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Titulo: Roles de género y salud mental en las mujeres: su influencia en la
demanda de atencién psicolégica.

Resumen: La prevalencia de determinados diagndsticos —trastorno de la
conducta alimentaria, depresion, ansiedad y trastorno limite— es superior en
mujeres que en hombres. Considerando la salud mental en mujeres, resulta
imprescindible poner el foco en los aspectos sociales que influyen en la
forma de enfermar. Se estudia en una muestra de 368 mujeres la capacidad
de clasificacién de algunas variables clinicas y factores socioculturales (con-
formidad con las normas de género) para determinar si una mujer esta reci-
biendo asistencia psicolégica o no, asi como la importancia de cada una de
esas variables a la hora de pronosticar qué mujeres estarfan recibiendo tera-
pia. Los resultados mostraron que cuando las mujeres puntdan alto en al-
gunas variables clinicas (como Ideaciones Suicidas y Rasgos Limites) y en
algunas relacionadas con conformidad con las normas de género (Cuidado-
ra de Nifios/as, Agradable en las relaciones y la Fidelidad Sexual) era més
probable que estén recibiendo tratamiento psicolégico. Por lo tanto, se
considera que la inclusién de la perspectiva de género en programas de
educativos, de salud y atencién psicolégica es fundamental para que los ro-
les de género puedan ser mas diversos y constrifian menos las potencialida-
des de las personas, lo que influira en que tengan una mejor salud.
Palabras clave: Conformidad con los roles de género. Trastornos psicol6-
gicos en mujetres. Trastornos conducta alimentaria. Depresion. Ansiedad.
Trastorno limite de la personalidad.

Abstract: The prevalence of certain diagnoses, such as eating disorders,
depression, anxiety, and borderline personality disorder, is higher among
women than among men. When it comes to women’s mental health, focus-
ing on social aspects influencing the way women fall ill becomes crucial.
Using a sample of 368 women, we studied the classification ability of a
number of clinical variables and sociocultural factors (conformity to gen-
der norms) in order to ascertain whether or not women were receiving
psychological care and determine the importance of each of the variables
when predicting which women were receiving therapy. Our results showed
that women were more likely to be receiving psychological treatment when
scoring high on certain clinical variables (such as Suicidal Ideation and
Borderline Features) and on a number of variables related to conforming
to gender norms (Care for Children, Nice in Relationships, and Sexual Fi-
delity). Therefore, we believe that integrating the gender perspective into
educational, health-related, and psychological care programmes is essential
so that gender roles can become more diverse and less constricting of peo-
ple’s potential, resulting in improved health.

Keywords: Gender role conformity. Psychological disorders in women.
Eating disorders. Depression. Anxiety. Borderline personality disorder.

Introduction

Women’s health is different from men’s health. Women
have poorer overall health: they have a higher number of
chronic conditions, higher levels of cognitive impairment,
and a higher prevalence of severe pain and physical disability
(Case & Paxson, 2005; Chiasson & Hirsch, 2005; Crimmins
et al., 2010; Ministerio de Sanidad, Consumo y Bienestar So-
cial [Spanish Ministry of Health, Consumer Affairs, and So-
cial Welfare], 2018a; Oksuzyan et al., 2019; Sanchez-Lépez et
al., 2012). However, if there is one area of health where gen-
der-based differences in the prevalence of disorders is par-
ticularly significant, that is mental health, where the preva-
lence of mental health problems is twice as high in women
as in men (Ministerio de Sanidad, Consumo y Bienestar So-
cial [Spanish Ministry of Health, Consumer Affairs, and So-
cial Welfare], 2018b; World Health Organisation [WHO],
2018a; Velasco et al., 2007). In fact, even though women
have a longer life expectancy, engage in a greater number of
preventive behaviours, and have fewer addictions, they para-
doxically have poorer health, wellbeing, and quality of life
than men. They also use more health services and psycho-
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tropic drugs and have a higher prevalence of numerous psy-
chiatric disorders (Hartung & Lefler, 2019; Leal, 2006). This
has been termed “the mortality/morbidity paradox”: women
live longer than men but are in poorer health (Case &
Paxson, 2005; Sanchez-Lopez & Limifiana, 2017).

Epidemiological data show that there are a number of di-
agnoses for which there are no sex-based differences, e.g. the
prevalence of schizophrenia is very similar in men and wom-
en (Jiménez & Vazquez, 2012; Sienz-Herrero, 2015). The
prevalence of other diagnoses, such as antisocial, narcissistic,
obsessive-compulsive, paranoid, schizotypal, and schizoid
personality disorders, is higher in men (Garnica de Cos,
2015). Men also commit suicide at a higher rate than women
(Mackenzie et al., 2019) and tend to use more violent means
to do so (Bahamén et al., 2019; Kohen, 2010).

However, there are many other disorders that are much
more prevalent in women than in men. The most significant
example is eating disorders, with the highest female-to-male
ratio of all psychiatric disorders (Fletcher-Janzen, 2009; Keel
& Forney, 2013): 90% of all people diagnosed are women
(Kohen, 2010; Ruiz et al., 2016). A similar situation applies
to affective disorders. Depression is two to three times more
common in women than in men (Ferrari et al., 2013; Pérez
& Serra, 1997; Pérez & Gavifia, 2015; Saenz-Herrero, 2015;
Salk et al., 2017); rates of bipolar disorder are similar in both
sexes, but women’s cycles are faster and experience a greater
number of depressive episodes and mixed phases. Anxiety
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disorders (such as panic disorder, specific phobias, and gen-
eralised anxiety disorder) and dysthymia affect women more
than men (Bekker & van Mens-Verhulst, 2007; Leal, 20006;
Pérez & Gavifia, 2015; Sanchez-Lopez & Cuéllar, 2013).
With regard to personality disorders, epidemiological data
show that women have a higher prevalence rate of border-
line personality disorder than men (3:1) (Escribano, 2006;
Garcia et al., 2010; Kienast et al., 2014; Ortiz-Tallo et al.,
2011; Skodol & Bernder, 2003; Tomko et al., 2014; Trull et
al., 2010).

It also follows from the above that women have, in gen-
eral, a higher prevalence of internalising disorders (anxiety,
depression) while men tend towards externalising disorders
(antisocial personality disorder, addictions) (Eaton et al,
2012).

The sex differential in morbidity may be explained by
two hypotheses. The first hypothesis holds that constitution-
al, genetic, and/or endoctine factors are determinants of sex-
based differences in morbidity. However, it seems that most
studies in this area fall short in explaining this phenomenon
(Fine, 2018; Montero et al., 2004; Pérez & Serra, 1997). As
pointed out by Sanchez-Lépez and Cuéllar (2013) echoing
Ellis et al. (2008), mental disorders in childhood—e.g., con-
duct disorders such as attention deficit hyperactivity disorder
(Arnett et al., 2015), communication and language disorders
such as stuttering, autism (Baron-Cohen et al., 2011), and
Asperger syndrome—are more commonly diagnosed in boys
versus girls. The trend reverses in adolescence, where fe-
males start to have poorer health. Data suggest that these are
not (only) genetic disorders but may also be influenced by
environmental factors.

The second hypothesis is based on environmental theo-
ries, which argue that sociocultural variables acting through
socially imposed roles and patterns of behaviour are what ul-
timately condition the way in which men and women mani-
fest their psychological distress (Montero et al., 2004;
Sanchez-Lopez et al, 2013). This is in line with Kohen
(2010), who, quoting Dohrenwend and Dohrenwend (1977),
Gove (1984), and Nazroo (2001), point out that women’s
mental health being poorer than men’s may be related to
women being affected differently by social stress: they usual-
ly are poorer than men—which has been termed the feminisa-
tion of poverty (Belle & Doucet, 2003)—and experience more
abuse (sexual abuse and sexist violence) than men during
both childhood and adulthood (WHO, 2018a). Gendet-
based violence, the sexual division of labour, women’s dou-
ble or triple shifts (work, housework/caregiving, and affec-
tive networks), and beauty ideals (social pressure on their
bodies) are other significant contributors to women’s poorer
health (Sanchez, 2018).

As Wood and Eagly (2013) pointed out, it is true that
neither biology nor culture alone can explain sex-based dif-
ferences or similarities. This is where the biopsychosocial
model (Engel, 1980) becomes particularly relevant as an ex-
planatory theory, as it is widely accepted and used for con-
ceptualising and treating a wide range of physical and mental
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health problems (Meyer & Melchert, 2011) and is still very
popular today (Bott et al, 2016; Yagahmaian & Miller-
Smedema, 2019).

Sex and gender are two complex and distinct entities, alt-
hough they may overlap and relate to each other to some ex-
tent (Ferndndez, 2004): gender interacts with biological sex,
but it is a different concept (WHO, 2019). However, in the
scientific literature, the two terms are often used inter-
changeably and confusingly (Sanchez-Lépez & Limifiana,
2017). The term sex refers to biologically determined charac-
teristics (chromosomes, genes, gonads, hormones, morphol-
ogy, etc.), while the term gender refers to the socially defined
roles, characteristics, and opportunities that are considered
appropriate for men, women, boys, girls, and individuals
with non-binary identities (WHO, 2019).

These roles and characteristics are learnt through the
process of differential socialisation, which begins at birth
and continues throughout life, whereby individuals, through
interaction, learn and internalise the values, attitudes, expec-
tations, and behaviours characteristic of the society to which
they belong, enabling them to function in it (Giddens, 2014).
The World Health Organisation (2019) states that if people
do not conform to norms or roles (including masculinity and
femininity), they are often subject to stigmatisation, social
exclusion, and discrimination, which may eventually have a
negative impact on their health.

Based on the above, we set out to analyse to what extent
gender (sociocultural aspects) contributes to women secking
psychological care. Our objective was to study the classifica-
tion ability of a number of clinical variables—taking as a ref-
erence the classification of the Diagnostic and Statistical
Manual of Mental Disorders or DSM-5 by the American
Psychiatric Association (2013)—and sociocultural factors
(conformity to gender norms) in order to ascertain whether
or not women were receiving psychological care and deter-
mine the importance of each of the variables when predict-
ing which women were receiving therapy.

Method
Design

This study used a retrospective, cross-sectional, ex post
facto group comparison design. In ex post facto designs, a
sample of participants with already existing qualities associ-
ated with the study variables is selected. The potential inde-
pendent variables are provided, and the dependent variable
can be observed before, after, or at the same time as the in-
dependent variable (as it is the case of the present study).
This is a retrospective group comparison because the study
compares a group of women selected for having a certain
characteristic (i.e. the clinical cases) with another group of
women lacking that characteristic (the non-clinical cases).
The groups are compared on a number of potential inde-
pendent vatiables (conformity to feminine/masculine gender
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norms and clinical variables), which are considered trelevant
for the occurrence of that characteristic.

Participants

The total sample consisted of 368 women, but 10 of the
assessments were discarded due to missing data. The final
sample was made up of 358 women (M = 38.41, SD =
12.96), 168 (M = 35.75, SD = 11.49) of whom were recruit-
ed from private psychological care centres and were receiv-
ing psychological and/or psychiatric care, and 190 (M =

Table 1

Descriptive analysis of sociodemographic variables.

40.73, §D = 13.73) were controls, as they were not receiving
psychological/psychiatric care.

The inclusion criteria were as follows: (a) being a cis-
gender woman, (b) being over 18 years old, (c) being profi-
cient and fluent in Spanish, and (d) not being institutional-
ised. The exclusion criteria were (a) being a man, (b) being a
transgender/ transsexual woman, (c) being under 18 yeats of
age, (d) having language comprehension problems for what-
ever reason (difficulties in understanding questionnaires, in-
tellectual disability, etc.), and (e) being institutionalised.

Table 1 shows the relevant sociodemographic infor-
mation.

. Non-clinical Clinical n
Variable ~ % ~ % X daf P Vv
Level of Primary/Secondary Education 29 15.26 37 17.79
Education Vocational Training 21 11.05 22 13.10 460 2 794 -
University 140 73.68 149 71.63
Employed 140 73.68 111 66.07
Academic/ On leave 4 211 4 2.38
Employment Household chores 8 4.21 5 2.98 4514 4 341 112
Status Student 18 9.47 25 14.88
Retired 6 3.16 1 .60
With a partner 133 70.00 85 50.60
Separated/Divorced 9 4.73 15 8.93
Marital Status Single 40 21.05 60 35.71 17.067 4 .002 193
Widow 5 2.63 2 1.19
Other 3 1.58 6 3.57
Non-clinical Clinical
M SD M 5D ! 4 ’ d
Age 40.73 13,73 35.75 11.49 3.73 353.37 <.001 391

Note. M: Mean. SD: Standard deviation. df: Degrees of freedom. V: Cramer’s V. d: effect size (Cohen’s d). For the age variable, Welch’s correction is applied

after verifying the statistical significance of Levene’s test.

The main reasons for consultation in the clinical group
are related to anxiety problems (39.29%), followed by couple
relationship problems (27.98%) and depression (27.38%).
None of the women in the clinical group reported alcohol or
drug problems as a reason for consultation.

Table 2 shows the reasons for consultation in the clinical

group.
Instruments

The assessment instruments collected sociodemographic
information and data on clinical variables and conformity to
gender norms.

An ad hoc sociodemographic questionnaire was included
to collect information on age, sex, level of education, em-
ployment status, and marital status. The therapists of the
women who participated in the study completed a screening
questionnaire indicating the type of centre they worked in
(public practice, private practice, specialised centre), reasons
for consultation—up to three reasons for consultation ranging
from 1 (major) to 3 (minor)—, and type of diagnosis (clinical
syndromes based on the DSM-5).

Table 2
Reasons for consultation in the clinical group.
Reasons for consultation N %

Anxiety problems 66 39.29
Couple relationship problems 47 27.98
Depression 46 27.38
Insecurity 41 24.40
Family problems 36 21.43
Difficulties in social relations 28 16.67
Loneliness 19 11.31
Obsessions 17 10.12
Work stress 10 5.95
Tiredness / Illness 9 5.36
Others 7 4.17
Sexual disorders 6 3.57
Distuptive / Antisocial behaviour 1 0.60
Employment / Study problems 1 0.60
Alcohol abuse 0 0.00
Drug abuse 0 0.00

Note. Some women have more than one reason for consultation.
The validated Spanish version of the Personality Assess-

ment Inventory (PAI) was used (Morey, 2007). The Spanish
adaptation of the shortened scale (165 items) was validated
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by Ortiz-Tallo et al. (2015). Each item had four response op-
tions: False, not true at all (F), Slightly true (ST), Mainly true
(MT), and Very true (VT). It comprehensively assesses adult
psychopathology using 22 scales (Ortiz-Tallo et al., 2011): 4
validity scales (Inconsistency, Infrequency, Negative Impres-
sion, and Positive Impression), 11 clinical scales (Somatic
Concerns, Anxiety, Anxiety-Related Disorders, Depression,
Mania, Paranoia, Schizophrenia, Borderline Features, Anti-
social Features, Alcohol Problems, and Drug Problems), 5
treatment consideration scales (Aggression, Suicidal ideation,
Stress, Nonsupport, and Treatment rejection), and 2 inter-
personal scales (Dominance and Warmth). Regarding the
level of reliability of the short form, its mean internal con-
sistency/alpha coefficient was 0.74 in normal samples and
0.81 in clinical samples. The mean test-retest reliability, un-
derstood as temporal consistency, was 0.82. The mean corre-
lation value between the short and full forms was 0.90 in
normal samples and 0.93 in clinical samples, suggesting that
the short form yields scores reasonably close to the scores
individuals would obtain using the full form of the question-
naire (Ortiz-Tallo et al., 2011).

Since the PAI does not measure eating disorders, the
Eating Attitudes Test (EAT-26) was included. This 26-item
version was developed by Garner et al. (1982) from the full
form EAT-40 (Garner & Garfinkel, 1979). Each item uses a
Likert scale with 6 response options: never (0), rarely (0),
sometimes (0), often (1), usually (2), and always (3). Total
scores range from 0 to 78. The EAT-26 consists of three
scales or factors (Garandillas et al., 2003): the Diet Scale (at-
tention to calories ingested and burnt doing physical exer-
cise, desire to be thin, sense of guilt after eating), Bulimia
Factor (scale of bulimia and concern about food), and Oral
Control (items describing food intake mode and its control).
As pointed out by Garandillas et al. (2003), the EAT-26 and
the EAT-40 are highly correlated (r = .98), suggesting that
the shortened version retains adequate reliability and validity
properties for detecting eating disorders (Pike et al., 2008;
Garfinkel & Newman, 2001). The level of reliability and in-
ternal consistency of the test as measured with Cronbach’s
alpha was excellent (> .90) (Rivas et al., 2010).

The Conformity to Feminine Norms Inventory (CFNI)
was also included (Mahalik et al., 2005). It assesses women’s
conformity to a set of dominant feminine norms in Ameri-
can culture. Femininity is understood as the degree of con-
formity (emotional, cognitive, and/or behavioural) to a set
of gender norms that are considered socially appropriate for
women in terms of behaviours, attitudes, feelings, and
thoughts transmitted by each culture with which members of
each society can identify to a greater or lesser extent
(Sanchez-Lépez & Limifiana, 2017). The Spanish adaptation
of the test was carried out by Sanchez-Lépez et al. (2009).
Reliability data (an alpha coefficient of .87 for the total scale)
confirmed the validity of the CFNI for use in the Spanish
population. The CFNI consists of 84 items rated on a 4-
point scale (0 = Strongly disagree, 1 = Disagree, 2 = Agree,
3 = Strongly agree). It can be administered both individually
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and collectively to individuals over 18 years of age. The dura-
tion of the questionnaire ranges between 15 and 20 minutes.
Total scores range from 0 to 252 points. Higher scores indi-
cate higher satisfaction with the traditional role of women.
The factors that make up the CFNI are the following: Nice
in relationships (developing friendly and supportive relation-
ships with others), Care for Children (taking care of and be-
ing with children), Thinness (pursuing a thin body ideal),
Sexual Fidelity (keeping sexual intimacy contained within
one committed relationship), Modesty (refraining from call-
ing attention to one’s talents or abilities), Romantic relation-
ship (investing self in romantic relationship), Domestic
(maintaining the home), and Invest in appearance (commit-
ting resources to maintaining and improving physical ap-
pearance) (Mahalik et al., 2005).

The Conformity to Masculine Norms Inventory (CMNI)
was also included (Mahalik et al., 2003). It assesses conformi-
ty to a set of dominant masculine norms in US culture. Its
Spanish adaptation was conducted by Cuéllar-Flores et al.
(2011). Reliability data (an alpha coefficient of .90 for the to-
tal scale) confirmed the validity of the CMNI for use in the
Spanish population. It consists of 94 items rated on a 4-
point scale (0 = Strongly disagree, 1 = Disagree, 2 = Agree,
3 = Strongly agree). The factors making up the CMNI are
related to attitudes, beliefs, and behaviours reflecting con-
formity or non-conformity to eleven normative messages as-
sociated with masculine gender roles: Winning, Emotional
Control, Risk-Taking, Violence, Dominance, Playboy, Self-
Reliance, Primacy of Work, Power Over Women, Disdain
for Homosexuals, Physical Toughness, and Pursuit of Status
(Cuéllar-Flores et al., 2011).

Reliability data for the scores of each scale obtained in
the present study are provided in the Results section.

Procedure

Twenty-seven psychotherapists from different provinces
of Spain (Madrid, Valencia, and Barcelona) and three psy-
chotherapy centres participated in the recruitment of the
sample. Participants in the control group (women who were
not teceiving psychological/psychiatric care at the time)
were recruited using a snowball sampling procedure. Partici-
pation in the study was voluntary. Informed consent was in-
cluded on the first page of the booklet where the different
instruments used were compiled. The booklets were hand-
delivered and did not need to be filled in on the spot. In
most cases, the contact persons gave the questionnaires to
the women, who returned them to the same contact person.
In one of the collaborating centres, the questionnaires were
filled in collectively.

Data analysis

After excluding the participants who failed to meet the
aforementioned inclusion criteria, all gender variables and
EAT scores were standardised using T-scores, the same
scoring system used by the PAI T-scores use a scale derived
from Z-scores and are calculated by transforming the Z-
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score for each participant on each scale, multiplying it by 10,
and adding 50 points. This results in variables whose mean
would be equal to 50 and their standard deviation would be
equal to 10. After standardisation of the variables, a descrip-
tive study of each independent variable for each study group
was carried out. Statistics of central tendency, variability, and
shape of the distribution were included.

The aim of this study was to explore the classification
ability of a number of clinical variables and variables related
to conformity to gender norms when determining whether
or not women wete receiving psychological care. Therefore,
in order to make a classification model, two approaches were
taken: a binary logistic regression model and a random forest
model. After constructing the binary logistic regression
model, the collinearity analysis concluded that more than
20% of the variables had a high degree of collinearity. The
results of the logistic regression analysis and the adjustment
of assumptions, including the analysis of collinearity between
predictor variables, is available upon request from the lead
author.

In view of their collinearity, a random forest classifica-
tion model was considered (Breiman, 2001). This type of
model makes it possible to work with variables exhibiting
collinearity problems, among others. The 10-fold cross-
validation procedure was followed (Kuhn & Johnson, 2013).
It consists of a resampling method based on cross-validation
in which the total sample is divided into 10 parts with ap-
proximately the same number of participants. A model is

built using all but the first sample. The remaining sample is
used to estimate the performance measures of the model.
Hypetrparameters of a random forest model include the
number of trees (in this case, this value was set to 500) and
the number of predictor variables in each tree (in this case,
the optimal model allowed this value to be set to 18). The
Gini indicator (Mean Decrease Gini) was used to assess the
significance of the variables. The error rate was studied using
out-of-bag (OOB) procedures. Model accuracy and con-
cordance between trees were also studied. As this is a classi-
fication problem, this algorithm provides a confusion matrix
from which the indicators of prevalence, sensitivity, speci-
ficity, diagnostic accuracy, diagnostic odds ratio, Youden in-
dex, positive predictive value, and negative predictive value
can be derived. All these indicators are reported with a 95%
confidence interval.

Statistical analyses were performed using R software (R
Core Team, 2019), and the carer (Kuhn, 2020), psych (Revelle,
2019), ggplor2 (Wickham, 2016) and ¢iR (Stevenson, 2020)
packages.

Results

The descriptive statistics for each of the predictor variables
in each group, as well as the internal consistency coefficients
for each of the scales, are shown in Table 3. The internal
consistency of most of the scales is adequate, with the excep-
tion of the Antisocial scale of the PAIL

Table 3

Descriptive statistics for each of the variables in the present study.
Scale Variables a © Group Mean SD Minimun Maximum
SomaieConceras 7% 82\ GRL Ges  7a o 70
Anicy M5 9 Nonewmel 43 808 w0 s
Andiey Reaed Diorders 896 850 i) g o190 oo
Deprosion 865 85 yorcimen  uam 91 mm o900
Masis T TH Newewmed 557 g w0 7w
Parsnoi S35 5B Newemed om0 o1 w0 em
Pl Shisophresin S 80 nngies e was 00 s
Bordetline Features .849 .852 N()Cnlfrclll;?ilcal 1223 18(?'1441 3; 00(;) ;9188
AntsoclFexturss 94 6% ondimen  aaos  en om0 e
Mgesdon T2 IO et o es oo s
Sweda Meaon 85 8% oSk awa e a0 1ino
Sues ST T Nomeimel 681 8o m0 900
Nowwppor T2 T ocimed  sast  om  ew s
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Scale Variables a 1) Group Mean SD Minimun Maximum
Dominance 6T el asss  o0s st 700

Wasmih e (M e s e e

Nice in Relationships 735 751 Nocf_‘;ﬁcal ig;g l; 00 46 ;é;? 3228

Cate for Children 914 918 Ng:ﬁ‘}wl gfg 199;?82 5822 33;3

Thinness B8 e 9 os acis  mt

. e T T R v e S - R
Vodest o o Clinical 49.57 10.85 21.84 86.64

Non-clinical 50.35 9.25 21.84 86.64

I I P VI R
Domesi e B ST T

vestin Appearance 7112 (G G RN e

v _w O mw e e

Emotonal Comeol g2 g8 (MR BT U0 e oo

Risk Taking R v R R S

e TR P A
PoweroverWomen 63 2 om0 o e pow

cn Domimnee T4 T Nendime 92 5w 73 i
Plasbo R Ove Ry S Y = N et
R I
PrmacyofWork 7T 70 (MR 0w ome aean s

Disduin for Homoseswals 882 857 (W G0 PR S8 o
PusiicofSmus 6ot 67 (SRR N O mw oo

AT : R v o R S 't (D

Note. Data are expressed as T-scores: T=50+10-Z. a: Cronbach’s alpha. w: McDonald’s omega. SD: Standard deviation.

Random forest was the classifier algorithm used, con-
structed with 35 predictors and hyperparameters described ~— Tabled4
in the Data Analysis section. The accuracy of the model ob- Confusion matris.

Random Forest Classification

tained was 89.40% and the agreement between the trees was Clinical  Non-climical | Total

#=0.787. The confusion matrix is shown in Table 4. The Clinical Ega on—zcznca 163

OOB error was 12.01%. Group Non-clinical 2 169 190
The importance Qf the variables is shown in Table 5: The Total 167 101

most important variables belong to the PAI, with Suicidal Gl cifcation Brror 0111 0.131

Ideation being the most relevant scale, followed by Border-

line Features, Somatic Concerns, Anxiety, Stress, Depres- Sexual Fidelity, Care for Children, and Nice in Relation-

sion, and Anxiety-Related Disorders. Regarding gender, the ships scales had the highest classification ability, although far

anales de psicologia / annals of psychology, 2022, vol. 38, n° 1 (january)



Gender roles and women’s mental health: their influence on the demand for psychological care 13

from the classification ability exhibited by the clinical scales.
In the case of variables related to Conformity to Masculine
Norms, they have little importance within the model, with

Table 5
Importance of each predictor variable.

the Power over Women and Self-Reliance scales attaining
the highest values.

Clinical variables Importance CMNI Importance CENI Importance
Suicidal Ideation 104.90 Pursuit of Status 1.889 Sexual fidelity 3.181
Borderline Features 12.767 Winning 1.672 Care for Children 4.089
Stress 3.16 Playboy 1.639

Warmth 3.084 Self-Reliance 1.637 Nice in relationships 3.764
Somatic Concerns 2.310 Power Over Women 1.567 Domestic 1.174
Aggression 2.834 Primacy of Work 1.425 Thinness 1.162
Anxiety 2.688 Violence 1.309 Invest in appearance 1.120
Anxiety-Related Disorders 2.500 Risk-Taking 1.149 Modesty 0.677
EAT* 1.862 Emotional Control 1.081 Romantic relationship 0.750
Schizophrenia 1.760 Disdain for Homosexuals 0.757

Nonsupport 1.699 Dominance 0.727

Mania 1.667

Depression 1.585

Antisocial Features 1.489

Dominance 1.304

Paranoia 1.286

Note. The EAT score does not belong to the PAI

Since the random forest algorithm has been used for
classification, it was possible to obtain additional indicators
of the quality of the model (see Table 6). The model has
shown very good classification ability, as all diagnostic indi-
cators have very high values.

Table 6
Additional indicators gf ssification abz/@'
95% CI

Indicator Estimation Lower  Upper

bound  bound
Prevalence 47 42 .52
Sensitivity .90 .84 94
Specificity .87 .82 91
Accuracy in diagnosis .88 .84 91
Diagnostic Odds Ratio 59.39 30.67 115.03
Youden’s Index 77 .66 .85
Positive predictive value .85 .78 .90
Negative predictive value 92 .87 .95
Discussion

The aim of this study was to explore the classification ability
of a number of clinical variables and sociocultural factors re-
lated to conformity to gender norms in order to ascertain
whether or not women were receiving psychological care and
determine the importance of each of the variables when pre-
dicting which women were receiving therapy.

In this sample, the main reasons for consultation in the
clinical group were related to anxiety problems (39.29%) and
depression (27.38%), which are among the most prevalent
diagnoses in women (Bekker & van Mens-Verhulst, 2007;
Ferrari et al., 2013; Leal, 2006; Pérez & Serra, 1997; Pérez &
Gavifia, 2015; Sdenz-Herrero, 2015; Salk et al., 2017
Sanchez-Loépez & Cuéllar, 2013), as well as couple relation-

ship problems (27.98%). The second most prevalent reason
for consultation in the sample was couple relationship prob-
lems, which is not a clinical diagnosis in itself, but rather a
concern frequently voiced by women in the clinical sample
(women who were receiving psychotherapy). This is con-
sistent with Velasco (2009), who reports that couple’s con-
flicts were the psychosocial process most frequently associ-
ated with common mental disorders, somatisation, and pain
among men and young women up to 44 years of age (p.
181).

The data obtained indicate that women scoring higher on
the clinical variables Suicidal Ideation (the variable with the
highest weighting) and Borderline Features are more likely to
be receiving psychological care. The present sample did not
report significantly severe symptoms (women in the clinical
sample were seen in private practices and not in hospitals),
so a high score on this scale was indicative of severity, which
fits with seeking therapy. Something similar could be said
with respect to the Borderline Features variable, which is re-
lated to severe symptoms and an indicator of a higher likeli-
hood of receiving psychological care. This is consistent with
the fact that borderline personality disorder has a higher
prevalence rate in women than in men (3:1) (Escribano,
2006; Garcia et al., 2010; Kienast et al., 2014; Ortiz-Tallo et
al., 2011; Skodol & Bernder, 2003; Tomko et al., 2014; Trull
et al., 2010).

The variables with the highest classification ability in de-
termining whether a woman is receiving psychological care
are typically associated with conformity to feminine gender
roles: Care for Children, Nice in Relationships, and Sexual
Fidelity. This is consistent with a number of studies suggest-
ing that having feminine but also masculine traits (androgy-
ny) was associated with less severe eating disorders and with
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the fact that femininity and anxiety are positively correlated,
while masculinity and anxiety are negatively correlated
(Hartung & Lefler, 2019). In fact, one of the possible rea-
sons why women have a higher prevalence of mental disor-
ders than men is that social roles are different for each sex:
moving away from gender ideals can be stressful for both
women and men (if gender ideals are not met, it is more dif-
ficult to have a good external representation of self-worth).
However, this has more negative consequences for women
than for men (Matud & Aguilera, 2009), as social norms and
standards are known to guide and constrain behaviours
(Cialdini & Trost, 1999).

The clinical variables Stress, Warmth, Aggression, Anxie-
ty, Anxiety-Related Disorders, and Somatic Concerns have
the highest classification ability. These variables are related
to the fact that women have a higher prevalence of internal-
ising disorders (Eaton et al., 2012) and higher levels of social
stress: they have a lower economic status and experience
more abuse (sexual abuse and sexist violence) than men dur-
ing both childhood and adulthood (WHO, 2018b). This is
also consistent with some of the results found: women with
higher femininity scores also had higher levels of anxiety
and, overall, feminine traits hinder women’s psychological
wellbeing, as they are related to passivity, dependence, lack
of assertiveness, and low self-esteem, which in turn are
linked to anxious and depressive symptoms (Pérez & Serra,
1997).

In terms of conformity to masculine gender norms, the
variable Pursuit of Status is ranked first, followed closely by
the clinical variable Eating Disorders. Being female and scoz-
ing high on a “typically masculine” (gender) variable makes
that woman almost as likely to seek psychological help as
when scoring high on the clinical variable Eating Disorders.
Eating disorders are the most commonly diagnosed disor-
ders among the young population (Sdenz-Herrero et al,
2015). However, in this study the Eating Disorders variable
does not seem to be the most important variable when clas-
sifying the clinical population, which may be due to the fact
that the mean age of the participants was 40 years old.
Therefore, it may be argued that gender determinants are at
the root of attitudes and lifestyles related to vulnerability and
the tendency to become ill. For instance, the ideal of femi-
ninity based on a thin, inert body (the contemporary gender
model) increases the vulnerability of young women whose
identity is developing, leading to eating disorders (Velasco,
2009, p. 148). As Sanchez-Loépez and Dresch (2012) state,
“conformity to some feminine norms could be related to
greater reporting of chronic illnesses, which is a health cost”
(p- 192) and so “identifying the association between people’s
constructions of femininity and masculinity and their health
may contribute to changing problematic constructions of
gender norms using cognitive techniques” (p. 193).
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Conclusions

We can conclude that gender variables have been found to
be relevant in determining whether women are receiving
psychological care, i.e. greater conformity to gender roles
leads women to seck more psychological care. When study-
ing health, it is essential to include not only sex as a variable,
but also gender as a sociocultural dimension mediating ill-
ness. Our results show the importance of further exploring
sex and gender as two different dimensions that need to be
considered in research; otherwise, there is a risk of introduc-
ing bias into the study of health.

The inclusion of a gender perspective in research will
help to achieve a broader understanding of the aetiology of
disorders, i.e. the underlying reasons why men and women
become ill differently, a phenomenon that is not sufficiently
explained by biology. Being able to analyse the weight of so-
ciocultural variables in the development of a given mental
illness becomes crucial in order to identify the relevant fac-
tors of an illness. Integrating the gender perspective into ed-
ucational and health-related programmes, clinical treatments
(including individual psychotherapy), and prevention pro-
grammes may thus increase their effectiveness and efficien-
cy.

Moving away from gender ideals can be stressful for
both women and men (Matud & Aguilera, 2009). However,
not fitting into these ideals might not be so problematic if
women were more aware of them and if they were to
change. Taking a gender perspective approach and pointing
to sociocultural factors as determinants, with the implica-
tions that this entails, can help to ‘depsychopathologise’ dis-
orders experienced by women and to design interventions
promoting healthier behaviours.

It is our belief that our findings provide an avenue worth
exploring. However, our study has a number of limitations
that should be considered. This study is the first part of a
larger study that is projected to include men in the sample. A
comparison of the scales between the sample of men and
women could thus be made to explore models such as this
one and study the health of women, men, and non-binary
people. It would also have been interesting to include in the
sample women with severe mental disorders, in institutional
care, or with a non-university level of education in order to
make the results more generalisable.

It is essential that future lines of research further explore
the different forms of illness that men and women (as well as
transgender people) experience by taking a feminist, biopsy-
chosocial perspective and by defining more clearly the
sex/gender constructs. This will result in better psychologi-
cal care and better mental and overall health for women,
men, and non-binary people.
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