnos-
tic rates and their gender differences have been noted for several other personality 
disorders as well; for example, both dependent and histrionic personality disorders 
are said to also be more prevalent among females than males [14].

Some authors suggested six potential biases toward making a BPD diagnosis 
in women rather in men and reflecting sampling, diagnostic constructs, diagnos-
tic criteria, diagnostic thresholds, application of diagnostic criteria, and assessment 
instruments [14].

Others suggested that it is possible that differential rates in the diagnosis or prev-
alence of BPD between genders reflect the true state of affairs, rather than any kind 
of sex bias at all [15].

In some studies, we found that when men and women were compared in terms of 
frequency of diagnosis on both the SCID-II and PDI-IV, no significant gender dif-
ferences emerged; however, two differences were founded between genders when 
examining endorsement of individual criteria on the scales, specifically it appears 
that women’s responses to the item relating to chaotic and unstable interpersonal 
relationships while men tended to be rated slightly higher for the criteria related to 
impulsivity, difficulty controlling anger, and affective instability [16].

33 Borderline Personality Spectrum



786

Ta
bl

e 
33

.1
 

B
or

de
rl

in
e 

pe
rs

on
al

ity
 d

is
or

de
r 

cr
ite

ri
a 

ac
co

rd
in

g 
to

 D
SM

-5
 [

6]

B
or

de
rl

in
e 

pe
rs

on
al

it
y 

di
so

rd
er

A
. S

ig
ni

fic
an

t i
m

pa
ir

m
en

ts
 in

 p
er

so
na

lit
y 

fu
nc

ti
on

in
g 

m
an

if
es

t b
y:

 
 1.

 I
m

pa
ir

m
en

ts
 in

 s
el

f-
fu

nc
ti

on
in

g 
(a

 o
r 

b)
:

 
  

a.
  I

de
nt

it
y:

 M
ar

ke
dl

y 
im

po
ve

ri
sh

ed
, p

oo
rl

y 
de

ve
lo

pe
d,

 o
r 

un
st

ab
le

 s
el

f-
im

ag
e,

 o
ft

en
 a

ss
oc

ia
te

d 
w

ith
 e

xc
es

si
ve

 s
el

f-
cr

iti
ci

sm
; c

hr
on

ic
 f

ee
lin

gs
 o

f 
em

pt
in

es
s;

 d
is

so
ci

at
iv

e 
st

at
es

 u
nd

er
 s

tr
es

s
 

  
b.

 S
el

f-
di

re
ct

io
n:

 I
ns

ta
bi

lit
y 

in
 g

oa
ls

, a
sp

ir
at

io
ns

, v
al

ue
s,

 o
r 

ca
re

er
 p

la
ns

 
 2.

 I
m

pa
ir

m
en

ts
 in

 in
te

rp
er

so
na

l f
un

ct
io

ni
ng

 (
a 

or
 b

):
 

  
a.

  E
m

pa
th

y:
 C

om
pr

om
is

ed
 a

bi
lit

y 
to

 r
ec

og
ni

ze
 th

e 
fe

el
in

gs
 a

nd
 n

ee
ds

 o
f 

ot
he

rs
 a

ss
oc

ia
te

d 
w

ith
 in

te
rp

er
so

na
l h

yp
er

se
ns

iti
vi

ty
 (

i.e
., 

pr
on

e 
to

 f
ee

l 
sl

ig
ht

ed
 o

r 
in

su
lte

d)
; p

er
ce

pt
io

ns
 o

f 
ot

he
rs

 s
el

ec
tiv

el
y 

bi
as

ed
 to

w
ar

d 
ne

ga
tiv

e 
at

tr
ib

ut
es

 o
r 

vu
ln

er
ab

ili
tie

s
 

  
b.

  I
nt

im
ac

y:
 I

nt
en

se
, u

ns
ta

bl
e,

 a
nd

 c
on

fli
ct

ed
 c

lo
se

 r
el

at
io

ns
hi

ps
, m

ar
ke

d 
by

 m
is

tr
us

t, 
ne

ed
in

es
s,

 a
nd

 a
nx

io
us

 p
re

oc
cu

pa
tio

n 
w

ith
 r

ea
l o

r 
im

ag
in

ed
 

ab
an

do
nm

en
t; 

cl
os

e 
re

la
tio

ns
hi

ps
 o

ft
en

 v
ie

w
ed

 in
 e

xt
re

m
es

 o
f 

id
ea

liz
at

io
n 

an
d 

de
va

lu
at

io
n 

an
d 

al
te

rn
at

in
g 

be
tw

ee
n 

ov
er

in
vo

lv
em

en
t a

nd
 

w
ith

dr
aw

al
B

. P
at

ho
lo

gi
ca

l p
er

so
na

lit
y 

tr
ai

ts
 in

 th
e 

fo
llo

w
in

g 
do

m
ai

ns
:

 
 1.

 N
eg

at
iv

e 
af

fe
ct

iv
it

y,
 c

ha
ra

ct
er

iz
ed

 b
y:

 
  

a.
  E

m
ot

io
na

l l
ia

bi
lit

y:
 U

ns
ta

bl
e 

em
ot

io
na

l e
xp

er
ie

nc
es

 a
nd

 f
re

qu
en

t m
oo

d 
ch

an
ge

s;
 e

m
ot

io
ns

 th
at

 a
re

 e
as

ily
 a

ro
us

ed
, i

nt
en

se
, a

nd
/o

r 
ou

t o
f 

pr
op

or
tio

n 
to

 e
ve

nt
s 

an
d 

ci
rc

um
st

an
ce

s
 

  
b.

  A
nx

io
us

ne
ss

: I
nt

en
se

 f
ee

lin
gs

 o
f 

ne
rv

ou
sn

es
s,

 te
ns

en
es

s,
 o

r 
pa

ni
c,

 o
ft

en
 in

 r
ea

ct
io

n 
to

 in
te

rp
er

so
na

l s
tr

es
se

s;
 w

or
ry

 a
bo

ut
 th

e 
ne

ga
tiv

e 
ef

fe
ct

s 
of

 
pa

st
 u

np
le

as
an

t e
xp

er
ie

nc
es

 a
nd

 f
ut

ur
e 

ne
ga

tiv
e 

po
ss

ib
ili

tie
s;

 f
ee

lin
g 

fe
ar

fu
l, 

ap
pr

eh
en

si
ve

, o
r 

th
re

at
en

ed
 b

y 
un

ce
rt

ai
nt

y;
 f

ea
rs

 o
f 

fa
lli

ng
 a

pa
rt

 o
r 

lo
si

ng
 c

on
tr

ol
 

  
c.

  S
ep

ar
at

io
n 

in
se

cu
ri

ty
: F

ea
rs

 o
f 

re
je

ct
io

n 
by

—
A

nd
/o

r 
se

pa
ra

tio
n 

fr
om

—
Si

gn
ifi

ca
nt

 o
th

er
s,

 a
ss

oc
ia

te
d 

w
ith

 f
ea

rs
 o

f 
ex

ce
ss

iv
e 

de
pe

nd
en

cy
 a

nd
 

co
m

pl
et

e 
lo

ss
 o

f 
au

to
no

m
y

 
  

d.
  D

ep
re

ss
iv

it
y:

 F
re

qu
en

t f
ee

lin
gs

 o
f 

be
in

g 
do

w
n,

 m
is

er
ab

le
, a

nd
/o

r 
ho

pe
le

ss
; d

if
fic

ul
ty

 r
ec

ov
er

in
g 

fr
om

 s
uc

h 
m

oo
ds

; p
es

si
m

is
m

 a
bo

ut
 th

e 
fu

tu
re

; 
pe

rv
as

iv
e 

sh
am

e;
 f

ee
lin

g 
of

 in
fe

ri
or

 s
el

f-
w

or
th

; t
ho

ug
ht

s 
of

 s
ui

ci
de

 a
nd

 s
ui

ci
da

l b
eh

av
io

r
 

 2.
 D

is
in

hi
bi

ti
on

, c
ha

ra
ct

er
iz

ed
 b

y:
 

  
a.

  I
m

pu
ls

iv
it

y:
 A

ct
in

g 
on

 th
e 

sp
ur

 o
f 

th
e 

m
om

en
t i

n 
re

sp
on

se
 to

 im
m

ed
ia

te
 s

tim
ul

i; 
ac

tin
g 

on
 a

 m
om

en
ta

ry
 b

as
is

 w
ith

ou
t a

 p
la

n 
or

 c
on

si
de

ra
tio

n 
of

 
ou

tc
om

es
; d

if
fic

ul
ty

 e
st

ab
lis

hi
ng

 o
r 

fo
llo

w
in

g 
pl

an
s;

 a
 s

en
se

 o
f 

ur
ge

nc
y 

an
d 

se
lf

-h
ar

m
in

g 
be

ha
vi

or
 u

nd
er

 e
m

ot
io

na
l d

is
tr

es
s

 
  

b.
  R

is
k-

ta
ki

ng
: 

E
ng

ag
em

en
t i

n 
da

ng
er

ou
s,

 r
is

ky
, a

nd
 p

ot
en

tia
lly

 s
el

f-
da

m
ag

in
g 

ac
tiv

iti
es

, u
nn

ec
es

sa
ri

ly
 a

nd
 w

ith
ou

t r
eg

ar
d 

to
 c

on
se

qu
en

ce
s;

 la
ck

 o
f 

co
nc

er
n 

fo
r 

on
e’

s 
lim

ita
tio

ns
 a

nd
 d

en
ia

l o
f 

th
e 

re
al

ity
 o

f 
pe

rs
on

al
 d

an
ge

r
C

.  T
he

 im
pa

ir
m

en
ts

 in
 p

er
so

na
lit

y 
fu

nc
tio

ni
ng

 a
nd

 th
e 

in
di

vi
du

al
’s

 p
er

so
na

lit
y 

tr
ai

t e
xp

re
ss

io
n 

ar
e 

re
la

tiv
el

y 
st

ab
le

 a
cr

os
s 

tim
e 

an
d 

co
ns

is
te

nt
 a

cr
os

s 
si

tu
at

io
ns

D
.  T

he
 im

pa
ir

m
en

ts
 in

 p
er

so
na

lit
y 

fu
nc

tio
ni

ng
 a

nd
 th

e 
in

di
vi

du
al

’s
 p

er
so

na
lit

y 
tr

ai
t e

xp
re

ss
io

n 
ar

e 
no

t b
et

te
r 

un
de

rs
to

od
 a

s 
no

rm
at

iv
e 

fo
r 

th
e 

in
di

vi
du

al
’s

 
de

ve
lo

pm
en

ta
l s

ta
ge

 o
r 

so
ci

oc
ul

tu
ra

l e
nv

ir
on

m
en

t
E

.  T
he

 im
pa

ir
m

en
ts

 in
 p

er
so

na
lit

y 
fu

nc
tio

ni
ng

 a
nd

 th
e 

in
di

vi
du

al
’s

 p
er

so
na

lit
y 

tr
ai

t e
xp

re
ss

io
n 

ar
e 

no
t s

ol
el

y 
du

e 
to

 th
e 

di
re

ct
 p

hy
si

ol
og

ic
al

 e
ff

ec
ts

 o
f 

a 
su

bs
ta

nc
e 

(e
.g

., 
a 

dr
ug

 o
f 

ab
us

e,
 m

ed
ic

at
io

n)
 o

r 
a 

ge
ne

ra
l m

ed
ic

al
 c

on
di

tio
n

O. Napal-Fernández



787

The basis of diagnostic prevalence alone (75% of those diagnosed with BPD 
are women) invites us to consider the possibility that it might be a gendered diag-
nosis. Dana Becker argues that the borderline diagnosis has been “feminized” and 
that borderline personality disorder has become a new “female malady” for the late 
twentieth century [17].

One of the main features on the borderline is the patient’s unstable, fragmented, 
or missing self. People deemed borderline are not only placed “on the borders,” at 
the edges of sanity; they are also placed at the very margins of selfhood [18]. Their 
selves are described as “empty” [19], “dead” [20], “unstable,” or “split” among 
“part-selves” [21], as containing a “defect in the organizing structure of the self” 
[22], such patients manifest a “blurring of ego boundaries” (confusion between 
one’s own thoughts and feelings and those of others) [23].

Linehan’s biopsychosocial model of BPD etiology suggests that the escalated 
rate of BPD among women is a consequence of several factors, such as escalated 
rates of sexual abuse among women, invalidating cultural ideals for women, and 
sexism aimed at girls who fail to be appropriately “feminine” or whose talents are 
in areas considered to be “masculine,” like mechanics. Thus, women are more likely 
to encounter these forms of invalidation, and because invalidation is a critical factor 
leading to the development of BPD within Linehan’s model, women are more likely 
to develop BPD in adulthood [24].

Butler critiques the pre-social conceptions of identity and subjecthood and argues 
about the inseparability of gender and identity. They cannot be separated; to speak 
about of “selves” necessarily draws one into a consideration of gender. Butler calls 
into question the neutrality and universality of the notion of “self.” Her analysis (a 
part of the feminist critique of the gendered quality of self) has shown how concep-
tions of the self or subject are conflated with conceptions of masculine subjectivity, 
reflecting the experiences, desires, and illusions of this masculine position (Butler 
1990). Some authors refer that women have been constructed as “Other,” overdeter-
mined by their feminine position in the gender binaries of patriarchal logic [25–27].

Within this binary logic of self and other and of masculine and feminine, the sta-
tus of feminine identity is unstable, marked by paradox and contradiction. Women 
are in a representational and experiential double bind, between the traditional essen-
tialist feminine identity, on one hand, and the psychologically defined norm or ideal 
of healthy, normal selfhood, on the other. Ambiguity and confusion surround this 
double bind [18].

Men are in minority of patients receiving the diagnosis of BPD, 25–30% of those 
diagnosed are males [17]. One of the explanations offered for the low numbers 
of men diagnosed as borderline is that males showing similar traits as borderline 
women tend to be diagnosed as sociopathic, or as having antisocial personality dis-
order [28]. According to this view, some male patients may express the same confu-
sion and uncertainty or instability and rage as women but tend to direct their rage 
toward others, rather than toward themselves (according to Bourdieu’s theory in 
“the male domination”). They become involved with the legal system, rather than 
the mental health system. In certain clinical populations, such as forensic and prison 
settings, studies have found high prevalence rates in men. Some works quantified a 
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BPD prevalence rate of 20% in men on probation or parole while in prisons. Other 
studies quantified higher rates (27–57%) among violent male offenders [29]. Such 
data indicate that BPD is not necessarily a rare condition in men and that its preva-
lence rate varies, being particularly high in those with a forensic history.

The frequently quoted 1:3 male to female ratio quantified for BPD in clinical 
populations has been contrasted with the reverse ratio of 3:1 quantified for antiso-
cial personality disorder (ASPD), and, for some authors, ASPD and BPD are two 
disorders that reflect “multifinal” outcomes of a single etiology [29, 30]. Twenty-
five percent of patients with antisocial personality disorder also fulfill the criteria for 
BPD, looking for this fact, Gunderson and Zanarini say, “Sex bias probably preju-
dices clinicians to overlook the antisocial features of female patients and the depen-
dent, needy (borderline) features of male patients” [31], but other authors disagree 
with this argument referring that antisocial personality disorder does not include the 
fluctuating emotions described in BPD and consider that male equivalent of bor-
derlines may be as closer to narcissistic as to antisocial personality disorders [28].

Some works found that men with BPD are more aggressive and impulsive in 
comparison with women with BPD [32, 33] although some studies did not observe 
this difference [34]; the discrepancies in the results may be related to the fact that 
there is a gender difference in physical aggression but not in verbal aggression, 
anger, or hostility; and there is a gender difference in motoric and non-planning 
impulsiveness but not in cognitive impulsiveness [33].

Some investigations [35] founded that women are more likely to experience a 
chronic feeling of emptiness, suicidal behavior, self-mutilation, and affective insta-
bility while men are more likely to endorse impulsivity [36]. Others argue that sex-
related differences in BPD are rather small and restricted to a higher probability 
in women to engage in sexually abusive relationships [37]. In this case, we make 
the question if it is because the disorder or, nevertheless, because sexually abusive 
relationships are higher for women in general population.

It’s important to draw attention to the fact that a high proportion of people 
who receive the diagnosis of borderline are said to be gay, lesbian, transsexual, 
transgender, etc. The question about that is if these people express similar kinds of 
identity “disturbances” that are said to be characteristic of the borderline patient; or 
whether this pattern is an outcome of clinicians perceiving and labeling. Some men 
may escape the label of borderline because most of their expressions of borderline-
like behaviors are viewed as appropriate to the masculine gender role, so there 
are no signs of pathology. Some papers found that men in the general population 
reported more borderline characteristics than normal women. “It is interesting to 
speculate that clinicians may consider these characteristics as more congruent with 
male sex roles and may find them more tolerable in men. Conversely, in women, 
these traits may be seen as less appropriate to sex role, and therefore women may 
be more likely to be labeled as having borderline personality disorder” [38]. Men 
who are diagnosed as borderline are those who deviate from the masculine gender 
stereotype [18].

In this reflection’s line, the results of the work of Silberschmidt et al. are inter-
esting. The authors found that several gender differences consistently found in the 
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general population are not present in BPD population. There are no differences in 
aggression, suicidality, substance abuse, panic disorder, or obsessive-compulsive 
disorder. Gender differences in major depression and post-traumatic stress disor-
der are attenuated. For the authors, these findings support the conclusion that BPD 
may diminish normal gender differences. While the literature is full of investiga-
tors theorizing that women with BPD “internalize” while men “externalize” BPD 
pathology, the data of this work suggest that the gender-related differences in BPD 
are small and often not even as great as the differences in the general population. 
They finish the article not asking how women and men with BPD are different but 
asking “why aren’t they?” [39].

33.2  Gender and Madness: A Historical View

Tracing the history of the modern concept of madness back to the pre-modern dis-
course of witchcraft, some authors describe how this discourse positioned as “witch” 
and “outsider” the woman whose deviant behavior threatened social norms [17, 40]. 
A woman positioned in this way could be punished for her deviancy, and the threat 
that she posed to social norms could be controlled and neutralized. In the movement 
from this pre-modern, religious worldview to the current scientific (rational para-
digm of modernism), Foucault described the emergence of a scientifically deter-
mined and controlled concept of insanity [41]. This reflects the change from 
“witchcraft” as the primary discourse applied to women’s deviancy, to the appear-
ance of the concept of “hysteria” in the nineteenth century. Hysteria became the 
signifier par excellence that positioned women as pathological and irrational in the 
last two centuries.

In her historical study of women and madness, Elaine Showalter has shown the 
symbolic association of madness with femininity in the history of Western society, 
which the author attributes to “a cultural tradition that represents woman as mad-
ness and that uses images of the female body to stand for irrationality in general” 
[42]. The neurologist Mitchell SW described the hysteria like the gnoseologic limbo 
of all unnamed female maladies. It was as well called mysteria [43].

Showalter argued that hysteria is not, therefore, an individual pathology; hysteria 
was a response to powerlessness arising from a contradictory expectation about 
feminine behavior. Chesler coined the term “double bind” to describe the processes 
by which women can be pathologized both for conforming to and for failing to 
conform to expectations of feminine passivity [44]. Women labeled “hysterical” 
were, on the one hand, unable to meet social norms and, on the other, unable to 
release themselves from the force of these norms, since the norms had been inter-
nalized. Hysteria undermined the norm of female refinement in two ways: directly, 
through the “fits” or unseemly emotional outbursts to which hysterical individuals 
were prone and, second, through debilitating physical symptoms that rendered the 
individual helpless, in a caricature of feminine delicacy [45].

“The more women became hysterical, the more doctors became punitive toward 
the disease; and at the same time, they began to see the disease everywhere… until 
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they were diagnosing every independent act by a woman as ‘hysterical’” [42]. 
Hysteria became an epidemic, with women accepting their ‘illness’ and at the 
same time ‘finding a way to rebel against an intolerable social role’ [17]. “Sickness 
became not only a way of life but also a means of rebellion, and ‘medical treatment, 
which had always had strong overtones of coercion, revealed itself as frankly and 
brutally repressive” [42].

There has been an increasing recognition that the label “borderline” may function 
in the same way that “hysteria” did in the late nineteenth and early twentieth century 
as a label for women. According to Jimenez MA, “the similarities between the diag-
noses of borderline personality disorder and hysteria are striking. Both diagnoses 
delimit appropriate behavior for women, and many of the criteria are stereotypi-
cally feminine” [46]. Several authors have made reference to this association [17]. 
“Borderline disorder is a more aggressive version of hysteria,” the distinction is the 
inclusion of anger and other ‘aggressive’ characteristics in borderline personality 
disorder, such shoplifting, reckless driving, and substance abuse. “If the hysteric 
was a damaged woman, the borderline woman is a dangerous one” [46]. According 
to a social construction model, BPD (like witchcraft and hysteria) is constructed 
as a deviation, in this case from the concepts of rationality and individuality [47].

The gendered consequences of the psychiatric preoccupation with “rationality” 
have been well explored in feminist theory: women are “typically situated on the 
side of irrationality, silence, nature and body, while men are situated on the side 
of reason, discourse, culture and mind,” says Showalter [42] in the same line of 
argument of Bourdieu [27]. The consequences of this approach are evident in the 
psychiatric response to “borderline symptoms”: the BPD diagnostic depends upon 
a psychiatrist judging whether emotions are appropriate/healthy with the reference 
to the norm of “rationality.” Both anger and fear of abandonment can be judged to 
be inappropriate, as opposed to being understandable in the context of a person’s 
history of being violated or abandoned [47].

In the case of BPD, the diagnoses can be applied to women who fail to live up 
to their gender role because they express anger and aggression. Jimenez argues that 
“this successor to hysteria, in depicting the borderline patient as a ‘demanding, 
aggressive and angry woman,’ and in highlighting as one of its features ‘promiscu-
ity’ in sexuality, is reflective of contemporary moral judgments of normal female 
behavior” [46]. At the same time, the diagnosis is also given to women who con-
form “too easily,” by internalizing anger and expressing this through self- focused 
behavior such as self-injury [47]. Wirth-Cauchon discusses how “women diagnosed 
with BPD are representing society’s contradictions about femininity, with the dou-
ble-bind of being denigrated for both emotionality and rationality, for active sexual-
ity and for passive servicing of men” [18].

And these contradictions are also held in the therapeutic space as we can see, 
for example, in Samuels who writes that the borderline patient can create a fascina-
tion because the “‘ecstasy’ of a madness that maintains a grasp on ‘reality’: intense 
affect, depersonalization; impulsive behavior, sometimes against the self, brief psy-
chotic experiences; disturbed personal relationships, sometimes exceedingly inti-
mate and sometimes distant. This could be the profile of a saint” [48].
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On the other hand, the language describing mental disorder may be pejorative, as 
it frequently in definitions of borderline personality disorder [24, 49]; this lays “the 
groundwork for a view of patients that is critical of women rather than compassion-
ate toward them” [17].

33.3  Social Causation of Distress-Trauma

Traumatic experiences are often reported among individuals with BPD and fre-
quently include multiple forms of traumatization such as physical or sexual; these 
stressful events can contribute to different burdensome symptoms (such as re-expe-
riencing, avoidant behavior, and increased arousal) of post-traumatic stress disorder 
(PTDS) [50].

The document “women’s mental health: into the mainstream strategic develop-
ment of mental health care for women” [51] acknowledges that many women with 
a diagnosis of BPD have a history of trauma. At least 70% have been sexually 
abused as children [52]. Some studies say that 88% of people diagnosed with BPD 
had experienced abuse: for 80% this was childhood abuse; for 70% this was early 
sexual abuse [53]; this can lead us to think childhood sexual abuse to be a power-
ful example of the social causation of distress with relation to BPD. However, the 
history of societal responses to childhood sexual abuse is a history of denial and 
distortion, and we can found that also in psychiatry’s denial of etiological relevance 
of abuse, trauma, and oppression for psychological distress [47]. Freud chose to 
conceal revelations of childhood sexual abuse by women with the diagnosis of hys-
teria, by presenting them as memories of fantasies, rather than memories of actual 
experiences [54]. In consequence, the result was that the extent and impact of child-
hood sexual abuse was silenced for a century and continues to be.

As a result of this, some authors consider the diagnosis of BPD a powerful 
new manifestation of this tendency to deny the extent and impact of childhood 
sexual abuse, neglect, or emotional abuse [47]. Some papers describe how the 
“symptoms” which define BPD can be better understood as adaptive reactions to 
early relational traumas. They suggest that it is much more helpful to understand 
people’s behavior as an attempt to ensure “some measure of mastery, control and 
alliance with others, in the face of trauma, helplessness and inner vulnerability” 
that as the result of “a disorder of the personality, that is, solely as an internal 
deficit” [55–57].

The comorbidity of BPD and PTDS is frequent, yet not well understood. The 
prevalence pf PTDS has been reported to be as high as 54% among individuals 
with BPD [50]. Lifetime comorbidity of BPD and PTDS is associated with more 
dysfunction than either individual disorder or childhood sexual abuse playing an 
important role in the development of this comorbidity [58].

The symptoms of post-traumatic stress disorder (PTSD) overlap considerably 
with symptoms of borderline personality disorder and focus on unstable emotions, 
behavior, and relationships [28]. Trauma exposure and comorbid PTDS are fre-
quently being missed in this population, and the clinical presentation of these two 
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disorders can easily be confused [50]. This may be due to similarities in the core 
domains of affect regulation, impulse control, interpersonal relationships, reality 
testing, and self-integration across BPD and PTDS [58]. Absence of comorbid 
PTDS among BPD is related to faster time to remission, while a history of sexual 
victimization is related to a less favorable course of PTDS with a lower likelihood 
of remission and a higher risk of recurrence of PTDS [50]. Also, cumulative trauma 
has been suggested to predict current PTSD [59]. Sexual trauma as compared to 
other types of trauma has been proposed to be related to more severe PTSD [60]. 
In women with BPD, poly-traumatization was not significantly related to PTSD 
diagnosis as compared to single traumatization, whereas sexual victimization was 
significantly more prevalent in women with PTSD diagnosis and BPD, as compared 
to other types of traumatic events [50].

Herman considers the BPD’s behaviors as a form of adaptation to trauma, with 
the most prominent aspect being the “disturbance in identity and relationship.” 
Borderline is the most prominent psychiatric diagnose (with somatization disorder 
and multiple personality disorder) given to people suffering from childhood trauma. 
The symptoms were attributed in the last century to hysteria. Given the range of 
responses to trauma, Herman argues that even the category of PTSD is too narrowly 
defined, focusing on singular events such as combat, disaster, and rape, thus miss-
ing the more complex picture of prolonged abuse. She proposes a new category to 
encompass the spectrum of conditions related to trauma: “complex post-traumatic 
stress disorder” [61]. This author criticized Otto Kernberg because this one mini-
mized the importance of sexual abuse on the appearance of some of the symptoms 
of the borderline disorders. For Herman, the borderline’s relations to other people 
can often be understood as strategies of adaptation held over from past relations 
with abusive caretakers:

Why would a child fail to integrate idealized or terrifying images of his/her caretakers? The 
reason would have to be either constitutional or adaptive. Splitting is adaptive. Children 
must preserve some sense of connection at any cost, in this case by walling off the image of 
the abusive figure from the positive one. I think they do so in a state-dependent way, flipping 
between modes of affection and terror that accurately reflect their environments. They grow 
up constantly scanning their interpersonal environments to see if they’re safe, reading sub-
tleties of expression, posture, gesture, and so forth in an almost uncanny way. But if you 
ignore the original reason for this behavior, it looks perverse, incomprehensible, and ulti-
mately pathological. [28]

For Herman, trauma provides comprehensibility to the symptoms expressed 
by people diagnosed borderline. The patient’s instability becomes understood as a 
response to an external event, rather being rooted in a character or personality dis-
order. With the label “borderline personality disorder,” there is a risk of losing nar-
rative comprehensibility, placing the patient’s symptoms within a scientific-medical 
frame of character pathology.

And yet while sexual and physical abuse is a major factor, it does not fully 
account for the predominance of women diagnosed as borderline, since not all bor-
derlines have histories of childhood abuse and it happens in 20–40% of women 
diagnosed as borderline [17].
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Sexual abuse is more prevalent in women than in men. However, the fact that 
men show a greater reluctance and difficulty to relate these experiences may have an 
influence on the lower ratio of men, as (in terms of Bourdieu’s habitus) they would 
not “live up to what society has imposed on them as men” but quite the opposite, 
they would be the “dominated” within the “masculine dominance.” Needless to say, 
if the authorship of such abuses belonged to women.

33.4  People on the Borders

Western representational systems stand in a precarious and unstable place in rela-
tion to the humanist ideal of a generic, neutral, universal “subject” [62]. Some 
authors consider that women are represented as Other to this ideal of the universal 
subject.

Lévi-Strauss showed that in cultures built on gift exchange, women (and other 
valuable gifts as food, words, names, tools, powers, etc.) [63] are the most precious 
gifts within the basic exchange in marriage. The exchange takes place between kin 
groups. For Lévi-Strauss, women become central as exchange to the foundation 
of culture. A woman in this exchange assumes the status of gift, object, and not 
that of subject who exchanges. Thus women are located in the interstices of social 
exchange, serving as the medium of exchange between subjects. The position of 
woman function as (according to Butler) “a relational term between groups of men; 
she does not have an identity, she reflects masculine identity precisely through being 
the site of its absence” [64].

This ambiguous position is a “stress point” in the cultural logic, a place where 
meaning is mobile and shifting, thus revealing the instability of the cultural order. 
Jane Gallop comments on this dual status of women as both subject and object [65]. 
According to Bourdieu who describes the hierarchical relation through the opposi-
tional binarism (outside/inside, public/private, objective/subjective, culture/nature, 
political/emotional, etc.) [27], the identity is defines through difference.

Susan Bordo analyzes Descartes’s stance, in which the senses of the body are 
ignored in favor of pure objective reason, resulting in the Cartesian experience of self 
as inwardness (“I think, therefore I am”) and the sense of distance from the “not-I” 
[66]. Women become apprehended as part of the denied separate world, “she is the 
‘Other’”, in Beauvoir’s words [25], but for Irigaray, the female sex is not a “lack” or 
an “Other” that immanently and negatively defines the subject in its masculinity. On 
the contrary, the female sex eludes the very requirements of representation, for she is 
neither “Other” nor the “lack” [64]; the feminine is not a negatively defined deriva-
tive or opposite of masculinity, but another version of the same masculine image. 
Women are defined as the derivative of the subject.

Kristeva developed the concept of the “abject” for denominate that which is 
excluded from the body in order to demarcate it as a bounded and homogeneous 
entity. Butler describes the “abject” “that which has been expelled from the body, 
as excrement, literally rendered ‘Other’”. The construction of the ‘not-me’ as the 
abject establishes the boundaries of the body which are also the first contours of the 
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subject [64]. Butler applies the concept “abjection” to foreground society’s exclu-
sion of certain social identities in order to maintain the illusion of the dominant 
boundaries and coherence, self-identical subject [67]: “it is at once setting of a 
boundary, and also the repeated inculcation of a norm”; and such instances of social 
boundary marking “contribute to that field of discourse and power that orchestrates, 
delimits and sustains that which qualifies as ‘the human’” [64].

Grosz arguments that “the ‘Abject’s location is in the borderline between inner 
and outer, self and not-self, that is threatening, because it remains irreducible to 
either subject/object, or inside/outside.” “The Abject necessarily partakes of both 
polarized terms but cannot be clearly identified with either. The borderlines states, 
functions and positions are considered as danger, sites of possible pollution or con-
tamination. That which is marginal is always located as a site of danger and vulner-
ability” [68].

33.5  The Description of BPD

Do I contradict myself? Very well, then I 
contradict myself, I am large, I contain multitudes

Walt Whitman

BPD is said to be defined by instability: “it not only causes instability, but also 
symbolizes it” [28], instability in mood, self-image, relationships, and feeling of 
emptiness or rage.

One diagnostic criterion for BPD pertains to a disturbance in “identity.” Indeed, 
some authors have argued that identity disturbance, along with unstable relation-
ships, are at the core of “borderline pathology” [69].

In DSM-III, identity disturbance was operationalized as an “uncertainty about 
several issues such as self-image, gender identity, long-term goals or career 
choice, friendship patterns, values, and loyalties.” In DSM-III-R, it was described 
as an “uncertainty about at least two of the following: self-image, sexual orien-
tation, long-term goals or career choice, type of friends desired, [or] preferred 
values.” In DSM-IV-TR, it was simply characterized as a “markedly and persis-
tently unstable self-image or sense of self.” And in DSM-V, it is characterized by 
markedly impoverished, poorly developed, or unstable self-image, often associ-
ated with excessive self-criticism, chronic feelings of emptiness, and dissociative 
states under stress [6].

33.5.1  Fragmented Selves

Showalter says that it’s important in the analysis of borderline narratives the con-
ception of a female subjectivity split between outward appearance of the body as 
object and inner subjecthood [42]. She interprets this split as an exaggeration of 
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women’s “normal” state, citing the art historian John Berger, who maintains that a 
woman’s psyche is divided in two by virtue of her need to be simultaneously both 
actor and observer. He says of the woman:

She is almost continually accompanied by her own image of herself. Whilst she is walking 
across a room or whilst she is weeping at the death of her father, she can scarcely avoid 
watching herself walking or weeping. From earliest childhood she has been taught and 
persuaded to survey herself continually. As so she comes to consider the surveyor and the 
surveyed within her as the two constituent yet always distinct elements of her identity as a 
woman. [70]

Wirth-Cauchon refers how Showalter sees poet Sylvia Plath’s autobiographical 
fiction The Bell Jar as expressing in complex ways these conflicts and splits, and 
note that the heroine in the novel, Esther, is “split between the feminine and creative 
selves.” Esther believes that “motherhood and writing are incompatible. Esther’s 
sense of an absolute division between her creativity and her femininity is the basis 
of her schizophrenia.” “The analysis of madness as an exaggeration of the cultural 
double binds of feminine identity to analyze the fragmented self depicted in the 
borderline narratives” [18].

According to this author (Wirth-Cauchon), we will use the same classification/
description for these fragmented selves:

33.5.1.1  Mask Self
The themes of artificiality and superficiality frequently appear in the borderline 
case narratives. The patient expresses feelings of artificiality or falsity often 
accompanied by sensations of emptiness and numbness. “This is described as a 
superficial, surface mask or person that is a kind of empty adaptation to the sur-
roundings” [18].

Sometimes these patients try to have with the other a closer relation, relying not 
on others to give them a “setting and pulse,” but on fragmentary feeling sensations 
to “anchor” their identities. The “false self” is created to alienate the horror of feel-
ings of inner emptiness or deadness. Sometimes, the physical feeling (pleasant or 
unpleasant) can become a kind of anchor point to the external world, providing a 
reference of “some” existence in the experience of a large internal void.

As If Personality
Helene Deutsch described a group of women patients who appear to exhibit a 

superficiality and inner emptiness in their personalities, the as if personality. Such 
persons appear to be “normal” yet, on closer observation, lack warmth or depth: “It is 
like the performance of an actor who is technically well trained but who lacks the nec-
essary spark to make his impersonations true to life. The “as if” personality shows a 
“completely passive attitude to the environment with a highly plastic readiness to pick 
up signals from the outer world and to mold oneself and one’s behavior accordingly” 
[71]. In the place of a personality, there is only imitation of others, identification with 
the environment that facilitates “good adaptation” to the world without depth or inner 
life. Deutsch says that “if it is a woman, she seems to be the quintessence of feminine 
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devotion, imparted by her passivity and readiness for identification. The lack of real 
warmth brings such an emptiness and dullness to the emotional atmosphere that the 
man as a rule precipitously breaks off the relationship” [71].

The author described the “as if” personality “as showing a completely passive 
attitude to the environment with a highly plastic readiness to pick up signals from 
the outer world and to mold oneself and one’s behavior accordingly.” The level of 
superficiality that such patients showed, “It’s like the performance of an actor who 
is technically well trained but who lacks the necessary spark to make his imperson-
ations true to life. All their experiences can be based on identifications and… so 
many identifications that their conduct can appear erratic. They can be considered 
‘crazy’ by those who know them” [72].

Deutsch believes that the “as if” personalities represented a phase leading up to 
the onset of schizophrenia; they are not accepted forms of neurosis, and they are too 
well adjusted to reality to be called psychotic.

Hoch and Polatin used the concept “pseudoneurotic schizophrenia” to refer some 
patients who showed a deeper level of anxiety and a wider variety of symptoms 
than the neurotic. Like Deutsch’s, their patients were predominantly women. They 
describe patients whose symptoms include “ambivalence,” which is “not localized, 
but it is diffuse and widespread involving the patient’s aims, the social adaptation 
and sexual adjustment”; “polymorphous anxiety”; and a combination of the symp-
toms of neurosis that they call ‘pan-neurosis’ [73].

33.5.1.2  Lost Self
Yalom (in a work coauthored with his patient “Ginny Elkin”) [74] edited a book 
jointly produced, with both Yalom and Elkin writing the post-session reports. It was 
an agreement between them, and Elkin wrote the sessions as payment for therapy.

Yalom wrote: “because of her ego boundary blurring, her autism, her dream life, the 
inaccessibility of affect, most clinicians would affix to her a label of ‘schizoid’ or, per-
haps, ‘borderline’… in the group therapy sessions she’s ethereal…a haughty but self-
conscious amusement at the whole proceedings…never fully her energies, alternated 
between being someone who was extraordinary sensitive and reactive to others, to 
someone who simply was not there at all”. [74]

Elkin wrote: “…although I did occasional “great” work, I like nothing better than 
to be a human sundial, a curled up outdoor nap[...]my qualifications dripped like 
Dali’s watch, as I was tempted toward everything and nothing…I react to someone 
rather than act firs, they put me in a place, set my borders and limits…I know my 
problem has something to do with suspension of action and feeling…I just shop a lot 
of attitudes and feelings without buying any…I only pose, a model for my shadow, a 
shadow for my silhouette”.

In this case, we can see the mutable meaning of the borderline label, simultane-
ously close to, and different from, psychosis. It seems also the patient like a mar-
ginal presence that refuses to be integrated within the group, being inaccessible and 
placing herself out of the bounds of normality, without being declared psychotic. 
She is unable to get a fix on her desires and looks like she’s passively watching life 
pass, she’s unfocused, and passively respond to the needs of others [18].
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33.5.1.3  Repressed Self
Flax argues that, in some cases, the “core self” is split between an outward false self 
that conforms to the feminine role and repressed, an autonomous self that which 
expression is “forbidden” in contemporary Western culture. The borderline’s symp-
toms are expressions of confusions and contradictions faced by women as each of 
these parts of the self-fight for expression [18]. Jane Flax describes this duality of self 
in women:

My clinical experience and reading convince me that the repressed is gendered in the sense 
that women in our culture tend to repress distinctive aspects of the self which are bound up 
with autonomy and aggression. One dimension of what is repressed is women’s non- object 
related ambition and interest in exerting various sorts of mastery: interpersonal, intellec-
tual, or creative. Both men’s and women’s sense of gender and the self partially grow out of 
and are dependent upon the repression of women’s desire and ambition. Both genders 
maintain an active interest in forestalling or prohibiting the return of this repressed mate-
rial (Flax J. 1986. “Remembering the selves: is the repressed gendered?”. 

Michigan Quarterly Review 26: 92–110) [75].

Accordingly, Wirth-Cauchon say that the construction of the self as feminine cre-
ates a double bind; on one hand, they must suppress their “non-feminine” aspects: 
autonomy and aggression. On the other hand, they must disavow their feminine 
embodiment: “In order to be valuable persons worthy of self esteem, women must 
control the body and access to it. The world of thought and action is the world of 
men; to enter it women must leave their distinctively female bodies and sexuality 
‘outside’. One cannot be both sexual, embodied woman and an esteemed thinker 
and effective actor in the world” [18].

Flax argues that “in women, ‘social self’ predominate at the cost of the mutila-
tion or denial of the other selves, sometimes, the social self is the part of the self 
that women are usually praised for—it strives to satisfy the needs of others; it is 
capable of empathy; it desperately wants and needs interpersonal interactions… and 
one of the ‘repressed selves can be the ‘sexual self’” [75]. Flax pays attention into 
cultural prohibitions and repressions and their psychic and bodily costs for women 
(Bourdieu’s habitus).

33.5.1.4  Double Self
And in the opposite side, we can find the alternate personality who, continuing with 
the “sexual self,” for example, can perform sometimes the self-described before 
(more passive, reclusive, etc.) and in other times emerges like an alternate personal-
ity, seductive, dark, hypersensual, reproducing the cultural split between passive 
femininity and “forbidden” sexual autonomy, “the bitch” (with another voice, more 
authoritative, forceful). Yalom described the case of Marge in “Therapeutic 
Monogamy” [76] that illustrate an alternate personality with the previously men-
tioned features and where the split self can be understood as the embodiment or 
personification, in exaggerated form, of the dual image of women in Western per-
ception, a duality that makes the passive and subordinate self irreconcilable with the 
powerful, hypersensual and sexual, and self-assertive self. Those aspects are split 
off and embodied in another person.
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We can consider this as a rebellion of self against the imposition from the socio-
cultural environment (Bourdieu’s habitus) of the dichotomist identity of women. The 
ultimate revenge would be the reappropriation of hyperfemininity and the experi-
ence, in an integrated manner, the female body “in evidence,” the empowerment of 
the “perra” (“bitch”) [77].

33.5.1.5  Interrupted Self
Sometimes the patients give descriptions of depersonalization, numbness, and emp-
tiness. Susanna Kaysen, a woman who was hospitalized for nearly 2  years in 
McLean Psychiatric Hospital, describes some perceptions that contextualize on “the 
ever-shifting borderline that like all boundaries beckons and asks to be crossed.” 
Kaysen’s memoir uses some spatial metaphors to describe the blurred border 
between sanity and madness, naming the area of madness the “parallel universe”: 
“There are so many of them: worlds of the insane, the criminal, the crippled, the 
dying, perhaps of the dead as well. These worlds exist alongside this world and 
resemble it, but are not in it” [78]. She slips through one of the “perforations in the 
membrane between here and there.”

She also narrates an altered perception of herself and her own body, describing a 
profound alienation from her body and fight against a sense that she does not exist 
as a flesh-blood person. She bites and scratches the body (the hand) to “try to get 
to the bottom of this; I wanted to see that my hand was a normal human hand, with 
bones” [78].

Susanna describes her emptiness like a response to her lack of fit to the narrow 
roles society offered white middle-class privileged girls. The feelings of inadequacy 
(unfitness) mixed with her resistance to these roles. She describes that her madness 
is a form of resistance.

As far as I could see, life demanded skills I didn’t have. The result was chronic emptiness 
and boredom…Emptiness and boredom: what an understatement. What I felt was complete 
desolation. Desolation, despair and depression…

My ambition was to negate. The world, whether dense or hollow, provokes only my 
negations. When I was supposed to be awake, I was asleep; when I was supposed to speak, 
I was silent; when a pleasure offered itself to me, I avoided it. My hunger, my thirst, my 
loneliness and boredom and fear were all weapons aimed at my enemy, the world…All my 
integrity seemed to lie in saying ‘NO’, it was a very big NO-the biggest NO this side of 
suicide. [78]

33.6  At the Border: Dependency and Fear of Abandonment, 
Anger, and Regulation of Emotion

Locura es la lógica estúpida de la vigilia que insiste en
Que la identidad se sostiene a lo largo del tiempo y las desdichas.
Como si yo, sin vos, fuera la misma persona

(Madness is the stupid logic of wakefulness that insists that identity is sustained over 
time and misfortunes/ As if I, without you, were the same person) Free translation

Ana María Shua [79]
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Many of the symptoms listed in the BPD diagnosis are contents of the difficul-
ties that some individuals have in meeting their dependency needs and expressing 
their anger. Those are related to the difficulty tolerating aloneness, engaging in 
self-destructive behavior, and proneness to outbursts of rage. Many BPD symp-
toms are severe manifestations of the problems commonly reported by “normal” 
women [17].

33.6.1  Dependency and the Fear of Abandonment

The term dependent has been used in a variety of ways: “to describe a need state 
(longing, oral needs), an affective state (feelings of helplessness, neediness), and 
even a personality trait (passive-dependent). A fixation at the oral or dependent 
stage signifies a failure on the adult’s part to have attained maturity” [80]. Westkott 
points out, “ironically, female dependency is the developmental consequence of the 
historically created adult male dependence on women’s physical and emotional 
caretaking” [81].

Becker said that in a society in which many women encouraged “to suppress anger 
and placate those on whom they depend, it is not difficult to mistake social learning 
for intrapsychic phenomena and thereby to end up equating ‘over-dependency’ with 
mental illness” [17], in the same significance that the habitus of Bourdieu.

Stiver [80] differs dependency from the boundary confusions and fear of loss of 
self experienced by those whose wish to merge with another that results from a lack 
of cohesive self. The trend toward merger occurs not because of a failure to separate 
but because of an inability to remain connected with others while asserting a distinct 
sense of self [82]. “This constitutes, therefore, a failure of connectedness and not 
a failure of autonomy. Even if people define themselves in relation to others, they 
must have some sense of the ‘part’ they are in the relation to the ‘whole’ in order to 
achieve interdependence in relationship” [17].

The ability to make themselves known through the assertion of their needs is difficult for 
the individuals who feel themselves to be the most unworthy and the boundary between 
assertiveness and aggression may be particularly ill defined for women who do not feel they 
have the right to make demands to others, creating a predicament potentially fraught with 
anxiety and guilt. [83]

Sometimes, dependent patients bileeve that they are worthless and they mani-
fest this feeling hating the own body. They displace the real feeling to the body 
and build, in this way, their true self. Despite what they see as their real self, they 
compose another, idealized, self, made up of stereotypical and abstract feminine (or 
masculine) characteristics. In this way, they have unwittingly achieved the internal-
ization of culturally prescribed notions of femininity [17].

Karen Horney [84] said that a dependent woman literally lives “in the eyes of 
others,” concerned with how others respond to her and judge her, “watching others, 
watch her.” If she exists only in the eyes of others, she finds difficult to be alone; she 
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only has a self if she is interacting with others. For her, “being alone means both the 
loss of identity and the proof of being despicable, she may seek out the company of 
others with a compulsiveness that disregards their needs for privacy” (p. 160). Their 
vulnerability to criticism, disinterest from the others, or to disagreement makes any 
of these feel like an extreme attack. Because she is dependent on those who might 
mean her harm, her ability to discern harmful or abusive conditions is compro-
mised, and she deals with such conditions by alternating between accusing the other 
and accusing herself [84].

33.6.2  Anger

Golpeando la puerta
De la casa vacía
No para que me abran
Para escucharme llamado

(Knocking on the door/Of the empty house/Not for me to be opened/To hear me 
calling) Free Translation

Hugo Mújica

Dysregulated anger and its behavioral manifestations such as physical fights are 
among the defining BPD criteria [85].

Adolescent girls soon discover that expressing anger may expose them to criti-
cism and isolation. The experience of anger itself can bring with it a sense of sep-
arateness, difference, and aloneness [86]. Depending upon the strength of the 
inhibition against its direct expression, anger can take forms that range along a 
continuum, one pole of which is self-destructive behavior [81]. The suppression of 
anger results in both frustration and inaction, producing a sense of weakness and a 
lack of self-esteem—further contributing to a sense of unworthiness and inferiority 
that, in turn, generates more anger. Women often report feeling filled with unwar-
ranted, irrational anger, and although this description does not relay an accurate 
picture of their psychological situation, it is one “that the external world—so-called 
reality—is only too ready to confirm, because any anger is “too much anger in 
women.” Indeed, the risk of expressing can appear grave and disorganizing. All this 
can end in a kind of self-fulfilling prophecy” [87].

Aggression may be defined as any behavior directed toward another individual 
with the intention to cause harm [88]. Studies have repeatedly found more aggres-
sive responses in aggression scales in patients with BPD compared to healthy indi-
viduals [89]; however, the results of studies of gender differences in aggression 
among BPD patients have been inconsistent: some studies indicated that men are 
more aggressive and present higher level of impulsivity in comparison with women, 
while others did not find a difference; however, male and female BPD patients did 
not differ in their aggressive responses. Findings reporting more verbal aggression 
in female subjects scoring high on BPD traits than their male counterparts empha-
size the importance of differentiating between specific forms of aggression [33].
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Men with BPD are more likely to have comorbid narcissistic, antisocial, para-
noid, and schizotypal personality disorders, alcohol and substance use disorders, 
but less likely to have dependent and obsessive- compulsive personality disorders 
compared to women with BPD [33].

“Too much is made of ‘borderline’ anger and hostility, even though other emo-
tions—sadness, anxiety, panic, shame, guilt, humiliation, and fear- are present 
for ‘borderline’ women in great measure” (Linehan 1993) [24]. Whether much 
of what is considered “borderline” behavior is seen to be associated with anger 
seems to depend on who is doing the observing. “Inferring anger and aggression 
from “borderline” behavior rather than desperation and fear may well be related 
to the clinician” (Linehan 1993) [24]. Many women (and some men also) tend 
to express anxiety as a secondary elaboration of suppressed anger. When they 
are confronting situations that are genuinely angering, experience acute anxiety 
because they are not able to permit themselves to express the anger directly or 
because the suppression of anger has become so automatic that they cannot feel 
the anger at all [17].

We can see, in fact, that often women (or people around them) feel the necessity 
to justify their anger by the hormones in the premenstrual period, trying to deposit 
the cause in an external factor, biological (according the concept of “nature” own 
women in Bourdieu) because they do not feel with the right to be able to express 
this emotion as own, genuine.

Macaulay points out that the psychoanalytic and psychodynamic schools have 
long endorsed a view of angry women as women who have “identity problems are 
rejecting their proper sex role, are being poisoned by bottled-up anger, or are being 
destroyed by aggression turned inward-or all of these at once” [90].

33.6.3  Regulation of Emotion

In Linehan’s view, BPD is in the main, a disorder of emotional dysregulation, and 
most borderline behaviors stem either from attempts to regulate intense emotion or 
are the results of affect dysregulation. “Emotional dysregulation is both the problem 
the individual is trying to solve and the source of additional problems” [24]. Linehan’s 
theory of the etiology of BPD symptoms rests upon biological as well as social learn-
ing foundations; however, some authors defend that social learning, in itself, can help 
to create emotional vulnerability. Adaptation is a continuously transforming experi-
ence; faults of adaptation at one point affect how the individual adapts the next phase.

33.7  The Body Talks

Nichter proposed the concept “idiom of distress” in 1981 to refer to “socially and 
culturally resonant means of experiencing and expressing distress in local worlds.” 
“Idioms of distress communicate experiential states that lie on a trajectory from the 
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mildly stressful to depths of suffering that render individuals and groups incapable 
of functioning as productive members of society” [91].

The symptoms of each of the diseases (hysteria, anorexia, and bulimia and BPD) 
become, in itself, a text converted in a body. It’s attributed to the body an increased 
meaning in relation to the ideals that are projected on the women, with a social, 
economic, and political meaning (also emotional) that varies depending on the rules 
that determine the construction of gender in each historical period. In her analy-
sis of “female maladies” such hysteria, agoraphobia, and anorexia, Bordo suggests 
that the symptoms of these disorders may be read as literally of women’s social 
situation, the symptoms of these female maladies are politically symbolic: loss of 
mobility, loss of voice, inability to leave the home, feeding others while starving 
self, taking up space, and whittling down the space one’s body takes up, all have 
symbolic meaning, all have political meaning within the varying rules governing the 
historical construction of gender. Bordo argues that these women can be viewed as 
unconsciously protesting the constraints of gender roles through their bodies, rather 
than through verbal articulation. Their bodily symptoms therefore can be read as 
signs of women’s subjectivity and social position [66]. Romanyshyn provides a 
perspective for an interpretive reading of symptoms as signs of culturally excluded 
meanings, symptoms are carriers that the dominant culture would deny or repress. 
“A symptom as a way of ignoring or forgetting something is also a way of preserv-
ing or remembering it” [92].

Describing the feminine disorders such as post-traumatic stress disorder, 
anorexia-bulimia, and borderline personality disorder, Griggers reads them as 
exaggerated signs of a more widespread social dysfunction. The author focuses 
in particular on dissociation, a common symptom in borderline personality dis-
order. Griggers’ dissociation in women signifies not simply individual women’s 
suppressed memories, but the suppression and denial of historical memories 
of a circulating social violence. The symptomatic resurfacing of these memo-
ries in the form of numbness, states of depersonalization, or self-mutilation is 
frequently managed through psychopharmacology that aids in viewing such 
symptomatic memories as only individual rather than social in origin. Griggers’ 
cultural analysis helps to reconnect these individual women’s symptoms to their 
social sources [93].

The symptoms that come to be commonly grouped together under the borderline 
label-fragmented or unstable identity, feelings of emptiness or numbness, deper-
sonalization, and self-mutilation may be meaningfully understood as exaggerated 
or extreme forms of some of the cultural contradictions of gender in late modern 
society, as fault lines of a cultural order in which the contradictions are visible in the 
moment of breakdown of the feminine subject.

People may find their “efforts to be heard and truly listened to intensely frustrat-
ing when the other person seems emotionally impervious. The result is often an 
escalation of intense feelings with increased loss of focus and diffusion of intense 
affective expression” [80].
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33.7.1  Self-Destructiveness

*(To complete the information in this section we recommend you to consult the 
chapter “Live instinct and gender”).

33.7.1.1  Self-Injury
Es quitar costra
Tras costra sobre nunca
Sangrar
Es rasguñar espejos
Con las uñas mordidas
¿por qué creerme más mi sangre
Que mis dedos?

Hugo Mújica

How do you feel? Alive. Real. Calm. Satisfied. You smear the blood around. It’s sick, but the 
blood feels real, feels human, feels good! At the same time, you feel the pain, you deserve 
the pain. You tell some people. They say you are manipulative, attention seeking. You believe 
it. Only serves to make you feel worse. Some people think you’re sick, you’re weird. One or 
two may understand, but they’re still wary, still shocked by it. Some think you are suicidal. 
You’re not. [94]

The anthropological theory of the body discussed the self-injury from two theo-
retical frameworks:

 (a) Outside-in theories (the body in the context of the culture): Interpreting the 
symbolic meaning of the self-injury into the paradigm within the body as a 
metaphor for the paradigm in which the body is the metaphor of the 
body-self-social.

 (b) Inside-out theories (the body as subject—perceived): incorporating the emo-
tional dimension (phenomenological) [95].

The self-injuries have relation with three concepts:

 (a) The embodied self.
 (b) Embodied emotions.
 (c) Objectified body.

Many people diagnosed as having BPD drink too much, shop too much, have 
eating problems, and/or engage in sexually promiscuous behavior; these behaviors 
are more likely to be viewed as variants of “normal” behaviors, whereas cutting, 
burning one’s skin, or trying to kill oneself are not [17].

Self-injurious behavior (SIB) may take the form of self-mutilation through cutting, burning, 
or others; risk-taking behavior that could lead to self-harm; impulsivity in the form of sub-
stance or food abuse; or suicide attempts, etc.…the different forms of self-injury, chronic 
self-mutilation is unarguably the behavior most readily recognized as “borderline,” even 
though it is by no means restricted to the borderline patient [96].
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SIB can become a central means by which borderline clients give expression 
to separation/abandonment conflicts [97] and relieve the cumulative tensions aris-
ing from the struggle for expression of anger and other emotional needs [96, 98]. 
Cutting the body may be conceived of literally as making an opening through 
anger, tensions, and anxiety, and a sense of badness can escape. These emotions, 
“often accompanied by feelings of powerlessness,” affect an individual’s sense of 
“stability and well-being and may create the sensation of an impending bodily 
explosion” [96].

Frequently, we can find that the BPD’s behavior is interpreted as “manipulative” 
and “attention-getting”; the patient him/herself not perceive it that way. The sense 
that many borderline patients have that their pain is worse than anyone else’s may 
well be justified. The individual believes that no one cares to know the trouble, as 
no one has cared in the past; and, on the other hand, the patients believe that no one 
can ever know the trouble because others have never felt anything like the pain that 
they have experienced.

For women at the border—and we also include here some men (on all gay people), tran-
sexuals, intersexuals, etc.—the sense that no one can comprehend the extent and intensity 
of her suffering is an understandable consequence of the sense of never having been known. 
The patients are saying to those around them, not ‘I want you to suffer as I have suffered,’ 
but ‘it is through my pain you shall know me’. [17]

33.7.2  Suicide

Patients with BPD are at high risk for suicide attempts and completed suicide [99]. 
Suicide attempts occur in up to 75% of patients with BPD, and up to 10% commit 
suicide, a rate almost 50 times greater than in the general population [99]. In DSM-
5, BPD is the only personality disorder with suicidal or self-injurious behavior 
explicitly included in the diagnostic criteria [6]. BPD has been shown to have 
greater associations with suicidal behavior than major depressive disorder, another 
psychiatric disorder with a suicide-related criterion [99]. Some authors found that 
there is a trend toward higher maximum lethality of suicide attempts in men suicide 
attempters compared with women suicide attempters but not difference between 
men and women with regard to the proportion of suicide attempters or the number 
of suicide attempts [99].

Susanna Kaysen describes how the lack of place and position in the society/life 
and her feelings of desolation led to a suicide attempt prior to her hospitalization. 
She explains her act as a war between aspects of herself. She took 50 aspirin and 
passed out in a supermarket in front of the meat counter, and she describes her sub-
jectivity like the meat at the meat counter [18], “bruised, bleeding, and imprisoned 
in a tight wrapping. I wanted to get rid of a certain aspect of my character. I was 
performing a kind of self-abortion with those aspirin.” After having her stomach 
pumped, she feels she has succeeded, if only temporarily: “I felt good, I wasn’t 
dead, yet something was dead” [78]. She tried to kill the fragmented site of self that 
its existence is unbearable.
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Van der Kolk considers that suicide attempts by “borderlines” may well be 
guided by interpersonal communications, whereas cutting primarily serves to regu-
late interwork emotional states [100]. According to Linehan, parasuicidal behaviors 
constitute an attempt, albeit a maladaptive one, to gain control over unbearably 
painful, overwhelming negative affect. From the point of view of patients, “suicidal 
behavior is a reflection of serious at times frantic suicide ideation and ambiva-
lence over whether to continue life or not. Although the patients’ communication of 
extreme ideas or enactment of extreme behaviors may be accompanied by the desire 
to be rescued by the persons they are communicating with, this does not necessar-
ily mean that they are acting in this manner in order to get help. Function does not 
prove intention” [24].

33.8  Reflection

Dana Becker argues that the borderline diagnosis has been “feminized” and that 
borderline personality disorder has become a new “female malady” for the late 
twentieth century [17]. We would like to add that today is not only a diagnosis femi-
nized but that someone who plays at the edges of the neutral, universal “subject” is 
at risk of being labeled.

As we have already referred in the text, in Western representational systems 
stands the humanistic vision of identity as a “generic, neutral, universal ‘Subject’” 
[62, 64], based on a “masculine-type” construction. Many authors believe that the 
women are represented as “Other” to this ideal of the universal subject. But not only 
the women are represented in this Other but anyone who does not meet or identify 
with that ideal of “Subject.”

There is a crucial debate about the intersection of the criticism of the obligatory 
heterosexuality and the rules on the able bodied and the ableism [101]. The ableism 
is based on the belief that some capacities are inherently more valuable, and those 
who possess them are “better” than the other, is based also in the fact that there are 
a few bodies able to and others do not, some people who have functional disability 
and others who lack it. Ableism remarks that this division is sharp [102]. This “able-
ism” is composed by a medicalized notion of the “normal body” and a normative 
pattern of beauty that is central in our Western society. Many voices draw attention 
on the parallels of critical theories on the functional diversity (crip theory) and its 
equivalent on sexuality (queer theory) that served to understand that sexuality or 
the functional diversity issues are not natural, or biological, but extremely rooted in 
cultural values and are a product of specific historical moments.

Crip theory emerges after a long struggle against the injustices experienced by 
people who are regarded as “second class” or located in the margins. Crip is a col-
loquial expression that is used to designate a person who has a disability and may 
not use any of its members. Crip is used also to designate someone who presents 
an important limitation in a particular area. Queer theory is based on the concept of 
gender as a social construction, cultural, and historic manufacturing that would not 
be determined by a truth or a substrate either natural or ontological.
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The nexus between these theories is that both show that there are subjects with 
functional diversity and/or with nonnormative sexualities that have a historical leg-
acy of pathologization, subjects who need medical or legal monitoring and need 
recognition of the society to be accepted as “people.” They also have a historical 
path by which they have been considered “sinful subjects,” demonic or defective, 
comparable to the conception of witchcraft to women that we have already referred 
in the text.

We consider interesting the contributions of the queer and crip theories because 
they appeal to look more in the dominant social norms, denouncing the inextricable 
links of power they submitted to people and not so much in the “acceptation” of the 
subjects that break these rules (voluntarily or involuntarily). Their goal is not seek-
ing to be accepted or assimilated by a mainstream society; the goal is posing serious 
challenges to the notions of normality or tolerance, which we consider essential in 
terms of gender aspects (and others also).

DSM-5 says that to diagnose BPD, it is necessary to fulfill the “impairment in 
identity” criteria. If my identity is not in keeping with the “ideal and universal sub-
ject,” if I feel myself on the margin, who am I? Where is my essence? In this “sing-
ing out of tune” comes the confusion and the feeling of emptiness. At the same 
time, we can put in question the items and diagnosis of gender dysphoria or gender 
identity disorder. The need for people on the fringes is given by this need to benefit 
in a society where difference is institutionally rejected.

The diagnosis of BPD itself offers etiological closure, severing the causal link 
with trauma and abuse. The patients are now distressed (and “difficult”) because 
they have BPD, rather than the behaviors associated with BPD being the result of 
oppression and abuse. Words such as “disorder” have the power to obstruct further 
understanding and can in themselves shape thought and practice. Diagnosing BPD 
positions the diagnosed as “other” in their distress and difficult the recognition of 
the role of context. Thus, the rapid rise in the diagnostic prevalence of BPD repre-
sents sometimes a shift from a limited recognition of the extent and impact of the 
trauma associated with sexual or physical abuse, to a widespread acceptance of an 
individualizing and pathologizing model of mental distress which conceals sexual 
abuse by focusing on categorizing, blaming, and “treating” the survivors. If we con-
tinue to define distress as symptoms of psychiatric illness rather than as a “realistic 
response to an unacceptable reality,” we continue to deny the agency of people who 
have already been abused and silenced; we also deny ourselves the possibility of 
constructing a more acceptable life/reality. “Me and a gun and a man On my back 
But I haven’t seen Barbados So I must get out of this” sings the artist Tori Amos 
describing an episode in which she was raped. There have been admirers but also 
much negative criticism of her exposure, being accused as indecent by the fact to 
make it public.

It’s possible that it is not by chance the rise of new technologies and the possibil-
ity to live “alternative-lives” on line. The aseptic space of the virtual world offers 
the possibility to live other identities expropriated in real life claiming a space that 
has been denied.
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Anyway, we want to point the increase, in recent years, of the scientific literature 
studying the gender (and not only sex) differences in BPD, showing greater initia-
tive and sensitivity for the relevance of the incorporation of the gender perspective 
in the study of this field.

The survival instinct warns us that we cannot be satisfied with a simple definition or with a 
limited vision of our individuality.

de Lauretis, T [103]
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Abstract
Gender seems to be a nuclear issue in the diagnosis and treatment of somatomor-
phic disorders. It is well known that the categorization of these disorders has some 
controversy. On one hand, this controversy shows the limitation of the mind-body 
dual model which underlies the western medical thinking, in some way overlook-
ing that pain and corporal awareness are not divided from the subjective experi-
ence of self. This group of mental disorders has suffered several modifications as 
shown at the different editions of the Diagnostic and Statistical Manual of Mental 
Diseases (DSM) although its validity and gender neutrality are still inconclusive. 
Firstly, in this chapter we analyze gender perspective related to somatization and 
in particular the somatoform disorder classification. Secondly, we describe 
somatoform disorders as in the classic terminology considering the new definition 
proposed in the last edition of DSM. Nevertheless, it is not clear that these new 
diagnostic criteria for somatoform disorders have reached gender neutrality.

34.1  Introduction

The somatomorphic disorder group represents one of the groups which has changed 
the most in their classification system for mental illnesses [1, 2].
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What this group of disorders has in common is the presence of physical symp-
toms with no medical explanation (also known as somatic symptoms); concerns for 
these symptoms and the illness behavior include medical consultation and sanitary 
resource consumption.

Symptoms with no medical explanation (or somatization) or the excessive con-
cern for the symptoms frequently present a clinical problem which accounts for half 
of all the primary consultations [3]. However categorization of these disorders has 
some controversy. On the one hand, this controversy shows the limitation of the 
mind-body dual model which underlies the western medical thinking, in some way 
overlooking that pain and corporal awareness are not divided from the subjective 
experience of self [4]. On the other hand, from the beginning of the proposal as a 
psychiatric diagnosis, a great variability in expressions and frequency has been 
observed depending on the cultural and social group. In western culture, except the 
hypochondriac and dysmorphic body disorders, it comes to attention that there is a 
high prevalence of women with disorders compared to men. Beyond specific sexual 
somatic symptoms, these differences clearly question gender disorder neutrality.

34.2  Gender and Somatization

The term “gender,” introduced in the 1950s by Money, is not equivalent to sex. 
However, it is very frequent that medical literature uses gender and sex as equals 
[5]. Gender refers to self-representation of people as man or woman, psychosocial 
representations of living like a man or a woman. It includes biological, psychologi-
cal, and social aspects as well as their complexities, so it actually is a distinctive 
feature. A person’s sex is genetically determined in the moment of conception and 
is not a question of choice. However, the way a man or a woman lives in the gender 
assigned can act in many and different directions [6]. Gender can affect virtually all 
aspects in psychopathology, including prevalence of mental illness, symptom 
expressions, the course of the illness, the different ways patients search for help, and 
the response to treatment.

In this way, gender is the result of a complex process of interaction between 
genome and environment, interaction that takes place during the different phases of 
development and peaks with the expression of a particular phenotype, which 
includes the individuals’ conduct characteristics [7].

Based on the reproductive capacity of women, sexual division was established 
within human activities, as well as demands and expectations of society regarding 
the subjects by sex. According to the dominant interpretation of sexual difference, it 
is considered that because women are those who have the pregnancy capacity, par-
enting and looking after the household are tasks specifically for them. According to 
this notion, women are conceived as a “beings for others” [8]. The psyche of women 
is then influenced by symbolic and material prodigality; this assignment builds a 
symbolic and material space whose referent is the household, the private space.

If we go back to a more psychoanalytical perspective as a way of a woman 
expressing her somatic symptoms compared to men, we find there is an early 
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attachment of women to their mother which establishes the sense of herself based 
on the connection and fusion with each other. In women, attachment is carried over 
to the husband; this fact can originate a higher level of responsibility that women 
show in marriage commitments and are more affected by family ties damages.

All these factors create a feminine identity generally characterized by subjectiv-
ity, subordination, fear, weakness, and dependence. This is translated into body 
expression with discomfort, showing somatization, pain, and conversion. As a dis-
pleasure for not agreeing with what has been imposed for years, the inability to 
rebel against or deny the wish for domestic life of motherhood.

Although males have been provided with greater possibilities of self-realization 
and enjoy sexual and labor advantages, this can imply certain health risks. Males 
build their identity in opposition to the feminine; the first reference with who they 
interact is their mother, and through her they enter the symbolic world.

Male behavior supposed as essential is configured through defensive maneuvers, 
which include aggressiveness, competitiveness, independence, and attachment to 
external reality. This set of attributes also includes more security, decisiveness, 
domain and protective with the weak, more physical strength, “adventurous spirit,” 
“less responsibility with family commitments, and more experimentation” [9, 10].

Although it is being modified, women’s social recognition is still restricted to 
domestic and family ambience. The male identifying process is modulated by social 
demands which include economic success and public recognition. Feminine charac-
ter delimited by a greater internalization of women and the devaluation of their 
concerns by themselves can lead them easily to failure and sadness, and with this 
would come somatizations which are so often associated to a low mood [11]. Social 
and employment situations for women in Europe have been modified very signifi-
cantly in the last years, as well as coexistence, because demographic and sanitary 
changes occurred (increase of chronic diseases and life expectancy). This new scen-
ery has made institutions implement diverse public policies around the so-called 
family and work conciliation [12].

Historical data leaves no doubt: three quarters of caring is done by families and, 
within them, a similar proportion by adult women [13]. Nowadays, caring is an 
absolutely gendered task, and it is an activity which is not well seen or socially 
recognized. It is assumed that women for the virtue of being have the abilities and 
knowledge needed to be a caregiver; additionally this task remains private, so it 
makes it difficult to be recognized. In addition, the high affective and moral burden 
of the caregiver’s job makes it even more difficult to have the right to complain and 
high chances of developing somatic patterns as the only way of expression.

34.3  Gender Dysphoria and Somatization

As it was previously said, femininity is related to emotion and vulnerability, and 
masculinity is identified with toughness and physical violence. There are situations 
where individual’s gender identity doesn’t fit with this role, so the individual feels 
more identified with the other gender identity instead of feeling identified with 
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pre- assigned gender identity based on strict biological criteria. In these cases we can 
talk about gender dysphoria just like it is specified in the DSM V:

• Marked incongruity between born sex and felt gender identity (opposite sex 
identification) during the past 6 months.

• Significant clinical discomfort or functional impairment as a result of this 
incongruity.

Transsexuals, as any other person living in the same culture and society, come 
into being as from his sex. As women and men living in their assigned biological 
and coincidently felt gender identity, transsexuals feel a different gender identity 
that cannot be somatized as long as their real body doesn’t correspond with the felt 
body, that is to say with the sex which will correspond to this identity [14].

Due to these feelings, transsexuals feel an intense desire to live and to be accepted 
as a member of the gender opposite to the given biological sex, so it is usual that 
they request to modify their bodies, whether with hormone therapies or surgical 
methods in order to adjust it to the felt and desired gender [15].

Although existing data of mental disorders and gender dysphoria are disparate, it 
is probably that transsexuals hold a higher prevalence of psychiatric symptoms, 
mainly due to the rooted social discrimination pattern, isolation, and occupational 
problems whom they are exposed to [16]. As it has been verified in diverse studies 
[17, 18], transsexuals who have the possibility of carrying out sexual reassignment 
treatments as well as being emotionally supported by their families, especially by 
the mother, show a lower level of risk behaviors and psychopathological symptoms, 
whether before or after treatment. Instead, parents who react in a blaming way 
increase the preexisting vulnerability of suffering depressive episodes as well as 
suicide attempts [19].

On the other hand, there are many authors who assert that the gender dysphoria 
itself produces more comorbidity with personality disorders (narcissistic, antisocial, 
and border line), depressive disorders, anxiety disorders, psychosomatic disorders, 
schizophrenia, self-destructive behaviors, and substance abuse disorders [20–22].

34.4  Gender Differences in Somatic Disorder Classification

Almost from the beginning of the proposal as a somatomorphic disorder diagnosis, 
somatic disorder in particular, the gender issue has been present as a subject of 
debate.

Except hypochondria and body dysmorphic disorder, the somatomorphic disor-
ders (in its new name, somatic symptom disorder) have a ten times higher preva-
lence in women.

Neutral gender diagnose criteria for men and women are identical, assuming 
they are equally valid for both sexes. This option is used in almost all sets of DSM- 
IV- TR diagnose criteria, except a few. The problem with this option occurs when 
there is a gender slant when a diagnosis is applied wrongly more frequently to one 
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sex or the other. The huge difficulty of developing criteria with gender neutrality 
with a similar validity arises in the DSM V.

One of the most clear examples is found in the somatomorphic disorders. 
Diagnose criteria contemplated in the DSM III included 37 somatic symptoms orga-
nized in seven different categories, one of which was called “reproductive symp-
toms of women” and included painful, irregular, and intense bleeding during 
menstruation and intense vomiting during pregnancy. These criteria cannot be con-
sidered with gender neutrality because they can only be used for somatic disorder 
diagnose for women. Surely, they cannot be equally applied to men, and neither are 
they valid for disorder diagnosing in men. The DSM II points out that somatic dis-
order “is usually not diagnosed in men,” but this rate differential in sexual preva-
lence could be partially due to the lack of diagnose criteria with gender neutrality.

After DSM III being published, Cloninger et al. [23] pointed out that the diag-
nostic threshold should have been reduced to approximately 8 of 37 diagnose crite-
ria, in order to equate the somatic disorder prevalence (according to DSM III 
criteria) in men and women. However, it is not made clear if the use of a set of cri-
teria that establishes an equal prevalence in men and women would be valid for a 
disorder that may actually be more frequent in women than in men [24].

In DSM IV contemplation of exclusive symptoms in women persists (menstrual 
irregularity, excessive hemorrhage during menstruation, and vomiting throughout 
pregnancy), although in this case, they are compensated by specific male symptoms 
(erectile dysfunction or ejaculation) under the “sexual symptom” requirement. 
Nonetheless, we still do not know if symptom example inclusions of men compen-
sate feminine clinic pattern. Additionally if specific symptoms in women, before 
mentioned, are important and valid clinical symptoms in respect to women’s somatic 
disorder, eliminating them in order to reach “gender neutrality” could be 
problematic.

Another core issue is if women somatize more than men [25]. And if it is so, 
why? Indeed, women present more somatic symptoms and more intense than men. 
The previous editions of DSM have supported the diagnosis in itself of somatic 
symptoms and symptom number and also the illness behavior toward themselves. 
DSM V, on the contrary, abandons this approach and highlights the psychological 
component of physical sensations (feelings, thoughts, and behaviors). Despite the 
changes, some factors which contribute to the gender differences of somatic symp-
toms and the illness behavior are not yet considered. Below are a number of factors 
related with somatization which could contribute to gender differences [26–28]:

• Etiological factors:
 – History of sexual abuse during childhood and/or current sexual abuse: in both 

cases incidence is higher in women.
 – Biological differences: differences in nociception and autonomous physiolog-

ical response to pain.
• Assessment and appraisal of corporal sensations:

 – Tendency in women to a higher somatic awareness.
 – Women have greater recall of prior symptoms.
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• Social roles:
 – Greater stoicism in men.
 – Greater recognition of discomfort in women.

• Comorbidity with other psychiatric disorders:
 – Association of anxiety and depression, both more frequent in women.

• Bias in gender:
 – Gender bias in research.
 – Gender bias in clinical practice.

In fact, DSM V edition proposes a new denomination for the majority of them 
(Table 34.1).

Factors which increase risks of suffering unexplainable somatic symptoms—
with the exception of the hypochondriac disorder—include being a woman, young, 
different race to white, low cultural level, and low level of income [29, 30].

The DSM V proposes a change in the somatomorphic disorder diagnosis to 
somatic symptoms and related disorders. It defines them more as a somatic symp-
tom which generates distress and anxiety and/or ends up disturbing everyday life. 
This must be associated to thoughts, feelings, or behaviors involving symptoms or 
health condition. It becomes chronic after 6 months.

Somatization, hypochondria, pain, and somatomorphic undifferentiated disor-
ders are deleted from DSM V. Somatization and somatomorphic undifferentiated 
disorders are combined to become somatic disorder symptoms, which do not need 
a specific number of somatic symptoms. In the DSM V, people with chronic pain 
can be diagnosed as disorder of somatic symptoms with predominant pain or as 
psychological factors which affect other medical conditions. Finally, it proposes 
somatic symptom predominance, anxious or painful, the hypochondria is renamed 
as anxiety disorder due to illness, and conversion disorder becomes neurological 
function disorder.

Table 34.1 Changes in the denomination and location of the somatoform disorders in the last two 
DSM editions

DSM IV DSM V
Somatomorphic disorders
    − Somatization disorder.
    −  Undifferentiated somatoform 

disorder.
    − Pain disorder.
    − Hypochondriasis disorder.

Somatic symptom and related disorders
    − Somatic symptom disorder.
    − Illness anxiety disorder.

Conversion disorder Conversion disorder (functional neurological symptom 
disorder)

Body dysmorphic disorder
Psychological factors affecting other medical 
conditions

Factitious disorder Factitious disorder
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The consequence of accepting that the somatic symptom disorder is a clear 
example of the interaction between somatic and mental factors is to take it out from 
the mental illness catalogue, so out from the DSM V. This implication has been 
assumed by the group “psychological factors affecting other medical illness.” This 
group collects those well-known psychological variables (stress, coping strategies, 
beliefs, values, social support) that have not only a negative influence in the devel-
oping of medical illness as gathered in the DSM V but also positive, as it might be 
shown as well. It is formally incongruous to consider this group of factors which 
have influence in an illness as a disorder due to the fact that it is normal that these 
have impact in the course of mental and physical conditions, but do not conform a 
morbid entity by themselves [31].

As a conclusion we could say that these disorders share a common feature: the 
great importance of the somatic symptoms associated with significant anguish and 
impairment. Whereas non-explicated medical symptoms were an essential feature 
in many DSM IV disorders, the diagnosis of somatic symptoms nowadays does not 
require that these symptoms are clinically unaccountable or, in other words, they 
can be associated or not to another medical condition [2].

34.5  Somatic Symptom Disorders and Related Disorders

From an etiologic point of view, the first explanatory theories came out from Janet 
and Freud, showing up the etiological role of psychopathology in psychic trauma. A 
corporal symptom is meant to be the expression of a concomitant mental discom-
fort. As long as we cannot solve the mental conflict, our attention focuses on a 
physic disturbance that can either appear simultaneously or already existed in a 
subclinical way [32].

When we work exclusively with a biomedical model, somatization is usually the 
final outcome of a long process of discard, being frustrating to either doctors or 
patients. This model can be synthesized as a directive one, focused on the medical 
vision, and addressed to the adaptation of the patient to its condition leaving aside 
the context, as well as sex and of course cultural, social, and gender factors.

However, if we consider the biopsychosocial model, the etiology of these symp-
toms can be explained by a complex interaction of different factor perspectives 
which probably enriches the picture [33]. In this model we find predisposing, pre-
cipitant, and perpetuating factors which allow us to know why a patient shows these 
symptoms in order to look for the correct therapeutic tools to implement an effective 
treatment.

Lifestyles, learning and beliefs, and personality traits, such as histrionic in 
women, antisocial in men, and dependent in both, are considered to be predisposing 
factors. It has to be pointed out that these patients decline to attribute their symp-
toms to psychologic causes, being showed as a very strong fact that produces frus-
tration and bewilderment in doctors and provokes rejection in patients [34, 35].

Feminist tendencies talk systematically about complaints and discomfort: 
“somatic complaints, psychological discomfort, discomfort symptoms” in the 
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psychoanalytic sense of discomfort within the culture. Discomfort in women is 
defined as “A subjective feeling of psychic suffering that cannot be found in the 
classical criteria of illness, but corresponds to psychosocial conflicts.” “Suffering 
that cannot be decoded and expressed with words, which appears in the body as a 
wrong defined and indemonstrable organic cause symptom” [36].

The observation of causal, associated, predisposing, and protector factors is 
based on an explicative central nucleus which is the oppression exerted to women 
due to its subordinated social condition, analyzing the different shapes on the way 
that deprivation of social and familiar power is manifested. Biomedical feminism 
adds to the general stress factors such as violence, continued abuse, and childhood 
abuses in the personal record of women suffering from somatic syndromes. Also 
they add the historical and socioeconomic context in which women live, incorporat-
ing social gender factors: marital status, multiple roles, being a small child mother, 
and salaried job. Likewise, many protective gender factors have been detected, such 
as women empowerment through autonomy and event life control, access to mate-
rial resources, and environment support [37, 38].

34.6  Conversion Disorder (Functional Neurological  
Symptom Disorder)

Somatic symptoms are contemplated as a kind of psychological defense that have 
the objective of diminishing intrapsychic pain [39]. This mechanism is known as the 
“primary gain” [40] that searches the restoration of the psychological balance redi-
recting the attention to the symptoms. The real problem (origin of the psychic insta-
bility) gets automatically blocked, or it is partially experimented without being 
registered by the conscience.

Once it comes out, the symptom can be used in a conscious or unconscious way 
with the purpose of obtaining interpersonal benefits for the ill individual. This is 
known as “secondary gain” [40].

In the conversion disorder, “primary gain” appears to be nonconscious, and con-
sequently, emergent symptoms are perceived as a nondesired alteration by the 
patient. The patients then feel its own illness. They don’t have enough conscience of 
the intrapsychic conflict that causes the symptoms, neither that their symptoms are 
not caused by a medical condition. However, the specific shape in which the symp-
toms are manifested reflects the convictions of the patient about the way in which 
this illness should come out.

Historically referred to hysterical neurosis of conversion. The essential charac-
teristic of conversion disorder is the presence of symptoms or deficits that affect the 
motor or sensory functions and which suggest a neurological disorder or any other 
medical illness. Conversion symptoms are related to voluntary or sensory motor 
activity and therefore are called “pseudo neurological.” Typical motor symptoms 
are disturbances of coordination and balance, paralysis or localized muscle weak-
ness, localized hoarseness, difficulty swallowing, sensation of lump in the throat, 
and urinary retention. The sensory-type symptoms tend to be loss of touch and 
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painful sensitivity, diplopia, blindness, deafness, and hallucinations. Crisis or sei-
zures may also occur. The less medical knowledge the patient has, the more implau-
sible are his referring symptoms. Individuals with symptoms of conversion may 
manifest the belle indifference (a relative lack of concern about the nature or the 
implications of the symptoms) or present attitudes of dramatic or histrionic type. 
Due to the easy suggestibility of these individuals, their symptoms may be modified 
or may disappear according to external stimuli, however keeping in mind that this is 
not specific to conversion disorder and that it can occur in different medical dis-
eases. It is common for symptoms to appear after a situation of extreme psychoso-
cial stress.

In other clinical pictures, various specific somatic syndromes have been described 
that are defined by somatic symptoms; these are part of entities such as fibromyal-
gia, irritable bowel syndrome, or chronic fatigue syndrome. Most of these syn-
dromes occur more frequently in women than in men [41]. Primary care studies 
have found that several of these syndromes are associated with symptoms of anxiety 
and depression [42].

34.7  Factitious Disorders

The simulation of an illness already appears in antique texts. In the second century, 
Galeno collected a register of self-inflicted or simulated symptoms. In 1938, a 
British psychiatrist, called Hector Gavin, pointed out in his work “On feigned and 
factious disorders” that in most of the cases, the single motivation for this kind of 
patients was to inspire compassion.

The term “Munchausen syndrome” was used for the first time in 1951 by a 
British psychiatrist called Asher. The choice of the term was based on the existing 
similarity between the pilgrimages and the elaborations of these patients and the 
fantastic anecdotes and travels attributed to Baron Munchaüsen (1720–1797) 
reflected in the chronicles translated to the English language by Rudolf Erich Raspe, 
German writer, in “Baron Münchausen’s Narrative of his Marvellous travels and 
Campaigns in Russia” (1786).

Factitious disorders are characterized by a voluntary production or faking of 
physical or psychological symptoms repeatedly and consistently in the absence of 
disorder, disease, or somatic or mental incapacity and without justifying this 
behavior by the presence of external incentives (or of secondary gain). In facti-
tious disorders the production of diseases or injury is intentional and conscious, 
but the real motivation is unconscious and often involves the need to become 
“patients” and thus be cared for by the health team. However, it should be acknowl-
edged that the presence of factitious signs or symptoms does not imply the absence 
of real disorders. In fact, factitious disorders are related to serious personality 
disorders.

Factitious disorders are more frequent in middle-aged women, except the 
Munchausen syndrome which is typical in males. Confusion with denominations 
exists. Often, Munchausen syndrome appears as a synonym for factitious disorder, 
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which is wrong. Munchausen syndrome is a subtype of a factitious disorder, the 
most common and serious, and is characterized by the predominant production of 
physical signs and symptoms in middle-aged males, which are often unemployed, 
unmarried, and uprooted from their families, often wandering from hospital to hos-
pital or from city to city, sometimes with a history of psychotic behavior and of 
toxic abuse, multi-systemic complaints, and history of voluntary medical dis-
charges [43].

Factitious disorders occur in women (in a 3:1 ratio in regard to males), between 
20 and 40 years of age, they usually develop a profession in the healthcare area 
(around 50%), and with greater family rooting and without behaviors of pilgrim-
age, complaints centered on a single system, minor history of hospitalizations, 
and having personalities with immature, dependent, hypochondriac, and passive 
traits.

It is important to contradistinguish factitious disorder from simulation, which is 
described as the deliberate production of physical symptoms in order to obtain a 
personal and obvious gain [2]. The simulator patient consciously decides to feign an 
illness. The underlying motivation is conscious as well, and it’s directed to avoid 
noxious consequences as well as to receive nondeserved benefits [44, 45]. Simulators 
know that they are pretending to be ill. Simulated signs and symptoms are ideo-
genic, in the sense that they represent the patient idea of how this illness should 
come out. The somatic presentation of the simulation is hard to be distinguished 
from the one seen in the somatizer patient [46].

The Munchausen syndrome by proxy (MSbP) is a variant of Munchausen syn-
drome, described for the first time by the pediatrician Roy Meadow in 1977; it is the 
parent or caregiver the one simulating or deliberately generating symptoms or signs 
of disease in a dependent child, thus causing tests and unnecessary and potentially 
harmful treatments, making the child a mere victim.

The Munchausen syndrome by proxy (MSbP) is a particular form of child abuse, 
the severity of which lies in its high morbidity and mortality, difficult diagnosis, and 
subsequent management.

The majority of people who suffer from this syndrome are young married women. 
They present themselves to others as mothers concerned about their children’s well- 
being and dedicated to them, but when they are alone with the children, they show 
little interest to them and hardly acknowledge them. They have an intense need to 
get involved with medical personnel and hospitals and use their children to obtain 
these contacts. Many authors [47] argue that in one third of the mothers, there is a 
history of factitious disorders.

Their association with personality disorders, primarily with the histrionic and 
borderline, as well as having eating disorders is common [48].

The approach is highly complicated and should be multidisciplinary, since the 
child must be separated from the mother, but with the risk that if she feels she’s been 
discovered, she could run away with the child. The mother usually does not cooper-
ate, and with respect to the child, tracking should be done to him since he runs the 
risk of suffering a factitious disorder in adulthood [47].
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Abstract
Little is known yet about gender-related differences among pathological gamblers 
in clinical samples because available data on the etiology and treatment of patho-
logical gambling (PG) have involved predominantly male patients. However, sig-
nificant gender differences exist in the clinical presentation of pathological 
gambling. Female gamblers are older than men and more likely to be divorced or 
widowed and to have a lower annual income. Women became more dependent on 
bingo and men on slot machines. Gambling motivation and the course of illness 
for both sexes are also different. Female gamblers are more anxious and with a 
poorer self-esteem than male gamblers and more affected by depressive symp-
toms; in turn, men are more impulsive and higher sensation seekers than women 
and more affected by drug/alcohol abuse. The 70% of female gamblers reported 
being victims of intimate partner violence. There are no gender differences about 
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the motivation for treatment. Future research should examine gambling behaviors 
and psychological functioning and suggest treatment approaches to address spe-
cific goals according to these gender-related differences.

35.1  Introduction

Over the past several decades, there has been a significant increase in the availabil-
ity of legalized gambling in developed countries. The increasing availability of 
Internet gambling through the uncontrolled presence of slot machines in bars and 
entertainment venues, along with the abundant supply of bingo, casinos, and more 
traditional games (football pools, sweepstakes, coupons, horse racing, etc.), has led 
to a considerable increase in pathological gambling [1].

Pathological gambling is characterized by loss of control over the game and by 
the establishment of a relationship of dependence. Gambling addiction is often 
accompanied by other disorders, such as alcohol abuse [2], depression [3], or per-
sonality disorders [4]. It is not, therefore, a single or isolated problem but a serious 
disorder that interferes negatively with the quality of life and emotional well-being 
of those affected and the people around them [5]. In fact, this condition is consid-
ered a serious public health problem [6].

For a long time, it was considered that pathological gambling, like other addic-
tions, affects men more. In fact, the prevalence rate of problem gambling is at least 
double among men compared to women [7]. However, problems in gambling have 
increased among women in recent years [8], and pathological gambling in women 
is associated to poorer mental health [9]. In addition, women pathological gamblers 
are less likely to seek therapeutic help because women with gambling problems are 
perceived more negatively than men; thus, they are much more reluctant to recog-
nize the problem. There is a double social moral in the gambling of women. 
Excessive gambling is tolerated in men in the early stages; however, women are 
classified quickly as vicious, leading to a greater concealment of the problem and 
therefore greater resistance to seeking therapeutic help [10]. Therefore, pathological 
gambling is not just a problem for men. In fact, helplessness against this onslaught 
of games of chance particularly affects teenagers and more psychologically vulner-
able people. For many women and teens, recreational game play has gone from a 
hobby to an addiction, with many additional problems: debts, school failure, family 
crises, problems with the law, etc. [11].

The psychological process that leads both sexes to acquire gambling behavior 
and the subsequent onset of pathological gambling is similar. That is, gamblers of 
both sexes are characterized by an emotional dependence on gambling, a loss of 
control, and a negative interference in the normal functioning of daily life [12], but 
they adopt differential profiles by gender. Differences in pathological gambling in 
women relative to men are manifested both in sociodemographic and gambling 
variables—that is, the gambling types involved, the motivation for gambling, and 
the acquisition and development of the disorder—as well as in the 
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psychopathological and personality factors and the impact of everyday life. The 
attitude toward treatment and therapeutic needs is also different in each case.

35.2  Differential Clinical Profile of Pathological Gambling 
in Man and Woman

35.2.1  Sociodemographic Characteristics

Men and women gamblers differ in their sociodemographic profile. Overall, female 
gamblers were older than men. The most common age range for women is 
45–65 years, that is, most are middle-aged women [9, 13–17]. By contrast, men are 
younger [9, 13–17], around 35 years old [13, 17] on average, and younger 30 [16]. 
In terms of marital status, both men and women are mainly married. However, 
women are more likely to be divorced or widowed and men to be single [9, 13, 14]. 
When the educational levels of gamblers are compared, there are no differences in 
terms of gender. Most men and women have had a primary education [13, 15]. 
Occupationally, most men and women are active. However, there is a higher per-
centage of women who remain in prolonged low work compared with men [9, 13, 
15], with a lower socioeconomic status than male gamblers [9, 13]. Finally, familial 
support, however, is stronger in women than in men. Although female gamblers 
may be socially isolated more often than men, one reason for this controversial find-
ing may be that the family in Spain is a powerful network and women have stronger 
bonds with relatives than men.

35.2.2  Gambling Variables

Gambling measures also reflect a wide range of gender-related differences.

35.2.2.1  Types of Gambling
There are differences in the types of gambling chosen by men and women gam-
blers. Slot machines were the most popular gambling method for both women and 
men pathological gamblers. Men tend to engage in types of gambling that involve 
strategy or competition and especially those involving high sensation seeking, and 
they are more dependent on slot machine gambling. Women, however, have prob-
lems with nonstrategic types of gambling, i.e., passive and less interpersonal and 
interactive gambling [13, 17]. Considering the characteristics of women gamblers, 
in addition to some cultural factors (bingo being socially acceptable in Spain for 
women), the bingo atmosphere has been described as more suitable for them than 
other gambling options (comfortable social situation and optimal strategy for 
escaping from problems and isolation) [15, 18–21]. When women request the casi-
nos and bingos prohibit them from entering, the risk of addiction on slot machines, 
however, increases, slot machines being the first choice for gambling and the 
bingo, the second option.

35 Pathological Gambling: Clinical Gender Differences
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35.2.2.2  Motivation for Gambling
The diversity in terms of gender is also reflected in the differences in motivations for 
gambling. Whereas male gamblers were motivated to easily make money through 
gambling and were influenced by peer pressure, women were more motivated to 
gamble in order to cope with loneliness and to escape from unpleasant emotions, 
such as negative mood [14, 16, 17]. Even gambling may be used to regulate any 
kind of negative emotional states associated with life events, dissatisfaction, and 
frustrations [22]. An alternative explanation is that problem gambling may exacer-
bate depressive symptoms more severely in women than men [23]. The findings of 
some studies highlight a stronger relationship between depressed mood and gam-
bling pathology in women compared with men [9]. The nature of this relationship 
(problem gambling and depression) remains incompletely understood. More 
research is needed to identify gender-specific factors in this area.

35.2.2.3  Course of Illness
Regarding the course of illness, there are some significant aspect differentials 
between men and women gamblers. As occurs in other addictive behaviors (alcohol, 
smoking, etc.), women have a later age at onset of both gambling and the disorder. 
Men are more frequently early-onset gamblers and thus are more quickly affected 
by pathological gambling than women. However, women, even though they begin 
to gamble later than men, become dependent on gambling more quickly than men 
[13, 15]. The explanation for this issue is controversial. Several studies have justi-
fied these findings from sociocultural aspects [24] to psychopathological [25] or 
even neurobiological factors [26].

In terms of pathological gambling severity, there were no differences between 
men and women. Likewise, many pathological gamblers accumulated large debts, 
but no major differences by gender were found (58.8% in men versus 42% in 
women) [13, 14].

35.2.2.4  Predictors of Pathological Gambling Severity
Although certain predictors of pathological gambling are common to both men and 
women, there are gender differences in terms of pathological gambling severity. 
Specifically, depression is a predictor of pathological gambling severity in men 
[26–29]. There is no common consensus on whether patients suffer from depression 
before or after their gambling problem. It has been suggested that gambling can 
serve to enhance mood [30]. However, other authors have argued that depression 
arises as result of gambling-related problems [31], which would explain the higher 
incidence of depressive symptoms, suicidal ideation, and suicide attempts in this 
group [32, 33].

For female gamblers, duration of gambling disorder is a predictor of pathological 
gambling (PG) severity [29]. Early-onset gamblers had participated in gambling 
activities for a greater number of years, which may be associated with the develop-
ment of psychiatric problems over the course of their lifetimes [34]. The develop-
ment of disorder in women is faster when they have to cope with adverse life 
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circumstances, such as loneliness or problems with the partner or children. Thus, 
PG usually appears in women in middle age or late life, controlled by negative rein-
forcement (avoidance of emotional distress and escape from everyday frustrations). 
A faster progression to PG also occurs when women lack self-management, com-
munication, and problem-solving skills or when they have few resources to cope 
with psychological stress situations, most of all if the social support is low and the 
use of leisure time is unsatisfactory [13, 35].

With regard to gender differences in more severe pathological gamblers, female 
gamblers were older than male gamblers and started gambling later in life but 
became dependent on gambling more quickly. This difference in the progress of the 
disorder (the telescoping effect) has also been found in other studies related to gam-
bling [18, 36–39], but it is not so clear in the case of alcohol dependence [40]. The 
explanation of the telescoping effect is controversial. Several studies have justified 
these findings on the basis of sociocultural [24], psychopathological [25], or even 
neurobiological factors [26].

Family support was also associated with female gamblers in the more severe 
subgroup [29]. Although female gamblers may fall into social isolation more often 
than men, one reason for this controversial finding may be that, as already men-
tioned, the family in Spain is a strong network and that women bond better with 
relatives than men [13].

In turn, alcohol abuse is associated with the subgroup of severe male gamblers 
[29]. Alcohol abuse is a common comorbid problem related to PG, and numerous 
studies have reported that there is a more frequent comorbid problem in male gam-
blers than in female ones [27, 37, 38, 41–43]. In fact, there is more genetic vulnera-
bility to alcohol dependence and gambling in men [44], which is related to impulsivity 
in male gamblers. Impulsive behavior leads them to gambling more and to having 
higher financial losses and more legal problems related to gambling [39, 45].

Finally, although in general low self-esteem is more likely to be associated with 
female gamblers [37, 39, 46], in the subgroup of more severe gamblers, this variable 
is associated with men [29].

35.2.3  Personality Variables

Regarding personality variables, both men and women show a high level of impul-
sivity. However, as far as the difference between the genders is concerned, women 
are more anxious and suffered from a poorer self-esteem than male gamblers. Men, 
by contrast, are more impulsive and higher sensation seekers than women [13, 47]. 
The high level of sensation seeking in men [48] may facilitate the initial contact and 
persistence with the gambling [46]. Moreover, the high level of anxiety/trait in 
women may be related to avoidance/exhaustive behaviors and anticipatory concern 
about a possible danger. The low self-esteem is also associated with a low level of 
autonomy and self-control, including skills such as responsibility for their own 
decisions, the availability of coping resources, self-esteem, and efficacy [39].
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35.2.4  Psychopathological Variables

Pathological gamblers have a remarkable history of several other psychiatric disor-
ders (51.5%), which are likely to be key factors in developing harmful patterns of 
gambling. This fact affected women (60.8%) more than men (40.4%) [13].

Specifically, women have a higher level of depressive symptoms [9, 13, 15]. In 
fact, women show a greater history of suicide attempts than men, depression, with 
the risk of suicide, being the most common comorbid disorder in female gamblers, 
especially when gambling involves a phase of deterioration, which happens in the 
phases of loss, despair, and surrender [37].

The relationship between depression and pathological gambling in women can 
be explained by three factors [49]: (a) gambling is a disorder that occurs at higher 
rates among women in the general population and, therefore, also between patho-
logical women players, (b) sometimes the gambling is the “escape” from the daily 
problems that are not seen out, and (c) the gambling can serve as a trigger to over-
come a depressed mood. However, this excessive gambling will cause other, more 
serious problems in the future, maintaining and even worsening depression and pro-
voking the problem of pathological gambling. Depression in women is also more 
common when there is intimate partner violence or when the patient feels over-
whelmed by family responsibilities (children’s education, precarious economic sit-
uation, rejection of the couple, etc.), which entails greater feelings of loneliness and 
adaptive difficulties [50].

Therefore, depression in women may be a predisposing factor for gambling, sug-
gesting that women with depressive symptoms may be involved in gambling, accen-
tuating the depression with the unfavorable impact of gambling [11]. Thus, a vicious 
circle that is very hard to get out of is created. In men, however, depression may be 
secondary to gambling, linked to negative consequences of any kind [50].

It has also been suggested that women gamblers have a higher level of anxiety 
compared with men [9, 15, 43]. This would reinforce the idea that women gamble 
to escape their negative emotions, developing pathological gambling in an attempt 
to relieve anxiety-depressive symptoms [15].

On the other hand, men abuse alcohol and other drugs more than women do [13, 
42, 51, 52]. However, there are conflicting results. Some studies indicate that both 
men and women gamblers show similar rates with respect to the abuse of tobacco, 
alcohol, and other drugs [17, 53, 54]. Other studies, however, argue that the comor-
bidity between pathological gambling and abuse of alcohol and other drugs is asso-
ciated with women [18, 55].

35.3  Impact of Pathological Gambling

Regarding the impact of pathological gambling, both in men and in women gam-
blers, pathological gambling has a number of negative consequences in different 
areas of life (personal, family, social, labor, economic, and legal). However, these 
problems manifest differently in men and women.
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Personally, pathological gambling is often accompanied with other psychiatric 
comorbidity, such as alcohol and drug use in men and depression in women. For 
women gamblers, the suffering caused by financial losses and the insecurity of the 
addiction being discovered generate a state of irritability, nervousness, and emo-
tional instability. The lies and delusions related to the gambling also accentuate the 
feeling of worthlessness and impair the self-esteem of women gamblers, facilitating 
the emergence of a depressed mood, which sometimes exists, but in others, it is a 
result of personal degradation and the family and social rejection experienced by 
women because of the addiction [50].

Regarding the negative impact on the family, and more specifically in the relation-
ship, in the case of the woman gamblers, the reaction of the husband or partner is 
much more intransigent than when he is having problems with the gambling [56]. In 
this context, there is intimate partner violence in 70% of women gamblers (especially 
among women who are in situations of prolonged lows and/or jubilation) [13]. 
Gambling may be a way of escaping from a violent relationship, but that intimate 
partner violence may be also related to domestic conflict caused or exacerbated by 
financial or other stressors directly associated with gambling activities. All these find-
ings highlight the importance of routinely screening gambling patients for anger and 
intimate partner violence and disrupted behavior in children and the need to develop 
public policy, prevention, and treatment programs to address these problems [57].

On the other hand, the negative social stigma, accentuated in the case of women, 
contributes to greater social isolation, which is the result of the attempt of women to 
hide their reality to other people and the social rejection of people around [50]. 
However, women have more family support than men (92% of cases). This may be 
due to the skewed ideas of women with regard to the availability of perceived sup-
port and actual support. Another explanation may be also related to the fact that 
women may have the support of other significant family-level people (brothers, 
sons, uncles, etc.) and the support of the partner.

Moreover, the emotional consequences associated with gambling problems man-
ifest as feelings of guilt, shame, or fear. In general, women show more shame and 
guilt compared to men [58, 59], although other studies have found that both men 
and women report feelings of guilt for playing that reach a very high percentage 
(92.3% and 96.1%, respectively) [13].

Finally, with regard to the consequences at the working level, there is a higher 
percentage of women who remain in a state of prolonged low (19%) compared with 
men (6%). Moreover, both men and women experience a variety of financial prob-
lems and high rates of gambling-related debt. 58.4% of the gamblers of both sexes 
show significant debts [13].

35.4  Motivation for Treatment

As is well-known [60], many pathological gamblers do not seek treatment. 
Motivating pathological gamblers to enter and adhere to treatment is difficult. Even 
though pathological gamblers decide to seek treatment, they are not uniformly 
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committed to change. In fact, the dropout rates during assessment were six times 
higher than those of a clinical control of nonaddict treatment-seeker patients [13].

Some studies indicate that women gamblers come to less frequently than men to 
treatment centers seeking therapeutic help [61] and are therefore less likely to 
receive treatment for a gambling problem [62]. However, the percentage of patho-
logical women gamblers in the population is greater than in treatment centers [63]. 
This is especially problematic, as women experience a greater negative impact as a 
result of pathological gambling compared with men [19].

This pattern of behavior is far from what usually happens in mental health cen-
ters with other psychiatric disorders [64] or primary care services [65], where preva-
lence rates are higher in women, which means that, in general, they seek therapeutic 
help further and faster than men. However, some studies have found that it is more 
likely that female gamblers (32%) seek therapeutic help compared with men (13%) 
[66]. This finding is consistent with other studies in which the rate of therapeutic 
help finding is also higher among women than among men [20, 42].

Crisp et al. [67] found that the proportion of men and women attending treatment 
centers is similar. However, women were more likely to complete treatment and 
resolve the gambling problem. In the study conducted by Echeburúa et  al. [13], 
however, there were no gender-related differences among dropouts.

High rates of treatment seeking among women may be explained by the fact that 
women, unlike men, although they initially hide the problem, once they recognize 
it, believe that professional help is needed [68].

Moreover, women have a more positive attitude toward mental health in general, 
as well as a greater willingness to seek therapy. They therefore tend to show comfort 
when talking about problems with a professional and do not feel embarrassed about 
the need to seek help [69].

Women often perform gambling behavior in secret. The negative social stigma, 
particularly marked in women, helps to hide problem recognition and delay seeking 
therapeutic help. Generally, the female gambler seeks treatment alone. Unlike male 
gamblers, who are usually accompanied by some of their close relatives (spouse or 
mother), the woman attends by herself and has an active collaboration in the treat-
ment of a spouse or adult children [70]. Usually, women tend to seek treatment after 
having a very serious episode of gambling and come very emotionally affected to 
the centers [71]. It is often the deterioration of the family relationship that is the 
critical variable that determines seeking of therapeutic help. In contrast to male 
gamblers, who adopt a more egocentric, arrogant, and denying attitude, women 
gamblers, once they have taken the first step toward seeking help, are more aware of 
what has happened and show great shame [49].

Generally, most pathological gamblers seek help when they have health or psycho-
logical problems or face financial ruin, rather than being motivated by the gradual recog-
nition of the problem behavior. Major depression and the inability to pay bills or to return 
money loans are the main sources of their problems and the critical factor for change. The 
main obstacles to seeking therapeutic help are psychological factors such as denial of the 
problem or embarrassment and the belief that they will finally be able to gain control by 
themselves or they will be able to make more money out of their difficulties [72].
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These impediments hinder the seeking of therapeutic help in women more than 
in men, making them initially more reluctant to resort to assistive devices [73]. 
Personal and interpersonal variables can interfere with access to treatment seeking 
in female gamblers. The influence of her intimate partner, the stage of recovery, the 
feelings of shame, guilt and fear, among other things, may give rise to denial that a 
problem exists, delaying an opportunity of going for treatment [58]. Not knowing 
what help is available or believing that her problem is simply financial can also lead 
women to feel ashamed and that they have to cope alone with the countless financial 
problems. Moreover, the socio-environmental factors, such as lack of social or fam-
ily support, lack of financial resources, the negative social stigma, and the lack of 
specialized training by professionals, can also hinder or delay therapy seeking for 
women [74]. In response to these limitations, there is a need to increase the visibil-
ity in terms of problem gambling, especially in women, and to increase treatment 
services and specialized personnel in the area of pathological gambling [58].

35.5  Conclusions

There are relevant gender-related differences in demographics, gambling measures, 
psychological functioning, and motivation for treatment in pathological gamblers, 
which may be taken into account when planning an effective intervention [13] 
(Table 35.1).

These findings suggest that gender carries factors determining distinct pathoge-
netic mechanisms in pathological gambling. There are many explanations for 

Table 35.1 Gender differences among pathological gamblers [13]

Women Men
Sociodemographic factors
Age 46–55 31–45
Marital status Married Single
Educational level Primary studies
Employment status Prolonged low Active
Socioeconomic level Lower Medium
Personality variables Anxiety

Self-esteem
Sensation seeking

Psychopathological variables Depression Alcohol and other drug 
abuse

Gambling variables
Types of gambling Bingo Gambling machines
Motivation for gambling Loneliness/escape Social pressure

Winnings
Course of illness Late onset

Faster progression
Early onset
Slower progression

Predictors of pathological gambling 
severity

Duration of the 
disorder

Depression

35 Pathological Gambling: Clinical Gender Differences
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gender playing patterns. Among the explanations put forth are genetics [75], social 
norms [39], motivations [76], impulsivity [77], and finances [78]. It is important, 
however, not merely to explain gender differences about prejudices with regard to 
the way men and women “are.” Such gross generalizations are unlikely to maintain 
any predictive power over time as gender roles change [21].

Treatment of pathological gambling must address the gender differences that 
relate to gambling behavior. Currently, treatment programs for PG are primarily 
designed for men [79] and are not adjusted to the specific characteristics of women 
gamblers [80]. The need to establish an empathic relationship and adapt the therapy 
to their specific problems and requirements is critical to successful treatment [10].

35.6  Future Challenges

The main challenge for the future in the field of pathological gambling is to develop 
treatment programs specifically geared toward the different needs of men and 
women gamblers. The treatment oriented toward women gamblers should focus on 
the gambling, in addition to other related pathological deficits experienced by 
women gamblers, such as depression, loneliness, low self-esteem, or couples ther-
apy. It is very important to design interventions that promote a new lifestyle that 
gives them more social reinforcement, greater economic autonomy, incorporation 
into the workforce, and higher professional qualifications, which all help these 
women to overcome their social isolation [81].

Considering the most pronounced impact in the case of women in the family and 
couples, treatment should also include assessment and counseling on gender vio-
lence and guidelines for the education of children, as well as social skills and 
problem- solving training [61].

Moreover, support groups for women gamblers represent an important aspect of 
treatment because women addicted to gambling often do not have family/social sup-
port and experience social isolation [74].

A key aspect is also to design motivational strategies to attract women to treat-
ment centers. Having early detection instruments (for application, e.g., in the field 
of primary care centers or social services), given the presence of somatic symptoms 
in women gamblers, is fundamental.

Finally, a suggested line of research is to develop intervention programs for 
accompanying women gamblers (couples, daughters, or mothers) so that efforts to 
attract treatment to patients or to act as co-therapists are as effective as possible [50].
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Abstract
The intent of this text is to show how the artistic medium brings an experiential 
framework into play. This framework facilitates the integration of sensorial, 
affective, cognitive, and relational elements, wherein it is possible to address 
some of the difficulties derived from the patriarchal structure inherent to Western 
societies.

Many of the creative processes developed within the framework of the thera-
peutic device we are proposing, which have proven to be key in initiating sig-
nificant individual subjectivity, must be observed from a gender perspective in 
order to be understood and addressed from that “network of beliefs, personality 
traits, attitudes, values, behaviors and activities that differentiate men from 
women” (Burin & Meler, 2000, p. 23) [Burin M, Meler I, Varones. Género y 
subjetividad masculina (Men. Gender and masculine subjectivity), Paidós, 
Buenos Aires, 2000].

We will take these processes, insofar as they are discursive inscriptions 
allowing to reframe formulas regarding power, control, and regulation which, a 
priori, appear to be unshakeable, as the axes of our presentation.

36.1  Part 1

We will show these processes through several clinical examples; however, before 
doing so, we must pause and consider a few aspects.
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 1. Artistic languages, due to their liberalising condition and illogical nature, are 
excellent pathways to develop personal, singular interpersonal, flexible and 
capacitating resources; they bring one to unusual levels of conscience, unlike 
those from whence meaning tends to be given to problems, and they promote the 
development of individual subjectivity based on positions of self-determination, 
freedom and spontaneity.

The artistic medium is symbolically and factually engraved in that which is 
real, both as a language and as an action. It interposes a world without defined 
borders or a previous shape between the being and the world, allowing one to 
integrate territories of a different nature, even when they have no margins in 
common. A place where the creative act is possible, the event by means of which 
a subject’s imaginary goes out to find what the world has to offer them and, from 
there, constructs a figure, a symbol, a cultural artifact that links those two reali-
ties which, up until then, flowed separately: a bridge. It enables a pathway that 
connects two differentiated, yet interdependent experiential spaces, turning their 
discontinuity into continuity, making it possible to go from shore to shore with-
out any loss in demarcation, limit, shape, or content.

The text of art is not a linear discourse but rather a maze of dialogues between 
thought and material, the inside and the out, memory and time, the body and 
space, and impulse and action. Preparing oneself for artistic creation requires a 
singular, differentiated operation: setting aside, at least for a moment, one’s prej-
udices and listening to one’s own discursive practices. Putting a pen to a blank 
page is not the same as holding a brush.

Custom, history, and habit bequeath us with a perspective of the human being 
that leads us to think of its nature in terms of all or nothing and implies the exis-
tence of pairs of unquestionable realities defined by opposition: man/woman, ill/
healthy, or psyche/body. However, as occurs when we contemplate a work by 
Escher, it is impossible to only pay attention to one of the figurative orders shown 
to us by the piece without needing to renounce its contemplation. The complexity 
brought by the duality in composition to the ensemble is not resolved by exclu-
sion; on the contrary, only one capable of regarding the work in its ensemble as 
non-dual, but rather integrated, can understand it in its simplicity and apprehend 
its endless movement and the wonder of its self-engendering (Fig. 36.1).

Fig. 36.1 Author: Maurits 
Cornelis Escher
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The pretense of depriving psychopathology of its contextual dimension means 
renouncing the reality that is the person. The body of psychopathology cannot be 
an ordered ensemble of neurons, hormones, structures, and substances. No such 
body exists if a physical, relational, social, and theoretical context from whence 
to refer to it does not exist. The body is also a representation, a formula based on 
language. It is also an experiential ensemble or ideological concept:

Corporal space can be distinguished from exterior space and envelop its parts instead of 
unfolding them, because this space is the darkness in the room necessary for clarity of the 
spectacle, the depths of somnolence or the reserve of vague potency over which the gesture 
and its objective stand out, the non-being zone before which precise beings, figures and 
points may appear. 

(Merleau-Ponty, 1999: 117) [2]

We must be capable of paying attention to the body, not as a surface to be 
demarked but rather a place that is theoretical, political, affective, aesthetic, sen-
sory, relational, etc., and also take into account that, in this sense, the limitations 
imposed on thought by logical discourse are not dismissible.

 2. Experience and language. In addressing mental illness with psychotherapy, 
“words” and logical thought have taken precedence as preferred methods. This 
implies that a person is capable of using them. In other words, that the person is 
disposed to construct and be constructed based on said logical thought, and 
equipped with language that allows them “to tell and be told based on words.”

However, with some pathologies or with determined aspects related to them, 
experiences take place that are far from capable of being constructed as struc-
tured thoughts, and they cannot be approached with verbal language. On occa-
sions, these experiences are disassociated from cognition and affect and remain 
in psychic space as flashbacks that are only accessible on a sensory level.

Within this context, we ask ourselves as to the viability of an expressive- 
communicational process that is not ruled by cognition, implying what some 
authors refer to as bottom-to-top processing (Ogden, 2009), allowing access to 
“important regulating, sensorial-motor, holistic, autobiographic, stress-reducing 
functions, based on images inherent to non-verbal processing modalities” (Siegel 
in the prologue to Odgen, 2009:16). This is a process that implies cognitive and 
affective levels but also physiological, sensorial, motor, social, and cultural levels.

Human beings, just like the other living beings, possess memory linked to the 
species and another memory related to their own existence as individuals. Both 
of them are essential for their biological survival, but for psychological survival, 
they need another memory, interlinked with their relational, cultural and tran-
scendent dimension. Thanks to the latter, it is possible for them to make experi-
ence something lived, to transpose affect, knowledge, discourses, and the 
unconscious within that which is sensory, generating spaces and relationships 
that give meaning to their everyday life. In essence, the work of an artist consists 
of transforming feelings into something visible, making an ensemble of 
 inscriptions on the outside, strokes, movements, volumes, etc., which allow them 
to link their memory to the memory of the world in an explicit and long-lasting 
fashion.

36 Art Therapy and Gender
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One might say that all artistic products imply a certain symbolization, but 
also implicated therein are movement, the footprint of that movement, the 
memory over which it passes, and the memory proposed within as a new rep-
resentational configuration. Said movement, understood as an exteriorization 
process, thanks to which that which is sensitive is spatially and temporally 
dimensioned, transforms the thought that it represents, thereby affecting per-
ception in and of itself. As such, all artistic production alludes to subjective 
production interdependent on the context and the subject carrying it out, con-
figuring it as an artistic object. In this sense, it includes at least a social-politi-
cal (intersubjective) dimension, another cognitive-affective (intra-subjective) 
dimension, and a poetic- transcendental (artistic) dimension.

 3. Gender-art-health. As far as the gender perspective is concerned, we could ask 
ourselves if it is possible to speak of a differential artistic production in relation to 
gender or if a correlational component derived from the different subjective mean-
ings of the artistic experience in relation to this variable exists. One might also 
consider (mental) health in relation to art and gender, as both things are social 
constructions modulating the perception-interpretation-representation continuum 
and operate thereupon qualitatively, according to whether one is man or woman, 
artist or not. Lastly, one might argue as to a therapeutic method that works based 
on the interaction between different mental positions, the models and ideals 
socially maintained and constructed regarding femininity and masculinity, and the 
artistic products and processes that are produced according to them.

The construction of what we call identity includes an identification process 
wherein, at minimum, biological, cultural, and biographical elements and the 
social structure are involved. For a healthy development, babies must be within a 
setting they can handle, and to this end, they need someone else capable of sus-
taining, protecting, providing, and feeding their experience. This mediating 
function must exist, beyond whoever holds it, so they, in turn, may develop it.

When gender roles (masculine/feminine) are articulated around rigid 
social models that counter masculine omnipotence with feminine abnegation, 
parental figures assume differentiated forms that are expressed through rela-
tions and attitudes such as power/submission, activity/passivity, strength/suf-
fering, and control/guilt. As a consequence, the caretaking functions are 
divided, and they become vertebrae in the masculine-defense-strength-exter-
nal/feminine-sustain- sensitivity- internal duo.

The internalization of a complete caretaker figure is mandatory for a subject’s 
development, regardless of whether they are biologically a man or woman. When 
this figure breaks or proves to be insufficient, it promotes a gender construction 
based solely on the biological factor, constituted as a stereotype, leading to over- 
identification/rejection of social bonds. However, and additionally, it becomes a 
vulnerability factor that may be at the base (at the origin) of, or modulate, 
 different psychopathological alterations that are either conflictive or structurally 
deficient in nature.

On occasion, the intolerable nature of a thought, affection, or sensation is not 
considered in relation to another one that is better or more credible; rather, it is 
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the fact in and of itself of being unable to self-sustain when faced with it that is 
intolerable. When this sufficiently good maternal function fails, as Winnicott so 
magisterially presents, it may occur that it is impossible for an individual to be in 
the world without warning themselves, no longer of a lack but as a result of an 
empty space.

Spaces cannot be reduced to the concepts of I-think as conscience, the instruments with 
which nature draws on the landscape of subjectivity. As such, they must be experienced 
outside of time, outside of history, because they are outside of the interior of conscience. 

(Pardo, 1991:41) [3]

36.2  Part 2: Clinical Examples

36.2.1  Lola

Reality may be taken as a maze of relations (as well as an ensemble of correspon-
dences) wherein the body and language form part of one same system that gives the 
subject meaning, as they are called upon to be activated in each new situation 
wherein the subject finds themselves. Both body and language share something we 
might call an updating vector that operates in two senses: in conservation and in 
transformation. There is something in the corporal element that remains and some-
thing that is moved by experience and transformed by it, and the same thing occurs 
with language (especially nonverbal). In this fashion, every experience is engraved 
in a subject’s mental framework, mobilizing their structure, ascribing it to the body 
and language in order to bequeath it with subjectivity.

Language and body embrace the experience of living and give it meaning. Habit 
is the base upon that which is different is outlined, the condition for the develop-
ment of that which is new, which puts the instant when it becomes real into play, and 
wherein it is possible to play or create, to imagine something different, and to pre-
pare for change. “One must be capable of imagining something different than what 
there is in order to be capable of wanting; and one must want something different 
than what there is in order to be capable of imagining” (Castoriadis, 1992:131) [4]. 
In this sense, art facilitates a certain “resonance” between the body and language, 
thanks to which capacity for self-regulation is increased and the capacity to create 
changes along with it.

The factual condition of artistic products induces one to collate, evaluate, realize, 
detect problems, try solutions, make adjustments, etc. Experiencing an achieve-
ment, even when not absolute, provided by artistic work hearkens to the very capac-
ity to modulate, facing every situation from the emotion, sensation, and thought it 
produces.

In poiesis, everything is radically different. The nature of what could be is attributed to that 
which is presented in the creation or production. It is always the result of doing, of facere 
(fictio). More than resembling existence, it is a revelation of its conditions of possibility. 

(Trías, 2001:195) [5]
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Lola is a 63-year-old woman who has suffered a brain stroke affecting the left 
side of her body. Her motor capacity appears to have been recuperated, but she says 
she has lost her freedom. Her husband, recently retired, has taken charge of the situ-
ation and controls all of her movements, preventing her from doing anything that 
would imply decision-making or change.

At the beginning of the session, she appears uneasy, constantly looking every 
which way, and when she is asked to close her eyes to remember, for example, a 
landscape, she is incapable of doing so. She sits on the edge of the chair, which is 
too high for her, because she says she needs to have her feet on the floor, and she 
keeps her arms on the armrests. Her body language is ambiguous; she appears to 
be anchored to the chair and about to take off running all at once.

She has always lived under a man’s protection: first her father and then her hus-
band. She has never needed anything that had to do with taking care of herself. 
Since she married, she has dedicated her life to her family. Her day-to-day always 
consisted of the house and children: she got up, prepared breakfasts, and took care 
of her family, and once they had all left, she got ready and went to the market. There, 
she met up with other women with whom she chatted and drank coffee. Then she 
went home and took care of domestic tasks, meals, and once again, taking care of 
her children and husband.

Now her husband does the grocery shopping for her. He says that she cannot take 
care of everything and that it is better for her to rest. Lola does not understand what 
is happening; she feels guilty and ungrateful for his care and explains a feeling of 
intense sadness and malaise that she feels as an aftereffect of the stroke.

After considering different materials, we worked with play dough, which inter-
ested her because she said it allows her to exercise her hands, especially the left 
one. From this point, we focused especially on the connection between the imagina-
tion and the manual realization of what was imagined, proposing experiences to her 
that allow her to effortlessly experience this connection. We worked with very basic 
shapes: a ball (that she called a bouncy ball), a ball with a hole (a washing-up 
bowl), and a solid cylinder (worm).

It is easy to observe her great difficulty in imagining, and especially in separat-
ing herself from the literality where she finds herself, and in thinking of some 
change; with each new suggestion, her breathing becomes ragged, and she begins 
looking at her fingers with greater unease (perhaps anxiety), so we suggest that she 
tells us something that she likes. After a moment of uncertainty, she tells us that she 
likes flowers. When we show our curiosity regarding which ones, she appears inde-
cisive and finally says “roses.” We ask her to think about a rose and then go one step 
further. “Once you have the image in your head, don’t you think you could make a 
rose out of play dough?” we affirm. Her response is immediate and unequivocal; 
both her words and her body say no, she cannot, that is impossible.

Then we ask her if she can make a stem. She looks at us, surprised, and affirms, 
“Yes, of course!” and makes a thin cylinder from green play dough. Then we ask her 
what the rose is like and what it is made of. She says it has petals, and we ask her if 
she can make one. She is still surprised and makes one. We ask her how many it has, 
and she says she doesn’t know. We ask her if it has two, and she says no, there are 
more, so she continues making them. When she has several, she makes something 
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that she says is the center of the flower. Then we suggest that she make the flower. 
She places the petals around the center, and from there, she adjusts sizes, the num-
ber, and position. Then she sticks the flower on the stem and adds leaves.

Her face has totally changed, and she looks at the flower she has made, half- 
surprised and half in admiration. We comment that it is perhaps not exactly as she 
had imagined, and we ask her what she thinks of it. She says that she likes it and 
then adds that life is that way: sometimes, one thinks about how things will be, and 
then they don’t turn out that way, but, oh well.

Working with art allows one to bring what they are feeling to the body and then 
manage it through materials. Finishing implies a “retreat,” but it is also conserving 
that which has been achieved. It is difficult for Lola to spurn her flower, but more 
than anything, she will not allow it to be spurned by others; she will protect it from 
critical voices that undervalue it or try to annul it. It is also a way for one to become 
aware of responsibility itself in regard to themselves and their life, making it pos-
sible to receive and welcome that which arises therein.

In this fashion, a receptive, and not reactive, position is facilitated; it allows one 
to work with processes and not with results, with personal rhythms, considering 
subjectivity as a founding element in creative value.

36.2.2  Julia

…being or feeling like a man, woman, or however one wishes to live gender, is a substantially 
corporal experience, a lived experience made real, situated in determined historical, social and 
changing coordinates. In other words, a process produced through basically corporal actions: 
ways of feeling, walking, talking, moving, dressing, adorning, touching, feeling emotion…in 
continuous interaction with others, actions that are modified in time and in space. 

(Esteban, 2008: 138) [6]

Gender differentiation is the fruit of a group of practices that are socially legiti-
mized, infiltrated without familiar gender models, referring to a group of differenti-
ated beliefs, values, and attitudes, inscribed within a system that includes roles and 
conducts of domination/submission. Within this system, that which is feminine is 
constructed, affectively and cognitively, as per a masculine exterior which holds 
strength and control, in opposition to that which is masculine, and must be repressed, 
including the capacity of self-determination, negotiation and leadership.

The emplacement of that which is feminine within the borders of private space 
implies, in turn, an emplacement within the public space, with everything this implies 
in terms of power, control, and regulation. Space is presented as a guarantee of gen-
der identity, in the sense that certain psychological characters, such as maternal 
instinct, empathy, commitment to others, generosity, noncompetition, etc., cannot be 
developed within normative practices inherent to that other public/masculine nature.

Julián and Marisa’s first child was a daughter. The father’s wish to have a boy 
crashed against the reality of the birth, and perhaps to reinstate order, he called the 
newborn Juliana.

The expectations Julián had placed on that son-daughter, Marisa’s affective 
ambivalence, the birth of a sickly sister that required all attention and care, and 
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finally, the arrival of the boy complicated Juliana’s childhood. She spent her first 
4 years trying to find her own way to be in the world.

A few years ago, and as a continuation of the therapeutic process she had begun 
for learning purposes, Juliana began another one with artistic means as the pre-
ferred method.

She had never shown any psychiatric symptomology of note, but a constant ele-
ment in her life was a certain feeling of malaise, which she never quite managed to 
figure out, and she related it to her difficulty in developing true bonds of trust. She 
was a successful woman, both socially and professionally; she had a partner with 
great qualities, and she had recently become a mother. She had decided to become 
a mother at the moment when she desired to do so, and she had prepared everything 
to enjoy what motherhood implied.

The biological situation of motherhood coincided with her decision to begin the 
process that led her to legally change her name. One of the issues worked on the 
most during her previous therapy had led her to the conclusion that being named 
Juliana had significantly conditioned her life, especially insofar as her appropria-
tion of her feminine condition was concerned. Surely because of this reason, during 
her adolescence, she had decided to go by Julia. Currently, practically all of those 
around her, except for her original family, knew her by that name.

However, both things, maternity and changing her name, were in actuality more 
difficult than she had supposed, and this led to a notable increase in underlying 
malaise that began causing moments of great anxiety, a feeling of uselessness, lack 
of meaning, and even existential emptiness.

The image of a woman (Fig. 36.2) she found in a newspaper in one of the first 
sessions, and to which she returned on several occasions, proved to be a key element 

Fig. 36.2 Author: 
Francesca Woodman
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in developing what might be called a “genderization” based on the body, appropri-
ating from that feminine image what she could not integrate when she was a child, 
and it allowed her to sustain herself beyond her biology, biography, and the pater-
nal desire for a son. To this end, it was necessary for the image to no longer be the 
center of her thought and to become the nucleus for a creative action.

The huge emotional destabilization that the image produced in her had led Julia 
to work with it several times, always from a perspective of rationally searching for 
answers, but verbal language did not achieve the goal of freeing her from the abyss 
she saw interposed between herself and the image. Finally, the discourse found new 
materials and the structure to put into play, and the image became the matrix for an 
identity fabric that was generated based on those three places, interlacing memo-
ries, desires, and present realities.

The discovery of repetition as the compositional base to generate new meanings 
was the first step. It took place coincidentally, based on carrying out artwork with 
canvas, which began as an exercise in color with small adjacent squares. They were 
added to session-by-session over the course of a month, making a multicolor space 
that, as it formally grew, contributed sensory content. She called it “blanket.” The 
blanket as a protective, sheltering, and caring element, but also as a hiding, clan-
destine element, sheltered the intensity of some contents, which, in the form of sen-
sations, affective remnants, or automatic defensive thoughts, brought the square 
along with it. In parallel fashion, Julia recuperated a hobby she had previously 
entertained, and in her free time, she began to crochet squares which, once joined 
together, made way for a real blanket. Making this blanket was extended over the 
course of the entire posterior process.

This pictorial artwork made clear the enormous transforming potential that the 
action in and of itself held in relation to the affective mobilization/performance. 
Upon finishing it, Julia was interested in some pieces of cardboard from leftover 
boxes in the studio and began to work with them, using them as the base but also as 
plastic material. In this fashion, the material had a twofold quality: as a base, it was 
containing and permanent, rigid enough to hold up the rest of the elements being 
placed on top of it, and as flexible and versatile material, it adapted and was able 
to function under various regimes. One could cut, fold, wrinkle, soften, wrap, pul-
verize, etc. Additionally, the glue, as a cohesive element, gave the ensemble strength, 
in such a way that the more elements were added, it became stronger and more 
consistent, and the artwork became more hardy and resistant.

The cardboard-base acted as the foundation for the composition, all while func-
tioning as a producer of new materials and plastic qualities. The cutout image of the 
woman was pasted to the surface, and work was begun on the background as if it 
was a material field; the cardboard was scratched, scored, and separated into lay-
ers revealing different relief and texture ending. Julia saved the ripped leftovers, 
and when she had enough, she mixed them with glue and made a paste that, in turn, 
acted as a new material. With it, she covered part of the surface, and taking advan-
tage of its plasticity, she shaped volumes, made incisions, defined rigidity, etc.

As the blanket had covered sensory-affective memories that could hardly be ver-
balized, this new work with cardboard took on a new unlimited capacity in the affec-
tive realm, also giving way to a labor in unloading. Aspects regarding vulnerability, 
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the need for protection and care, containing, receptiveness, and playing were con-
nected to others such as rage, aggressiveness, and control. In this fashion, the back-
ground figure ensemble became a battlefield where the figure, who was never 
directly participated with, was modified through the constant, profound transforma-
tions taking place in the background.

The artwork took on a huge level of complexity, both from a formal and a 
thematic point of view. Its bidimensional condition appeared to be questioned by 
the diversity of superimposed cardboard planes and paste and the mono-color 
brought about by the fact that the image, made of photocopies in black and white, 
was squelched by the cardboard, whose textures and mixture with the glue cre-
ated different nuances: shadows, shining, tones, etc. Each one of these qualities 
was experientially put into play, and only on occasion was some verbal correlate 
derived; the material condition of the text with which she was working implied 
the emergence of emotional movements congruent with the intervention, which 
interlaced with others of a more reflective, perhaps projective, origin. There was 
great emotional mobilization in the form of frustration, rage, fear, expectation, 
curiosity, disgust, shame, feeling of achievement, empathy, love, care, etc., which 
interacted with the evocations, projections, and reflections that the image as such 
provoked.

Once this artwork was finished, Julia began making a great number of photo-
copies of the image of the woman, which she used as vertebrae elements for new 
cardboard compositions. The elements that appeared gave her the opportunity to 
develop a set of artworks whose central axis was her own femininity. In this 
sense, within the framework of the vital tensions sustained by the creation pro-
cess, it was also possible to integrate them: action/passivity, strength/fragility, 
freedom/subjugation, transgression/abidance, certainty/uncertainty, expansion/
drawing inward, etc.

Pieces of mirror, ropes, spring, nails, fabrics, silk paper, wool, feathers, stones, 
and many other real elements were conjugated with visual elements, such as tun-
nels, nets, high heels, peepholes, doors, windows, rain, wings, etc., and were com-
posed in different orders as a ship, a house, or a body.

Each creation process constitutes in and of itself a spontaneously generated 
experience that includes the human being in their totality and in action.

In this sense, it is linked to that which is corporal, and from this point, to the 
very body of the artwork itself, to its factuality, which appears not only as the sup-
port for language but as a part constituting language. The artwork-body operates 
as the signifier and also as the significance and signification agent, capable of 
expressing itself through a rhetoric based on relations with other scopes of knowl-
edge and the flow of experience: memory, cognition, setting, emotion, etc. all 
come together therein to form an ensemble with meaning. The relation between 
these ensembles is finally corporal and is in the nature of the language, on its 
edges, and at its limits, and each one of us has developed different ways of found-
ing and giving shape to these relations.
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36.2.3  Elena

Fear is a passive state. The goal I set for myself is to go from being a passive to an active 
element, to take control, to move from passivity to implication. 

(Bourgeois, 2002:129) [7]

The condition of motherhood as a building block of feminine nature is upheld by 
an ensemble of beliefs, inherent to patriarchal organizations, which implies a sys-
tem of power relations from whence, in many cases, it is difficult to extract oneself. 
The woman-mother identification is articulated by a series of “natural” capacities 
which often prove to be unavoidable for women, love, bonding, empathy, sacrifice, 
etc., and they imply commitment, not only to sons and daughters but also to that 
which is human in its broadest meaning: family, community, culture, health, educa-
tion, etc.

This form of subjectivity implies a woman being dedicated to being a being for 
others which, when this is made impossible, may prove to be excessive for the 
psyche. The need to be accepted, wanted, and even indispensable for the other being 
goes hand-in-hand with the fear of being alone, of invisibility, and in the last 
instance, of the condition of not existing; not being wanted is also not being seen or 
recognized as singular, as valuable: being dispensable or substitutable. Even when 
motherhood as such does not come about, generalization of the role of the mother 
regarding other relationships is superimposed on a way of being in the world that 
takes values such as collaboration, solidarity, or surrender as nuclear units for con-
struction as a valid subject. In this fashion, the question “Who am I?” is inseparably 
formulated with the “Who am I for the other one?”, announcing the important com-
ponent of affective dependency thereby implied.

The mandate to attend to the other being’s necessities implies total deployment 
from the body, insofar as their own consistency is concerned, sexuality, pregnancy, 
birth, and breastfeeding, as well as the external space it articulates: the home. A 
body conceived for the other has suffering, sacrifice, and pain as founding elements 
of subjectivity; a body-home presents itself as the main legitimizing element of the 
being, in such a way that renouncing it also implies renouncing one’s own space 
wherein they are deployed as a subject.

Elena is a 40-year-old woman. In her psychiatric file, three suicide attempts and 
an imprecise diagnosis stand out: post-traumatic stress disorder, eating disorder, 
melancholic depression, attachment disorder, general anxiety disorder, toxic addic-
tion, and finally, borderline personality disorder.

She was born into a conservative, religious family, with a high-socioeconomic 
level; she was the first girl out of eight total children, including her twin brother, José.

She says that she was happy during her childhood and especially that she was 
never bored. Her brothers and sisters were always driving forces in her life, espe-
cially after the death of her mother due to childbirth complications when she was 
7 years old. She says she is passionate about children that she understands them 
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well, unlike adults. She does not have children, but she has several godchildren that 
she adores. She considers that her own motherhood to be impossible and that her 
body and head would resist pregnancy, since both of them are only apt for death.

She explains that when her mother (a woman with strong religious convictions, 
who put the divine command to procreate before recommendations of those who 
warned her as to the danger of new pregnancies) died, and with a father that only 
spent time with his sons and daughters to judge their progress, she assumed the role 
of caretaker and rose up as an affective point of reference for the rest of the family.

Five years later, her father married again. The new wife could not have children 
and joined the family nucleus as an indisputable maternal figure, leaving the posi-
tion Elena had filled up until then as worthless. At the time, she was 12 years old. In 
addition to the initial powerlessness, rage, and bitterness, she first felt guilt and 
then transgression as a singular way of being.

She began interpreting her mother’s death as an abandonment, thinking that she 
knew the risks she was running with each new child and that even so, she continued 
getting pregnant until death. This brought with it unacceptable feelings and thoughts 
that first filled her with rage and then with guilt. Then she idealized her, taking her 
as a model of what she said she could never be: perfection, sweetness, balance, hap-
piness, and safety. She compared her with her father’s new wife and felt that her 
mere presence was already a betrayal of her memory. Finally, she wished to follow 
in her footsteps and become, like her, an exceptional woman, dedicated to others, in 
social action and in religion.

At 17, she was molested by an acquaintance of the family. She says that her 
father did not want to believe her, alleging her lack of attractiveness, so she never 
received support. She remembers that moment as a brutal blow to her condition as 
a woman that, in addition to being thrown from her role as caretaker/mother for her 
brothers and sisters, she received a definitive nonrecognition of her feminine val-
ues: motherhood and sexuality. Along with the impunity to which she felt both men 
had physically and psychologically subjected her, this shattered her already pre-
carious mental structure. She began to radicalize control of her body, to distance 
herself from the family home, and to increase her activity as a student and religious 
leader. She drastically reduced food intake, and she dedicated herself to camp activ-
ities and social projects and began university studies. In parallel fashion, she began 
feeling an ever-increasing feeling of emptiness and guilt that she tried to neutralize 
with constant self-punishments that included self-bodily harm. At 20 years of age, 
given her clear physical and emotional deterioration, and after a suicide attempt, 
she was admitted to a psychiatric institution.

She attributes the two fundamental, vital consequences that those years brought 
to the collapse of the bonding model offered by the mother and the impossibility of 
any bond with the father: rejection of religion and homosexuality. Upon leaving the 
institution, she begins to dress as a man; she joins a high-competition sports team 
and is filled with intense anti-system political passion.

Her personal achievements at that time did not manage to make her feel suffi-
ciently valued. Additionally, the rhythm she had with her father progressively moved 
her away from the recognition she more and more intensely desired. She says that 
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all of that wasted energy ended up throwing her toward a position of insufferable 
impotence and guilt, which was paradoxically experienced as dependency. The 
impossibility of obtaining a certain control and authority over herself, along with 
feeling empty, as if there was an abyss under her feet, leads her to a second suicide 
attempt that left serious physical consequences.

Thanks to a family inheritance, she purchases a house and decides to live alone. 
She has some income and now a disability pension that permits her to manage 
expenses without many problems. Little by little, she recuperates some of her previ-
ous activities all while becoming aware of her many limitations. She also picks up 
some of her more radical positions regarding religion, sexuality, and politics again. 
She begins to look for more and more extreme pleasurable experiences that lead her 
to a period of great promiscuity, toxic consumption, and risky behaviors which, in 
turn, bring large doses of guilt and an increase in her feeling of emptiness. After 
another suicide attempt, she is once again admitted. At this point, and as a comple-
mentary method to her treatment (pharmacological and psychotherapeutic), she 
begins a complementary therapeutic approach focused on languages and artistic 
processes.

Elena had been a brilliant philosophy student; her capacity for reflection and 
criticism was notable, and she tirelessly searched for explanations and reasoning. 
On occasions, however, logical thought could not explain or give meaning to a large 
part of what was happening to her. When this happened, the only escape route she 
could find was her body: controlling it, exhibiting it, inflicting self-harm, disguising 
herself, inebriating herself, purging herself, and binging and practicing extreme 
sex. Plastic work allowed her, more than anything else, to experience and integrate 
beauty-ugliness, creation-destruction, malaise-pleasure, and control-chance pairs. 
From that point, it was possible for her to undertake a self-construction process that 
allowed her to manage the ambivalence of her desires/impulses, especially in rela-
tion to her father and everything he meant.

Sensory, cenesthetic, and poetic work opened up a new pathway for her. We sug-
gested beginning with some techniques used by surrealists. She liked the history of 
art and was aware of many of its movements, so we thought this could act as a 
bridge between that which is intellectual, to which she was accustomed, and the 
proposal we were making. Additionally, surrealism has a large dose of transgres-
sion, rebellion, and insubordination. Techniques such as dripping, collage, frottage, 
and stamping allowed us to introduce playing and chance as discursive elements 
that initially prevented a great part of the possibility of control but opened a wide 
range of valid solutions that could be managed later on; more than anything else, it 
allowed her to give meaning to the process and the different moments undergone by 
the artwork as it evolved.

Here, the body was fundamental. The techniques required concentration and 
patience if one desired to obtain a result even slightly similar to that which was 
being sought: regulating the amount of water on the painting for dripping, tones 
and fillers for stamping, the pressure used to transpose color from one surface to 
another, and the selection of images and materials for collages. All of this forced the 
body to be currently present; it pushed it to take the reins and forced the mind to be 
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available to the body: planning the steps, careful execution, paying attention, evalu-
ating, and correcting. It required appropriate and flexible handling of materials 
more than exhaustive control, which, in turn, was not possible. Once this pathway 
was available to her, she began working with freedom, enjoying the ludic moment 
created by the activity and creating different mental contents that came into play 
(Fig. 36.3).

The experience of her split femininity, which derived in a construction of herself 
that she was unable to sustain as a man, either, along with her current state as “a 
broken body,” began to come together in a reparative artistic action, wherein every-
thing that was significant to her was incorporated: food, crafting, personal hygiene, 
pharmaceuticals, a brush, empty refreshment cans, candles, rice cakes, wrappers 
and fruit peelings, scrap wood, medication bubble-packs, etc. Everything was useful 
as a way to connect to her body, to reality, and to her affection that the therapeutic 
device offered to her. Constructions were organized from the interior, around a base 
structure that became more and more solid, wherein elements from different places 
and of different colors, materials, lightness, etc. were involved (Fig. 36.4).

She began alternating tridimensional compositions, which offered her a more 
physical space, with other bidimensional ones, which allowed her wordplay later 
on, and bit by bit, verbal language was able to regain meaning. She was also able 
to selectively use techniques, according to the mental state she was in, both to rein-
force it and to change it: she sought relaxation, unloading, playing, bonding, 
explaining herself, avoiding, etc. Little by little, she developed a set of artworks 
arranged as if they were a text to be decoded; some took on meaning according to 
others, as she organized them chronologically, thematically, or technically.

Her last composition was a collage. She made it on the floor and as a summary 
of all of the work carried out. From many magazines, she extracted words and 
images, one-by-one, which somehow impacted her. Then she put them onto three 
sheets of paper. She says that each one of them represents a different type of person: 
the first two are people she hates and that she once was, and the third is what she is. 

Fig. 36.3 Body

B. Sanz-Aránguez Ávila and M. del Río Diéguez



855

She says that the images help her to clarify words. Once the three compositions are 
made, she warns that she still has words left to use. She rejects two of them, “vir-
tues” (theological virtues, she says) and “stars,” and throws them into the rubbish 
bin. Then she makes a fourth pile that refers to the favorable aspects she recognizes 
in herself.

She takes a large piece of paper and puts the three sheets on it, directly gluing 
the last ones to it. She warns that she still has some left. When she picks them up 
again, she looks at them and looks at the therapist, half-surprised, half-happy. She 
laughs. “I’m also all the ones that are left,” she says. Then she folds a paper in half 
and glues them inside. On the outside, she writes: What I chose, but didn’t know.

What she wrote afterward, she said, was a declaration of intent (Fig. 36.5).

Triumph, the invincible ones, those who believe they have a right to an inviolable territory, 
those who assault that which is private, that which is personal and belongs to another… 
Who? ALL of them are a façade. They hide behind imaginary glasses. They believe that they 
can bully. I HATE them.

Fig. 36.4 Constructions

Fig. 36.5 Collage
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Those who are unlikely, those who believe themselves to be special (not because they are 
unique, but because they believe themselves to be above the rest), those who, when they need 
personal space, invade the space of another, those who believe they are made of iron, the 
champions, distant and therefore exclusive, may they select an AUDIENCE, may they feed off 
of the latest, the most organic, but may they leave me in peace, may they stray from my path.

Fatalists, the marginalized, those who have at times been wild, those of us who feel fear, 
those who shun (vomit) eagerness, those of us who are a burden to the rest, but more than 
anything, to oneself, those of us who see life as difficult, those of us who believe we have an 
equivocal life, those who they almost always say must be forgiven, those we harm… they, 
them, me, we have no place in this life other than the path of death. We do not know how to 
see or hear; we turn our back on life.

I like personal relationships, those that collaborate so the heart speaks and talks, those 
who have a family, but I do not see them at first sight.

I would like to be able to speak to life face-to-face, to live in that which is real, even for 
just a few instants; not everything need be forever.

The construction of a gender identity, just like the rest of one’s aspects, takes 
place within a dialectic relationship with one’s setting: relational, social, experien-
tial, linguistic, geographical, etc. In opposition to all domination practices, by prin-
ciple, there is a being that resists, that struggles to maintain its singularity. However, 
the possibility that said singularity emerges as something primary, and not reactive, 
does not depend on the quantity or quality of reasoning we may carry out in this 
respect but on the fact that a potentially appropriate medium for the development of 
personal resources allowing to do so exists or has existed.

Offering spaces for free creation, putting nonverbal areas of experience into play 
within a sufficiently sustaining therapeutic device, is fundamental to develop 
resources and strategies that facilitate the handling of uncertainty, fear, frustration, 
and rage, so that all of this may be integrated into one same experience of achieve-
ment on all levels: cognitive, affective, sensory, motor, and relational. Only in this 
fashion will transformation be viable: creating something new for the person that 
shows that they are a capable, free, and autonomous individual.

36.2.4  Marta

When the pressure is too great, or the conflict weighs excessively, there are processes of 
expulsion or exclusion. They may occur either in the soma or in reality. 

(Green, A. 1999) [8]

Marta is 25 years old. For the past 3 years, she has been going to a psychiatric 
day hospital. Her record shows a traumatic childhood, suffering from an abusive 
father and a mother with whom she has always had an ambivalent relationship. In 
clinical terms, the most significant aspect is dissociative and psychotic symptoms, 
along with substantial self-harming behavior, including autolysis attempts.

She was an undesired child, raised by a father who assaulted her all while grant-
ing affection to his male child. Her mother was unpredictable, at times overprotec-
tive and other times distant and destructive. Although the father abandoned them at 
an early stage, the family structure remained precarious and shifting, affording little 
protection. Within this context, Marta’s eroded mental fabric was unable to build its 
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structure and proved ineffective when integrating different dimensions of the con-
flictive experience, which remained confined to her body. As a result, her mental 
space found no other territory to take shape than the said body and established its 
limits within the same border, between the skin and the act.

For Marta, feeling her body is synonymous with feeling alive, finding a certain 
proof of herself, and perhaps proof in the world of others. Time and time again, she 
searches her body for channels to integrate that which has split away, the impossi-
ble, the ineffable. She aggresses and exposes herself to risk in increasingly extreme 
ways wherein, perhaps in her attempt to make it disappear, lies the most radical 
impulse to find herself. Self-injury makes her feel, allowing her to connect to a body 
she feels, that proves the fact that she exists. This dramatic pulse with the body 
would appear to project her toward an idealized experience of control that annihi-
lates all limits, to finally disintegrate herself. Thus, when failure at this point is also 
complete, the demand is imperative, and she addresses the other: “Tie me up!”

The impression is of a body presented as an offering or sacrifice, a woman who 
hopes to one day be loved. To achieve this, she seeks to refute the paradox of her 
existence, to leave behind the desire to cease to be such a replacement for never 
having been, a body that must be capable of embodying itself through a more per-
meable or flexible substance than disavowment, finding sufficient certainty of the 
self and its relation to the world, from whence it can represent itself.

From the start, the plastic experience offered in the workshop fits with the way 
she is. There are scarce requirements and she can control the process without effort. 
This means she can do work where sensory and affective aspects can easily be 
tuned, channeled toward waters that provoke well-being, with scant or no cognitive 
demand.

Initially, this appears to be a simple task of word-image connection, where the 
compositional elements are treated as if they were verbal elements, an image with 
no plastic pretensions that only seeks to announce an object: flowers, mountains, 
prints, and clouds. When viewed later, her initial drawings are the beginning of 
what will subsequently be protoforms and protostructures which, bit by bit, will veer 
toward a stable solution, indefatigably repeating with hardly any variation until the 
dissolution occurs, finally permitting transition toward change (Fig. 36.6).

Guided by the comfortable emotional tone she finds in the task of ordering, struc-
turing, and flattening the color of different surfaces, her output is stabilized in a 

Fig. 36.6 Phase 1

36 Art Therapy and Gender



858

form clearly recognizable as hers. At this stage, a compositional base appears that 
could be called the “matrix,” falling under a landscape structure divided into two 
parts, one of which is always terrestrial and the other varying, on some occasions 
between air and others between water, and finally taking shape as ambivalent. In 
her initial productions, frontal and aerial perspectives alternate, and both compo-
sitional parts are clearly present. In the latter, perspective is lost, thanks to the very 
close-up representation of the ensemble depicted but also due to an ellipsis repre-
sentation of the terrestrial element, whose limits and extension are left to the view-
er’s imagination (Fig. 36.7).

As far as the plastic configuration is concerned, bit by bit, it takes shape as a 
method of action that associates the color with the very action of painting, produc-
ing a gesture that is calming, thanks to its repetitive, homogeneous nature, unequiv-
ocally designed to completely cover the paper’s surface. She tests different tones, 
detecting the emotional subtleties they all awaken in her. Based upon this, she finds 
a way to conceptualize them, depicting her different mental states with pure color. 
Red and black connect her to a profound malaise; blue with space, breathing, and 
calm; and violet with relaxation.

Once structure and color have become consistent as a representational space, 
the true creative work begins. The terrestrial element grows more organic and 
draws back to the lower edge of the paper, not before splitting in two like a cell, giv-
ing way to the emergence of a first pair of creatures she will call crabs, the origin of 
an entire universe of crabs later on (Fig. 36.8).

For several weeks, she began by painting an opaque primary blue that she 
spread, carefully achieving a completely flat and homogeneous surface. However, 
once the crabs emerged, they begin commanding the creative action.

Marta’s crabs are shifting, appearing in different corners, in pairs, in trios, 
smaller or larger, in different colors. Each one of these variables is intentional. 

Fig. 36.7 Phase 2

Fig. 36.8 Phase 3

B. Sanz-Aránguez Ávila and M. del Río Diéguez



859

Week after week, the population grows. They appear as docile, attentive to the 
moment when she invites them to peer out over the paper, to enjoy the blue, velvety 
space she creates for them with care and affection, a set of shapes that meander 
through imagination, perhaps the beach they live on, until they explicitly appear. 
Marta explains that she never knows how many crabs will come this time. Sometimes, 
we only see their antennae or eyes. Others, we see smaller or larger parts of their 
bodies. These creatures gaze; they gaze at us, semi-hidden under the paper’s sur-
face or on its edges, immersed in the depths of an infinite beach that could perhaps 
be life or the body, a body-beach that transforms, is lost, drowns, and is filled with 
remains of its shipwrecked soul, or its destruction, making them exist as elements 
that keep watch over the gaze of their creator, calling it into existence as a possible 
corporeality (Fig. 36.9).

Halfway through the second year, Marta suffers a relapse and must be hospital-
ized. With her productions immediately before this episode, there are no crabs; there 
is merely a forced attempt to connect with color and the act of painting, along with 
the word. The last attempt, showing intense emotional mobilization of suffering, 
leads her to drench the paper in black and write “hate.” Upon her return, she comes 
back to this image, making clearings from whence the crabs once again emerge. 
However, they have matured. There seems to be more awareness in creating them. 
She uses black as well as purple, writing “relax” over the top. She begins blending 
techniques (wax on tempera) and the colors grow cloudy, softer. With time, a new 
habitat appears. She calls it “Sirio,” characterized by having three moons and two 
round mountains she says resemble buttocks or breasts. Crabs once again emerge 
from them, and blue, the ocean’s breath, settles in.

Fig. 36.9 Phase 4
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Finally, the process seems to have exhausted itself. Sirio disappears when a new 
task appears in Marta’s life that gives meaning to her real existence. Her mountains 
mix with the crabs’ gaze, and the colors transform the ensemble into an entirely new 
composition, with the leitmotiv “Save the Greyhounds (Fig. 36.10).”

The third year, she is asked to participate in a pilot intervention project at a 
museum. She accepts. The process lasts 6 months and consists of work based on 
visiting a set of selected works. The format requires spending three sessions on each 
one of them. It includes a space for contextualization and another for contemplating 
the work in situ.

When Marta begins, she has just left a recent hospitalization, and her condition 
is so unstable that she must be accompanied. In the first work, a painting by Maruja 
Mallo, her work is highly intellectualized and focused on the artist and her feminist 
demands. This helps her to give meaning to her participation in the program and 
summon the strength and desire to continue. The second work is by Miró. Although 
she shows interest in his life and his creation, especially when in relation to nature, 
this work does not draw her like the previous piece. On the other hand, the warlike 
context and profusion of details in the picture confuse her, leading to short absences 
from whence she can return based on specific color and texture aspects. This is 
when she connects the snail and crab and decides to make a work that could be 
considered “transitory,” where everything she developed at the hospital can act as 
a foundation to incorporate the museum’s attributes (dignity, seriousness, effort, 
worth, etc.) and to undertake a profound, committed process of self-transformation. 
She works on the crab-snail for three sessions, creating a sort of hybrid with ele-
ments that denote a great increase in flexibility, humor, empathy, and metaphor. This 
experience allows her to begin a new process of plastic development, seen in paral-
lel with the paintings she makes at the hospital (where she also goes), and that 
shows a “dissolution” of the crabs which is now irreversible (Fig. 36.11).

Fig. 36.10 Phase 5
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The third work at the museum is “Fallen Angel,” by Manolo Millares. This marks 
a turning point in the process.

Marta immediately connects with the artist Millares, just as she did with Maruja 
Mallo. She says he appears to be a friendly, “Bohemian” guy. The work’s content 
profoundly impacts her, and she emotionally dives into an explanation as to what he 
depicts (anguish, death, art as a barricade, etc.), the materials he uses (pieces of 
wood, rags, rubbish, bags, rope, etc.), and his techniques (punching holes, twisting, 
scratching, covering, etc.). There is a huge underlying burden of suffering and pain 
in the work, in the twisted figure, pierced by the structure upholding it. Regarding 
the painting, she appears overwhelmed, startled. The size, the colors, and especially 
the materials, “I didn’t know that painting could be this, too,” she says. She makes 
an attempt to understand the title “Fallen Angel,” as if those words could communi-
cate something to her.

She creates in a very free fashion, seeking play, scratching, wrinkling, breaking, 
and building: first, painting delicately and then splashing and sprinkling, experi-
menting with control randomness and exploring the material and her own limits 
through specific actions with it. The activity proves non-anxiogenic, containing for 
her: she breaks, spatters, and scrunches as a response to emotional intensification 
to which she responds, not by unloading but by creating. She does not need to refuse 
or defend herself to address what the work mobilizes. To the contrary, she takes 
advantage of each new sensation, each new emotion, as a driver for a new 
denouement.

Marta continues attending the sessions, making different creations, where, 
each time, she finds an increasing presence of who she is and her interests but also 
what she calls “her ghosts.” Based on a work by R. López Cuenca, she creates a 
door with the motto, “Against Abuse. 0 Tolerance,” a door she says should be put 
everywhere and that once again is reminiscent of the crabs and their eye-antennae 
(Fig. 36.12).

Bit by bit, she must settle things in her life, but for her, art has taken on an 
important worth. Born of her need to dialogue with the world are the door and her 
latest work, “Authors, I Write to You,” an open letter to artists with whom she feels 
she can share many things. We like to think that each one of them was the seed that 
led to the birth of her new development: as an activist and as a theater artist.

When we interviewed Marta, she talked to us about Millares:

Fig. 36.11 Work in the museum
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Millares! He made it possible for me not only to paint, but also to put what I felt like, to 
break, to take...and I couldn’t imagine all these possibilities when working on a canvas 
before. Now I’m calmer, I express my emotions with chaos, it relaxes me. Before, I went to 
boxing and I was nervous. When I discovered this, I found another way to vent. Doctors and 
my family have noticed it...I don’t need to punch so much any more.
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Abstract
Historical reliance of women in medicine and biomedical research has been 
marked by the negation of inherent differences presented by women in the patho-
plasty and the development of medical diseases. The historical exclusion of 
women from clinical trials has generated a medical research gap, resulting in the 
generation of incomplete data related to women’s health and well-being. The 
traditional medical male-dominated model, in which women’s health was viewed 
through men’s body (known in biomedical research under the term “androcen-
trism”), has generated a state of ignorance about women’s health-related prob-
lems. From sociology and anthropology, much work has been done to understand 
how social factors have an important role in the development and maintenance of 
diseases. Women do face particular environmental stressors than men do, and 
they have to face with social norms and attend to social stereotypes in order to fit 
into an increasingly demanding society. Among them, a low level of education, 
poverty, social exclusion, and other related issues is a social reality that affects 
women’s health. In the next chapter, we provide a review of the most relevant 
historical facts related to the inclusion of women in the biomedical sciences.

37.1  Historical Movement of Women in Scientific Research

Historical events related to the development of human rights and welfare of human 
research should be addressed concerning one of the most shocking events revealed 
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by the second Nuremberg trial. In order to understand the development of ethical 
standards in scientific research, it is necessary to consider some historical facts that 
changed the sociopolitical paradigm and the history of humanity.

The World War II dominated by the Nazi criminals in Europe was a turning point 
for ethical rules in human research. The crimes and atrocities committed by some 
Nazi scientists, such as those committed by Dr. Jose Mengele in Auschwitz com-
plex or many others in Birkenau, were a before and after in society and scientific 
research. Known as one of the greatest genocides in modern history, the Holocaust, 
in which thousands of people suffered the barbarities of the Nazi regime, was cate-
gorized in Nuremberg trials as “crimes against humanity” [1].

A set of research ethics principles for human rights in scientific experimentation 
were created as a result of Nuremberg trials in the World War II. The Nuremberg 
Code of Ethics is a ten-point policy which set the ethical constraints incumbent on 
anyone involved in designing and conducting clinical research studies.

Indeed, the Nuremberg Code was essential as it declared the fundamental and sacred 
dignity of rights and dignity of the human who participates in research. It also estab-
lished for all the time the right of persons to decide and choose whether to participate 
or not in research [1, 2]. Finally, the principles of Nuremberg were quickly embedded 
in the Declaration of Human Rights issued in the early days of the United Nations. 
Thus, in a matter of a few years, the principles of respect for persons and beneficence 
were not only articulated and applied to biomedical and behavioral research, but they 
were accepted across a broad spectrum of nations and peoples worldwide [2].

Despite that, the inclusion of women in clinical trials received little or no atten-
tion. Moreover, the inclusion of women in drug trials was considered “dangerous 
and practically worthless for the risks attained” [2, 3]. This idea was reinforced by 
a new politic regulation settled in 1975 by the National Commission for the 
Protection of Human Subjects of Biomedical and Behavioral Research. Following 
this idea of women’s vulnerability favored the idea or “male model” as a gold stan-
dard in medical research, and this situation does not improve until a decade after [3]. 
Other groups affected for those regulation policies were the exclusion of people 
with special necessities, physical, social or mental problems.

In the middle of the 1960s–1970s, women’s health activists achieved such profound 
changes in the medical paradigm that marked a turning point in the history of women’s 
health and research. Some of the most relevant events during this decade include [2, 3]:

• In USA the abortion debate supposes an ideological and public opinion split for 
and against the theme. They won the legal abortion right, but the situation was a 
turning point for the inclusion of women in childbearing in drug clinical trials. 
Moreover, the possibility of teratogenic effects of those drugs in the fetus was a 
decisive factor to exclude a vast majority of women of clinical trials.

• The establishment of women’s health clinics.
• The Tuskegee Study of Untreated Syphilis. The unethical study sponsored by the US 

Public Health System from 1932 to 1972 in Afro-American patients with syphilis.
• The measures were taken by Richard Nixon, President of the USA, known as 

“the war against cancer disease.”
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Those events change the state of paradigm in the inclusion of general population 
in clinical trials. This situation was reinforced considering how it settled the 
American healthcare system because these trials allow the access to sanitary treat-
ments that were unaffordable in other circumstances.

Despite the progressive reforms and proposals made for the regulation of the 
fundamental measures of the protection of human rights in biomedical research, the 
inclusion of women in clinical trials did not improve. In fact, during the last 40 years, 
it has been proven a large number of legal regulations. One of the most devastating 
politics in biomedical research was the exclusion of women of childbearing poten-
tial in 1975 [3, 4].

In 1962, it came to public light the series of cases of the “thalidomide tragedy.” 
This drug was mainly prescribed in the 1950s–1960s as a treatment to nausea occur-
ring during pregnancy. The consequences are as follows: More than 20,000 children 
around the world were born with deformities, such as phocomelia, as a direct con-
sequence of thalidomide use. In fact, and despite the medical concerning, in Spain, 
this drug was still available throughout the 1970s and including the beginning of 
1980s [5, 6].

As a direct consequence of these dramatic events, in 1977 the FDA prohibited 
the inclusion of women of childbearing potential in phase I of clinical trials. 
These new policies become the gold standard in scientific research in the follow-
ing next decades: Women were perceived and assumed as “delicate, fragile, and 
vulnerable” [2–4].

Little thought was given to the fact that greater potential harm and greater poten-
tial responsibility resulted from the investigation by pregnant women and women of 
childbearing potential of prescribed drugs that had never been tested in these women 
in controlled studies. Exclusion of such women became so routine in drug research 
that the assumption that they could be excluded was seldom challenged.

During the decade of the 1980s, attitudes changed dramatically. In USA the cost 
of medical care skyrocketed, making partially or fully subsided participation in 
research more attractive than seeking costly routine healthcare, and, thus, the fear of 
participation receded. Indeed, Women’s rights became a national issue [2]. In 1985, 
it was released a report warning the historical lack of evidence related to women’s 
health. In fact, this report came to light at the hands of Ruth Kirschstein, the first and 
only woman to work for the US National Institute of Health at that moment. This 
event highlighted the lack of evidence and knowledge about women’s health, the 
quality of existing information, and the treatments they receive [3].

Given this dramatic situation, the US National Institutes of Health (NIH) has 
announced a new policy that “urged” researchers who received federal research 
grants and funding to include women in their clinical studies, but the policy did not 
change the problematic situation at all [3, 4].

This situation was a normal thing in clinical trials; as an example, in one of the 
national largest clinical study conducted in the USA, the Baltimore Longitudinal 
Study of Aging, or the 1982 Multiple Risk Factor Intervention Trial, curiously, no 
women were included [2–4]. Sadly, however, events similar to these have occurred 
(and consistently happen) in the history of biomedical research over the years.

37 Gender Bias in Research: How Does It Affect Mental Health?
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37.2  A Public Concern: Pregnant women

Why should there be one law for men, and another for women?
―Oscar Wilde, The Importance of Being Earnest

Along with concerns for women’s rights came the awareness that many drugs had 
never been tested in women of childbearing potential [2–4]. While the NIH is the larg-
est public funder of biomedical research, most studies of drug treatments are funded 
by pharmaceutical companies that develop them and are reviewed by the FDA as part 
of the drug approval process. Since 1977, and as mentioned previously, the agency 
had had in place a policy forbidding women of “childbearing potential” from partici-
pating in early-phase drug trials for its teratogenous potential effects in the fetus [3, 4].

The direct consequences of some treatments have been exposed in the literature. 
One of the most famous was registered in 1977 in reaction to the congenital disabili-
ties resulting from thalidomide (treatment for nausea during pregnancy) [5, 6] and 
diethylstilbestrol (an estrogen given to pregnant women in the incorrect belief it 
would reduce the risk of pregnancy complications and losses) [7], drugs adminis-
tered during pregnancy as a routine treatment. This situation generated a public 
alarm about the unknown potential adverse effects of some treatments prescribed to 
pregnant women.

Nevertheless, things did not improve over the following years. Pregnant women 
and even those women of childbearing potential were automatically restricted or 
excluded to enter in drug clinical trials, especially in early stages of research. This 
means that those women of childbearing potential—most women aged between 18 
and 50  years—were directly excluded. The direct consequences are alarming, 
exposing women to use medical drugs that have not been tested in them, ignoring 
possible secondary effects [3, 4].

Moreover, there was a general assumption that there were not genetically or hor-
monal differences between men and women, assuming the same side effects than 
those tested in men. Also, one of the most relevant factors considered to not includ-
ing women in clinical trials was the assumption that women would have the same 
response as men (including the same potential secondary effects) to these drugs [3]. 
This situation is known as “androcentrism” where the male health model is in the 
center of medical knowledge, marginalizing those aspects related to women [8].

As we will see later, the presence of women in clinical trials was considered as a 
confounding factor comparing with men because of their fluctuating estrogen lev-
els. Consequently, women were excluded from clinical trials, firstly, for being con-
sidered more expensive and difficult to test drugs and, secondly, for being considered 
as a “potential vulnerable population.”

In the decade of 1980, some events bring to light the lack of knowledge of wom-
en’s health. A report published in 1985 from the US Public Health Service Task 
Force related to women’s health concludes that “research should emphasize disease 
unique to women or more prevalent in women.” This situation stressed the absence 
of knowledge about women’s body and health [2, 3].

This situation highlights the existence of a systemic problem, a problem of a lack 
of knowledge about women’s health. The traditional male-dominated healthcare 
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system has prone to neglect women’s bodies and health-related problems that com-
monly afflict them [3, 4, 8].

Some reports published between the 1980s and 1990s indicated that women were 
underrepresented in federally funded studies in almost a great representation of 
some diseases that affect both sexes, such as in the case of heart disease and acquired 
immune deficiency syndrome (AIDS), equally [4].

Because of this dramatic situation, in 1988, FDA considers that companies 
must analyze (or at least consider) their data by gender when women were 
included, but despite those considerations, nearly half the studies reviewed failed 
to do so [3]. Most of the studies didn’t consider at least a sex-based analysis nor a 
gender-based analysis in their methodology. It was by the mid in the 1990s when 
the FDA revised these guidelines to include this population of women in the ear-
lier phases of clinical trials.

Furthermore, some studies have pointed out that even though millions of 
American women were taking contraceptives (known as the pill), a mere 12 percent 
of the recently approved drugs had been studied for potentially dangerous interac-
tions with oral contraceptives [9]. Each year millions of pregnant women have to 
deal with other medical issues, some of which are chronic diseases, among which 
diabetes and influenza, or even more severe diseases such as cancer.

The prevalence of prescription drugs used during pregnancy is wide across coun-
ties. A recent article published in June 2018 [10] brings to light the real discrepan-
cies about the information given in the commercialization of new treatment labels 
among different countries, such as Japan, the UK, and the USA.

In a review published in 2011 in which they evaluated the use of drugs during 
pregnancy globally, they found that about 27% to 93% of those pregnant women 
took at least one drug during pregnancy [11]. Moreover, recently published articles 
reviewing the evidence about using different prescribed drugs during pregnancy 
have shown that there is little evidence about the secondary effects that can occur 
(including those effects directly affecting the fetus) [12–14].

A recent meta-analysis published in 2016 reviewing pharmacokinetic changes dur-
ing pregnancy pointed out that there are consistent findings of pharmacokinetic 
changes during pregnancy [15]. This situation has direct implications in clinical 
response and outcomes. Despite that and to this day, those effects are mostly unknown.

There is a lack of knowledge in the literature about the side effects that specific 
drug treatment may cause during pregnancy in women and their offspring. Problems 
concerning chronic medical diseases during pregnancy, such as diabetes or autoim-
mune diseases, are a big concerning problem. Most parts of treatments used to treat 
illness during pregnancy are used without enough data, in order to guide decisions, 
prescribe treatment, or guide dosing. In fact, after carrying out an exhaustive analy-
sis of the different clinical trial registries worldwide, they found that only a small 
percentage of them (0%–7.9%) were carried out on pregnant women [16]. In addi-
tion, most of the trials conducted on pregnant women focused on issues related to 
procedures or alterations related to childbirth, without considering possible pharma-
cokinetic analyses and their effects on women’s health [16].

The possibility of teratogenic effects in the fetus grounds a deep reluctance in the 
research community to include pregnant women in medical research. Unfortunately, 
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and to our opinion, this position has done more harm than good for women and 
future generations [17]. Excluding pregnant women, and, furthermore, women who 
“are fertile and could get pregnant,” is ignoring women’s health and relegating us to 
a submissive state of men’s body and health. Biomedical research must be at service 
of advancing knowledge, in order to improve outcomes, treatments, and people 
quality of life (Fig. 37.1).

37.3  Sex and Gender in Scientific Research

In the nineteenth century, the central moral challenge was slavery. In the twentieth century, 
it was the battle against totalitarianism. We believe that in this century the paramount 
moral challenge will be the struggle for gender equality around the world.

―Nicholas D. Kristof, Half the Sky:  
Turning Oppression Into Opportunity for Women Worldwide.

During the last two decades, different organizations and public institutions have 
highlighted the need to consider and integrate sex and gender in all phases of scien-
tific knowledge [3, 4]. As described above, there is emerging evidence that both sex 
and gender have a potential effect on how women and men present a particular 
disease or how it affects the metabolism and immune system, among others.

In the context of taking care of individual differences presented by men and 
women, there is an increasing emphasis in clinical research in doing more sensitive 
and precise scientific research attending to sex and gender issues [18]. First of all, 
and to begin with, we should define the actual differences between “sex” and “gen-
der.” Typically, in scientific research, we can see on many papers that there is a 
pandemonium of terms referring to this issue.

Mostly in preclinical research, and also in biomedical research in general, we 
refer to sex as a biological construct, whereby an individual is defined as being male 
or female according to biological particularities [18]. Related to this term, genetic, 
anatomy, and physiology have an essential role whereby an individual is defined as 
being male or female. This is understood as it is in computer sciences as a binary 
code, defined as 0 and 1.
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Fig. 37.1 Historical evolution of women’s involvement in clinical research
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The term gender refers to a complex construct of social and cultural interac-
tions in a determined context or environment. Gender is related to the way we 
interact with others and how we are placed in our reality, how we perceived our-
selves, and how we perceive others, influenced by a specific socioeconomic con-
text [18, 19]. Gender is a concept referring to social differences presented by 
men and women, assuming that these differences are not inborn but instead 
formed by society and culture [19]. In other words, sex refers to “biological 
defined sex” and gender to a more complex interaction of sociocultural influ-
ences and norms.

Much work has been done related to promoting sex- and gender-based analysis 
in medical research, considering these influences in how research should be done. 
Methodological aspects are relevant in how research is made and carried out. One 
of the most significant problems in biomedical research is related to the irreproduc-
ible results of promising preclinical research. In this sense, experimental hypotheses 
of all preclinical research may address the direct comparison by sex to detect pos-
sible differences between them [20].

In the last years, some public organizations and institutions are claiming the 
necessity to consider a sex- and gender-based analysis paradigm in research. This 
initiative is known under the acronyms SGBA, and it considers a holistic spectrum 
in examining sex-based (biological factors) and gender-based (sociocultural fac-
tors) differences between men, women, and gender diverse people [18].

More specifically, studies being carried out in psychiatry have not taken into 
consideration how gender can influence mental health. Most of scientific research in 
this area has been found to be sex and gender biased [21]. Among other initiatives, 
some of the most well-known health research institutes worldwide have focused on 
identifying and making transparent how research is done. In fact, differences pre-
sented in epidemiology and clinical manifestations of mental disorders between 
men and women have been well described [18].

The Canadian Institutes of Health Research (CIHR) has required researchers 
since 2010 to indicate whether their research protocol includes differences pre-
sented by sex and gender. Following this, the US National Institutes of Health 
(NIH) asks applicants who receive grants and public assistance to explain how 
they plan to consider sex as a biological variable in the design and analysis of their 
research. [18].

Despite all these efforts, the evidence is overwhelming. A recent article pub-
lished in 2018 by Hankivsky and colleagues which is related to promoting the study 
of sex and gender differences in scientific funding programs has proven that [22]:

• There is no evidence in scientific funding programs related to considering a 
gender- based analysis.

• There is not a universal consensus in how sex and gender aspects are conceptual-
ized and considered in scientific research (methodological aspects).

• Funding agencies tend to prioritize equality in research teams rather in consider-
ing sex and gender considerations in research content and knowledge 
production.
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37.4  Preclinical Research: Cell and Animal Models

An underlying principle of drug development is that patients entering clinical trials should 
be reasonably representative of the population that will be later treated by the drug as 
subpopulations may respond differently to given drug treatment.

―European Medicines Agency (EMA). January 2005

More than two decades ago, the US Food and Drug Administration (FDA) cre-
ated the Office of Women’s Health (OWH), in order to improve and promote the 
health of US girls and women [2–4]. It was in 1993 when the US National Institutes 
of Health (NIH), pressed by some voices that proclaimed the study and consider-
ation of sex differences in research, required the inclusion of women in NIH-funded 
clinical research studies [3, 4]. These new policies were done in order to progress 
and understand the processes and issues that affect women’s health.

Since that, and despite scientific research and furthermore biomedical research 
has advance taking short but firm steps, there is limited knowledge about the differ-
ences presented by gender. Those differences are essential to understand the mecha-
nisms and effects involved in medical research.

Sadly, however, this situation has not improved during these years. As shown by 
some authors, most of the preclinical studies have been conducted in male cells or 
male animal models. Some data indicates that almost 90% of preclinical research 
studies are done in nonhuman male animal models.

A study carried out analyzing gender bias in biological disciplines found a male 
bias in eight out of ten disciplines, among them, psychiatric disorders or neurologi-
cal diseases. Most obvious sex bias was found in neuroscience, with a ratio of 5.5:1 
(male, female), followed by pharmacology, 5:1 (male, female) [23]. These results 
are dramatic, as the underrepresentation of female nonhuman models has direct 
consequences in women’s health.

This is not a new thing; again, the discrimination among the features of women’s 
health has been relegated to a second line. Despite that, the Office of Research on 
Women’s Health (ORWH) of the NIH describes in their website the importance of con-
sidering those differences presented by men and women. As said on their website [24]:

NIH is calling on scientists to take a deliberate approach in considering sex and gender in 
research to make sure that women and men get the full benefit of medical research.

The explanations usually provided by some researchers about this issue were 
under the pretext of methodological problems, such as difficulties to control estro-
gens levels in female models or just ignoring intrinsic differences presented by cells 
to sex hormones. It is well known that many neurological conditions are sexually 
dimorphic, and as said by this article, cell-structure studies have demonstrated that 
male (XY) and female (XX) neurons respond differently to various stimuli [25].

Apart from this, most of the studies carried out in female nonhuman animal mod-
els were related to reproductive considerations. Nevertheless, there were persistent 
reports of males and females differing in nonreproductive parameters, such as per-
formance on learning tasks and associated neurophysiological correlates like hip-
pocampal long-term potentiation (LTP) and cortical synapse number [26–28].

M. Recio-Barbero and I. Pérez-Fernández



873

This situation, as said later, is not a recent problem. Diverse studies published in 
the 1990s have shown the existence of sex differences in the human brain [26–28]. 
Some of these differences imply neuroanatomical and neurochemical changes 
occurring in men and women. For that reason, some authors such as Margaret 
McCarthy and colleagues [29] have pointed out in animal models that sex is a cru-
cial variable concerning some neurobiological processes, such as in the case of 
neurogenesis or synaptic physiology. In the case of the human brain, variable 
changes between sexes in brain region size and the morphology of cells and even in 
their pathway connections have been reviewed [29].

This situation has been defined as “androcentrism.” This term refers to an andro-
centric thinking that assumes maleness to be normative [8, 30]. The historical male- 
dominated system has influenced how research has been done over years. This way 
of thinking in preclinical research generates a gap in biomedical research related to 
women’s health [8]. Despite the efforts of governments and public organizations 
trying to promote the inclusion of women in research, nowadays it remains 
insufficient.

This suggests to consider not only what type of models are we using but also 
what type of design experiments we should use and how are we going to analyze our 
data and report results. In fact, a comment published in 2014 in such an important 
magazine as Nature brought to light that there is a big problem in clinical research 
concerning the inclusion of female cells and rodents in clinical trials [25]:

Convention is another probable reason for reliance on the male-only models that have been 
typical in many research areas for decades. Lack of understanding about the potential magni-
tude of the effect of sex on the outcome being measured is likely to perpetuate this blind spot.

In 2015, the NIH established a new policy for the consideration of sex as a bio-
logical variable in the design of research studies. To this day, most of the studies 
published in biomedicine research do not consider sex as a biological variable in 
their design [31]. This situation has a direct impact and affects the future of bio-
medical research. Failing to consider biological differences presented between men 
and women possess a challenge in advance of medical knowledge.

Some authors have suggested that in preclinical research, there is a lack of 
rigor in how research is done. As said by Steve Perrin in an article published in 
Nature [32]:

Mice take the blame for one of the most uncomfortable truths in translational research. 
Even after animal studies suggest that a treatment will be safe and effective, more than 80% 
of potential therapeutics fail when tested in people. Animal models of disease are frequently 
condemned as poor predictors of whether an experimental drug can become an effective 
treatment.

This problem is not only intrinsic to cell and animal models but also is related to 
an inadequate analysis of the data of those researches that is not analyzed taking 
account an analysis of data by sex. The direct consequences of disregard sex analy-
sis are the fundamental problem that probably the treatment probably would not be 
a replicable model in humans.
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Despite the efforts given by some public organizations to reverse this situation, 
such as the NIH, promoting policies concerning sex- and gender-specific analysis, 
the problem remains real [3, 4]. Denying sex differences presented by cell and ani-
mal models in advance of new treatments in biomedical research is itself a serious 
step back for research about women’s health. Given that animal models underpin 
the development of new treatments for a multitude of diseases, the consequences of 
this malpractice have severe implications for healthcare in women.

37.5  Gender Bias in Clinical Research: Where Have All 
the Women Gone?

Feminism is, of course, part of human rights in general--but to choose to use the vague 
expression ‘human rights’ is to deny the specific and particular problem of gender. It would 
be a way of pretending that it was not women who have, for centuries, been excluded. It 
would be a way of denying that the problem of gender targets women. That the problem was 
not about being human, but specifically about being a female human.

―Chimamanda Ngozi Adichie, We Should All Be Feminists.

The history of women’s involvement in science, and later in research, dates back 
centuries ago, at a time when science was focused on the study of the male’s body. 
From a social perspective, we cannot disdain the fact that the sociopolitical system 
influences the way women are seen and heard. In this sense, the feminist movement 
has shed light on how the social system based on male normativity influences wom-
en’s health.

The general assumption adopted by scientist and intellectuals reinforced this 
general idea in the world of science that women’s health was to be seen through the 
eyes of men and through the man’s body. In fact, men’s body and health were the 
gold standard in research, considering women (and in fact, other social minorities or 
disabled people) as “vulnerable subjects to study,” and therefore excluded [2–4]. 
This idea reveals the state of subordination to which women have been subjected, 
denying the possible consequences on their health [8].

Scientific evidence has shown the presence of differences between men and 
women. We must consider not only intrinsic biological differences, like sexual 
dimorphism, but also how sociocultural factors influence men’s and women’s 
health. From sociology and anthropology, it has been widely described how social 
factors influence people’s health and well-being. Women are more exposed to par-
ticular environmental stressors than do men, and they have to face social norms and 
attend to social stereotypes in order to fit into an increasingly demanding society 
[33]. The sociocultural conditions in which men and women live affect health out-
comes directly. This worldwide reality increased the exposure to particular hazards. 
Among them, poverty, low level of education, social exclusion, and other related 
issues are a social reality that affects women’s health [33].

The denial of women’s health and well-being did not become relevant, as we 
have previously described, until the end of the last century. It was in the mid-1980s 
when the US public health agencies were exposed to the lack of knowledge about 
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women’s health [2–4]. In fact, it was a woman who sounded the alarm. Since that, 
various attempts have been made by administrations and public organizations to 
consider the differences presented between men and women regarding health. It was 
the impulse of different women’s organizations and associations that exposed the 
lack of a gender-based perspective.

As described by the NIH in its website, the inclusion of women in clinical trials 
must change from the basis of clinical research paradigm [34]:

Including women and diverse populations in research is not just a matter of enrolling 
women in clinical studies but requires changing norms of how research is made and designs, 
long before a volunteer signs up for a study.

Nowadays, we can take a look into medical population databases searching for a 
specific disease such as, for example, differences in presentation between men and 
women in cardiologic or neurodegenerative diseases. As described by Tasa-Vinyals 
and colleagues, the gender bias is a phenomenon that could be explained in two 
main areas: (a) a generalized bias occurring in biomedical research and (b) the bias 
that occurs in clinical practice [8]. Actually, women have to deal with the hostility 
of the health system, which has focused primarily on women’s reproductive func-
tions. Other aspects, such as the frequent overmedication of female discomfort 
through the use of certain psychotropic treatments (like anxiolytics and benzodiaz-
epines), are of nonrelevant public dominion and, thus, neglected [8].

It is easy to realize that the current prevalence in clinical diagnoses between 
men and women is different. As a result of the dominant male normativity, some-
times women’s complaints are not heard since they don’t fit clinical standards. 
The way in which power dynamics, norms, and values are settled influences the 
health status and outcomes of the women [33]. Frequently, a woman having symp-
toms of heart attack is frequently misdiagnosed as having “anxiety symptoms” or 
“somatization” [8, 33].

Epidemiological studies have shown that men frequently experience more life- 
threatening diseases and die younger, whereas women live longer but have more 
chronic conditions, disability, and thus, worse quality of life [33, 35].

As exposed by Rieker and Bird [35], there is considerable evidence that gender 
differences play a major role in the development of mental disorders. In fact, these 
authors show that the main problem in neurosciences is the lack of knowledge of 
how gender differences influence this complex interaction between social and bio-
logical factors [35].

In fact, some diseases have been associated with a women overrepresentation as 
in the case of autoimmune diseases, some types of cancer, cardiovascular diseases 
or psychiatric disorders. Among them, autoimmune diseases affect approximately 
8% of the general population, 78% of whom are women [36]. More concretely, in 
Systemic Lupus Erythematosus (SLE), the overall prevalence is much higher in 
women compared with male counterpart (7.7–68.4 versus 0.8–7.0) [37].

In spite of this, and as mentioned in the previous section, the human body is 
made up of a complex interaction between different systems and mechanisms, 
such as hormones or the immune system, among other essential processes. The 
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disturbance of one of these mechanisms can impact and alter normal function-
ing, having direct consequences in the whole system. As described by some 
authors, some diseases have been linked to produce the dysregulation of various 
mechanisms, between them, the production of pro-inflammatory processes 
through the immune- to- brain pathway [38] or the gut-brain axis [39]. The alter-
ation of these pathways, affecting the normal function of brain processes, has 
been described in some psychiatric disorders, as in depression, bipolar disor-
ders, and psychosis [38].

In recent years, greater attention has been paid to the study of gender differences 
in mental illness. In spite of this, to date few studies include sex and gender as 
potential variables to be considered in the results. Denying the presence of inherent 
differences between men and women represents a delay in scientific progress. We 
must not only take into account the presence of intrinsic differences at the biological 
level but also consider the influence of sociocultural factors on the development and 
evolution of such processes [8, 33, 35].

Despite all the shreds and efforts carried out concerning the inclusion of women 
in clinical trials and considering sex-gender-specific analysis, just over half of NIH- 
funded clinical research participants are women [3, 4]. Moreover, the consideration 
of sex-gender analysis inclusion in the methodological design of clinical studies 
remains insufficient.

As described by Clayton in 2014, we found serious problems in the inclusion of 
women in clinical trials, finding ourselves with just over half of the participants 
being women in publicly funded research [25]. In fact, it is widely described in the 
literature as certain drugs present different dosages and effects depending on sex- 
related features [9, 25].

In order to make scientific research more transparent, the NIH established a reg-
istry of clinical studies (American register, clinicaltrials.org, and the European reg-
ister, clinicaltrialsregister.eu) recommending the registry of such relevant 
information as it is: participant inclusion/exclusion criteria, percentage of women 
and men enrolled, or other sociocultural determinants, like race or ethnicity [40]. 
The goal of this measure is to make information about clinical trials transparent and 
available to everyone.

In April 2014, the European Parliament and of the Council dictated a new regula-
tion on the authorization for clinical trials on “medicinal products for human use” 
to implement new standards to make clinical trials more safe and transparent. This 
new regulation comes into application in 2019 by the European Medicines Agency 
(EMA), for the regulation of conducting clinical trials, between the new policies 
presented [41]:

• The creation of a European Clinical Register, increasing the efficiency and trans-
parency of clinical trials.

• The application of higher standard rules for conducting clinical trials throughout 
all the EU members.

• The publication of each clinical trial-relevant information and results, including 
the authorization, procedures, and results of each clinical trial carried out in EU.
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This new regulation provides a scope in scientific research. No more women of 
childbearing potential are supposed to be excluded from clinical trials, and those women 
during breastfeeding may be included provided that it is considered a risk-benefit.

To this day, the number of women included in clinical trials is growing, but it is 
still insufficient. The enrollment of women in such studies remains relatively low in 
comparison of their overall representation of some diseases, been described to affect 
more women than men. Some of them have been mainly described in the literature, 
such as autoimmune diseases, cancer or Alzheimer. Governments and public orga-
nizations should focus, or at least reconsider, on implementing new policies to regu-
late the inclusion of women in science and research.

37.6  Gender Inequality in Research

Inequality and disdain for their achievements mark the history of women in science 
and access to knowledge. The world’s first higher education institution was created 
by a woman (Fatima al-Fihri) in Fez, Morocco. Perhaps because of gender biases 
and xenophobia, the University of al-Qarawiyyin had to wait until a few years ago 
to be recognized as the oldest [42]. Another example of this inequality is the case of 
Lucrezia Cornaro Piscopia, considered the first woman to obtain a graduate degree. 
She studied in Bologna (where the current concept of University was coined), after 
seven centuries of an institution in which only men could study.

Thus, a constant is repeated regarding the future of society, marked by a systemic 
condition that has relegated women to a subordinate role. From different gender 
stereotypes, multiple barriers have arisen that have hindered the development of 
women in the scientific field (access to education, social and family norms, the role 
of care, or the ability to choose freely, among others). As a result, women have taken 
longer to devote themselves to this branch of knowledge. Besides, the resources 
they have been given have always been smaller, and they are subjected to constant 
invisibility, undervaluing their discoveries or being rejected.

It is true that there is an advance in this inequality, with greater incorporation of 
women in university students, but in individual branches of knowledge, as well as 
in the higher echelons of the scientific career, the presence of women is much lower 
than that of men. This reflects a disagreement with the number of women who have 
earned enough merit to reach these positions.

Their absence cannot be explained only by their later incorporation into univer-
sity studies (after decades, the percentage of women is lower depending on which 
branch of science). Nor for less involvement in the workplace or reasons for apti-
tude, these are frequent prejudices in the general population (as shown by more than 
65% of 5000 Europeans surveyed [43]) or even among the “elites of knowledge.” In 
2005, then-president of the University of Harvard, Lawrence H. Summers, defended 
(although later rectified) the superiority of men for biological reasons [44] and lack 
of intrinsic skills of women [45]. There is inconclusive data of a lower aptitude or 
worse attitude on the part of women for such knowledge and works [46, 47]. 
However, these differences can be explained by gender stereotypes [48, 49].
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In the following lines, we will try to outline part of the factors that have hindered 
women’s access to science, and we will propose lines of action in this respect so 
that, if we want to advance as much as possible in scientific knowledge, we stop 
wasting 50% of the available talent.

37.7  Gender Biases in Women’s Access to Knowledge

Thanks to the efforts of women like Lucrezia Cornaro, the gender gap has partially 
diminished. The number of female graduates in the USA has doubled since the 
1980s, practically equal to the percentage of men [50]. In the case of Europe (EU- 
15), there is a similar situation, although it varies from state to state; in Lithuania, 
for example, 63% of graduates in 2006 were women; in Italy, 52%; in Spain, 48%; 
and in France, 37% [51].

Although it is true that in Western countries the presence of university women is 
majority (EU-15 = 54.2%; USA = 56.7%) [52], the distribution according to branches 
of knowledge is unequal [53], which is known as horizontal segregation, a concept 
that reflects the predominance of women toward traditionally feminized sectors and 
the difficulty to access positions generally stipulated as “masculine” [54].

Women enrolled in university careers related to humanities or education fields 
account for more than two thirds in the EU and the USA, however, in careers related 
to science/mathematics are minority (37.7% and 41.1% respectively) and clearly 
segregated in engineering: in 2006, 25.3% of enrolments corresponded to European 
women, and 19.2% in the case of USA [50].

There is also no parity in the proportion of doctorates in 2012, where the average 
of theses read by men in the EU within the branch of knowledge “engineering, 
manufacturing, and construction” stands at 71.7% [55]. Although the data show a 
hopeful reduction in the gender gap, the speed at which this occurs is too slow; in 
many branches, especially those in which inequality has been greater (surgery, com-
puter science, physics, or mathematics), the disparity will probably not disappear 
until the next century. This disparity varies between countries, with a more signifi-
cant gap in Japan, Germany, and Switzerland [56].

Horizontal segregation is also objective in peer review or arbitration. It is a fun-
damental method in science to assess the quality of the papers presented. In this 
process, two experts in the field to be treated value the work in question separately; 
depending on the quality, the article may be published, or the best candidate will be 
awarded a scholarship. Although the evaluation aims to be anonymous and indepen-
dent, men are 7% more likely to receive a favorable evaluation [57, 58]. As a conse-
quence of horizontal segregation, inequality, in this case, is more pronounced in the 
applied sciences (as in clinical branch and health sciences in general) [58].

Nowadays, women are the majority when enrolling in university studies [59], 
and little by little, they equal their presence in the first levels of scientific work; 
however, they are still a minority in the highest echelons of the research hierarchy, 
thus appearing another type of segregation, “vertical.” This “glass ceiling” prevents 
them from occupying positions with decision-making power and punishes them for 
worse working conditions, hindering their professional development.
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The glass ceiling index (CGI) makes it possible to quantify this gap by measuring 
the relative opportunities of women compared to men in their ascent in the research 
career. It compares the proportion of women at the highest level (chairs, “full profes-
sor”) with the total number of female researchers (including the entire range of quali-
fications, professors or incumbents, among others). This situation has been reviewed 
in the last years overall occupational areas [60, 61]. The higher the index, the higher 
the difficulty that women face in reaching the steps of greater success.

The glass ceiling differs according to the branch; in the case of Spain, it is higher 
in specialties related to engineering, technology, agriculture, and medical sciences. 
These data are also replicated in the EU, the proportion of women in humanities 
(27.0%) and social sciences (18.6%) contrasts with the percentage of women pro-
fessors in the technical branches (7.2%) [55].

Even though inequality is decreasing, progress is plodding: in the 28 countries of 
the European Union (EU) as a whole, the GCI stood at 1.75 in 2013 [62], whereas 
in 2007, it stood at 1.8 [51]. In the case of Spanish women, there is also a favorable 
evolution toward equality; in 1995–1996, the GCI stood at 2.91 to go on to 2.34 
13 years later [51]. It is possible that the situation is more favorable due to the gen-
erational effect: more women joining research, therefore a higher proportion of 
women candidates for positions of greater responsibility in the coming years/
decades according to the area of knowledge, although it is not the only one, with 
differences attributable to gender appearing again.

The proportion of women in management positions appears to be improving in 
the EU. In 2010 they occupied 15.5% of management positions in university educa-
tion, 3  years later 20.1%. It is necessary to point out the significant difference 
between countries: in France or Cyprus, women occupied one out of ten positions, 
while in Serbia parity was reached [62, 63].

In the field of psychiatry, the pattern of inequality in relevant positions also 
seems to be perpetuated. The European Psychiatric Association is currently chaired 
by a woman (Silvana Galderisi; 2017–2018). Of the 16 presidents who have had, 
only 2 have been women (and the first, Danuta Wasserman, was not until 2013) [64]. 
This association represents nearly 80,000 psychiatrists in Europe by bringing 
together 43 national psychiatric associations; in 2018, of the 42 societies reviewed, 
29 are chaired by men and 13 by women.

Underrepresentation by gender in the most essential positions has a direct impact on 
equality. When there is a male majority, fewer measures are taken in favor of the equi-
table redistribution of resources [65], a situation that improves when parity exists [66]. 
Thus, fewer women enter in the scientific career and progress with higher difficulty.

Another persistent problem is the systematic loss of women throughout the 
research career [63], as well as their incorporation to the teaching staff after finish-
ing the postdoctoral degree [67]. In a survey by the Royal Society of Chemistry in 
London, 72% of first-year students wanted to pursue a research career, rising to 37% 
by the third year (compared to 61% of males in the first year and 59% in the third) 
[68]. As a result, after graduating, 60% of men leave university, compared to 75% 
of women [69]. This phenomenon is known as “the leaky pipeline,” and as they 
progress through the scientific channel, part of the people tends to “filter” and move 
away from research.
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Among the multiple causes are the male traits that dominate science and are 
sometimes hostile to women [70, 71]. Another reason has to do with the organiza-
tion of work, which makes it very difficult to reconcile family life [72, 73]. The 
competence of women scientists who are mothers is questioned, worsening their 
salary and conditions, an aspect that does not seem to affect men [74].

It has sometimes been argued that inequality is due to differences in achieve-
ments; progress in the scientific hierarchy is identified with a fair and unbiased 
meritocratic system. However, this does not seem so real: in a Swedish analysis of 
the award of postdoctoral scholarships, women had to be 2.5 times more productive 
in order to obtain scores similar to men in order to receive a scholarship [75, 76]. 
This may be one of the reasons why women publish fewer articles, in addition to 
gender biases at the time of selection [58], because they are less often cited as first 
authors [77], or directly because they are erroneously cited as men [78].

37.8  Conclusion

The history of women’s involvement in science is a history where denial and subor-
dination have been imposed as a cruise route. Despite a shift from the traditional 
medical model to a more integrative biopsychosocial model, in which sociocultural 
factors play a major role in people’s health and well-being, women’s health has been 
relegated to the background for many years. The normative androcentric thinking 
settled in scientific society has dug deep the way in which research is approached 
and carried out.

The denial of the differences presented between men and women increases the 
lack of knowledge regarding their health. Women do face particular environmental 
stressors than men do, and they have to face with social norms and attend to social 
stereotypes in order to fit into an increasingly demanding society. The way women 
perceive the world directly affects their health. Sociocultural contingencies such as 
poverty, inequality of opportunities in access to job, and the denial of their rights 
affect women’s health.

Thus, and despite the different efforts and steps were taken concerning the attain-
ment of the equity of women in all spheres of the biomedical field, it is insufficient 
to date. The consideration of new measures from a gender-based perspective should 
be applied to promote the same rights between men and women.
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