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Summary

Gender inequality and discrimination, as well as violence and
victimisation towards women, have recently hit the headlines
creating a media furore. We provide a timely discussion sur-
rounding the impact of these issues on women'’s mental health
and a discussion of the role of psychiatry in this context.
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Mental health problems affect men and women equally’ but a
female preponderance is observed in some illnesses, such as major
depression and anxiety disorders.”> Moreover, the burden of
mental disorders is greater in females compared to males according
to disability-adjusted life years.’ Explanations for these gender
patterns have asserted biological causation due to hormonal
differences, vulnerability to female-specific medical illnesses (e.g.
ovarian cancer), reproductive risks of physical illness and puerperal
psychiatric disorders (e.g. postnatal depression). Disruption or
abnormalities in some of these biological factors (i.e. reproductive
health) can directly impact on women’s mental health, best illu-
strated with Premenstrual Dysphoric Disorder. Women are also
at greater risk of experiencing various psychosocial stressors (e.g.
sexual violence) that are key determinants of poor physical and
mental health outcomes,® but are preventable. Gender discrimin-
ation, also referred to as gender disadvantage, inequalities or dispar-
ities encompass a range of experiences and structural inequalities.
These include the increased likelihood that women may hold posi-
tions of lower power in work settings and lower status in societies in
which women are not protected against violence or are discouraged
from pursuing an education and independent living,” The negative
impact of gender discrimination on physical and mental health can
be compounded by its ‘correlates’ (e.g. poverty). These factors can
cause much stress and strain on women as well as impact their
opportunity to access health care.

Here we will focus on gender discrimination and victimisation
since they have received less attention in the women’s mental
health literature compared to biological factors. The prevalence
of gender discrimination in the workplace, such as sexual harass-
ment and gender pay inequalities, have recently been publicly illu-
minated with the #MeToo and #TimesUp movements and
campaigns championed by both Hollywood stars and activists
such as Tarana Burke. The public and media interest in gender
discrimination and victimisation towards women forces us to
stop and review the pertinence of these issues on women’s
mental health.
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Does gender discrimination affect women’s mental
health?

Sex is a biological fact based on physiological characteristics,
whereas gender is a socio-cultural construct that encompasses
norms and attitudes related to social roles, statuses and abilities.
Discrimination exists when these social norms and attitudes stipu-
late that women should hold a subordinate position. As a result,
women may hold a ‘minority’ status based on their gender within
a society or subculture where a gender power imbalance exists,
despite females representing approximately half of the population.

Gender discrimination impacts all aspects of a woman’s life,
such as limited access to employment opportunities and quality
health care, which can result in poor health outcomes. This power
imbalance becomes especially troubling in resource-poor areas
where multiple disadvantages cluster. In addition to discrimination,
women who do not conform to the socio-cultural norms of their
gender can face stigma, social exclusion and violence (e.g. honour
killings’). Women can hold multiple forms of minority statuses
(e.g. due to their ethnicity), meaning that they can be subject to dis-
crimination from a myriad of angles, which together leads to greater
stress and worse mental health outcomes. There is growing recogni-
tion that gender-influenced isolation, social exclusion, bullying and
threats all add to the burden and injustice of discrimination. Yet
there is a dearth of research that explores gender disadvantage
and women’s mental health. This discourse should not undermine
resilience, fortitude and that action is taking place, but should be
taken as an opportunity to raise the profile of these issues.

Discrimination can be subtle or explicit, conscious or uncon-
scious and permeates into all life domains and areas of society.
Gender discrimination in the workplace includes harassment,
unequal pay and implementation of rules that puts one gender at
a disadvantage. Although gender discrimination is illegal in many
countries it is still evident. For instance, statistics from Europe
show that women earn on average 20% less than men.’ In the
UK, over 50% of women surveyed reported experiencing sexual
harassment in the workplace (e.g. unwanted sexual touching).”
Experimental evidence shows gender-biased hiring preferences
where men are favoured over women (even though qualifications
and experience are identical); interestingly, both men and women
exhibited these biases.®

Although instances of gender discrimination are still common,
the cultures in which these incidents happen are usually structured
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to not notice or prevent such discrimination. For example, gender
power imbalances exist in policies and processes (e.g., primogeni-
ture, law or custom pertaining to inheritance of firstborn son
which overlooks daughters), reinforcing a certain mindset that sup-
ports or encourages gender discrimination. The power of group
conformity and dependency makes it particularly challenging to
speak out against instances of discrimination and requires
courage and strength to stand up to the institution and individuals.
Responses to such action include avoiding acknowledgement and
responsibility, making reporting and addressing discrimination
difficult.

Perceived gender discrimination has been associated with
various psychiatric disorders, including major depression and
post-traumatic stress disorder [PTSD].? Research shows that the
experience of gender discrimination accounts for more of the
variance for depressive, anxiety and somatic symptoms in women
compared with psychosocial stressors (known predictors of depres-
sion).'” Similar patterns are observed when more objective mea-
sures of discrimination are considered (e.g. gender pay
inequalities). Women who earn less than men have significantly
higher odds of major depression than their male counterparts.'
However, no significant gender differences in depression are
observed among matched pairs in which women had a higher
income than men.'" Interestingly, the female preponderance in
depression has been found to be less pronounced in recent years
and has been attributed to changes in the traditionality of female
gender roles (e.g better female education).’ These findings
provide preliminary but convincing evidence that gender discrimin-
ation plays a prominent role in women’s mental health.

Greater efforts are needed to reduce gender discrimination
throughout society by raising awareness, development of new and
better implementation of existing policies, more equal representa-
tion of females in positions of power, as well as structures and envir-
onments that promote gender equality.

Does victimisation have a negative impact on
women’s mental health?

Physical violence, sexual assaults, and psychological, economic and
emotional abuses can all be categorized under the construct of vic-
timisation. Depending on the age of the victim and the perpetrator
these types of victimisation can be classified as childhood maltreat-
ment, where the victim is a child or adolescent, and includes phys-
ical, sexual, psychological and/or emotional abuse as well as neglect
(lack of provision for the individual’s physical and emotional needs
by their caregiver) perpetrated by an adult (or an older child for
sexual abuse). Domestic or intimate partner violence and abuse is
defined as one partner using physical, sexual, financial and/or emo-
tional abuse to gain or maintain control or power over their partner.
Females are at greater risk of being exposed to childhood maltreat-
ment'* and domestic violence and abuse.* Gender victimisation also
includes forced marriage, ‘honour’ crimes and human trafﬁcking,4
however, a review of their impact on women’s mental health is
outside the scope of this discussion.

Childhood maltreatment is significantly associated with phys-
ical and mental illnesses,’> such as cardiovascular disease and
mood disorders in adulthood; these associations have been shown
to be strongest in women.'*'® The experience of domestic violence
and abuse can lead to the development of mental health problems.
For instance, a recent meta-analysis reported a seven-times increase
in the likelihood of PTSD among women exposed to domestic vio-
lence and abuse.'® Childhood maltreatment is also a risk factor for
domestic violence and abuse.!” In fact, victimisation in childhood
and adulthood has been shown to have an accumulative impact
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on mental health outcomes in a dose-response fashion.
Specifically, women with a history of childhood maltreatment,
and who are exposed to domestic violence and abuse, have the
highest risk of depression followed by those who have experienced
only one of these victimisation types; women with no such victim-
isation histories show the lowest risk of depression.17 In sum, the
research evidence converges to show the significant independent
and combined impact of childhood maltreatment and domestic vio-
lence and abuse on women’s mental health. Recommendations for
mental health services based on such findings include the imple-
mentation of gender and trauma sensitive protocols regarding clin-
ical assessment and access to trauma-informed interventions as well
as staff training in these areas.

Gender inequality and women’s mental health, what
is psychiatry doing about it?

As a clinical and academic community, psychiatry has a responsibil-
ity to address gender disadvantage to improve the mental health of its
female staff and patients. Female psychiatrists are underrepresented
in senior roles in academia, for instance approximately 20% of UK
clinical professors are female.'® This is disappointing and highlights
the need for action. However, this figure is also encouraging since it is
similar to the proportion of female non-clinical lecturers (29%) and
is higher than the 2007 figures where only 13% of clinical professors
were women.' % In terms of leadership, both the President and the
Dean of the UK’s Royal College of Psychiatrists (RCPsych) are
women. Other societies for professionals that work in mental
health research and care also have female presidents (e.g. the
British Psychological Society and the Royal College of Nurses).

Increasing academic dialogue concerned with gender disadvan-
tage and women’s mental health has been sparked by initiatives,
including taskforces and special interest groups within the RCPsych
and the World Psychiatric Association (WPA). The Lancet has also
published a series of articles focused on ‘advancing women in
science, medicine and global health’. It is hoped that these efforts
will translate into real change in intellectual thinking, research and
institutional structures, ultimately resulting in gender equality.

Women are overrepresented in the delivery and management of
mental health care, making up to 80% of those that provide and 65%
that manage psychological services in the NHS.*' However, men
represent a higher proportion of those that shape and influence
such services (e.g. commissioners).”’ Greater efforts to achieve
gender balance across all levels of NHS mental health services are
needed to better reflect the population it serves.

Steps have been taken to account for the impact of gender disad-
vantage and violence clinically. For example, the WPA has produced a
training curriculum for mental health care providers on intimate
partner violence and sexual violence against women. Some of the prin-
ciples of this training are in line with the trauma-informed mental
health care (TIMHC) framework (i.e. recognition) that has seen
calls for implementation in the UK.** The rationale behind the need
for TIMHC is based on two points: first, that a considerable portion
of people with mental health problems have experienced trauma;
and second, mental health care can involve coercion and control
(e.g. restraint and forced medication) which can trigger similar emo-
tional, cognitive and physiological responses associated with previous
traumatic experiences and thus may re-traumatise survivors. TIMHC
focuses on building trust between service users and providers and cre-
ating safe therapeutic environments, based on principles such as trans-
parency and survivor partnerships.”* The beneficial impact of TIMHC
includes the reduction in the number of seclusions/restraints and time
to discharge,”* and has been included in the NHS England’s strategic
plan for sexual assault and abuse services.
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Summary and conclusions

Women are exposed to a plethora of adverse experiences and envir-
onments that negatively impact on their health and wellbeing. Many
of these factors are either gender-specific (e.g. gender discrimin-
ation) or more common in women (e.g. childhood maltreat-
ment).*'? These factors intersect, with many women experiencing
multiple factors at the same time or across their lifetime, creating
a lethal cocktail of risk that results in poor health, social and eco-
nomic outcomes. There is an overwhelming need for co-ordinated
prevention and intervention efforts that tackle these issues from
societal, community and individual levels.

Gender-specific and trauma-sensitive strategies are recom-
mended by the WHO and the UK’s National Institute of Health
and Care Excellence.” These can manifest as staff training, adminis-
tration of clinical assessments without women’s partners or family
members, and/or the use of independent interpreters (if needed)
rather than reliance on family or friends.* As a clinical and academic
community we have a responsibility to raise awareness of these
issues, ensuring that our structures and policies create a working
environment and service that promotes gender equality and
women’s mental health.
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