· Trichotillmania (compulsively pulling out one’s own hair): F ___ M

· Gambling Disorder: F ___ M

· Alcohol Abuse: F ___ M

· Schizophrenia: F ___ M

· Childhood and Adolescent Conduct Disorder: F ___ M

· Inhibited sexual desire and orgasm: F ___ M

Table 12.1: Differential Diagnosis by Gender

      More Common in Girls/Women
        More Common in Boys/Men
CHILDHOOD:

Selective Mutism
Mental Retardation (1.5:1)


Reading Disorder


Language Disorders


Autistic Disorder


Attention Deficit/Hyperactivity 


Conduct Disorder


Oppositional Defiant Disorder


Feeding Disorder


Tourette's Disorder (motor/vocal tics)


Stereotypic Movement Disorder


Elimination Disorders

ADOLESCENCE AND ADULTHOOD

Substance-Related Disorders


Alcohol Abuse and Dependence (5:1)


Drug Abuse and Dependence

Mood Disorders

Major Depression (2:1)

Dysthymic Disorder (2:1) (long-term depression)

Anxiety Disorders

Agoraphobia (3:1)

Specific Phobia

Social Phobia

Somatoform Disorders (physical symptoms not explained by a medical condition)
Somatization Disorder

Conversion Disorder

Dissociative Disorders

Dissociative Identity Disorder (3-9:1)

Eating Disorders

Anorexia Nervosa (9:1)

Bulimia Nervosa (9:1)

Impulse-Control Disorders

Kleptomania
Intermittent Explosive Disorder

Trichotillomania
Pyromania

  (pulling out own hair)
Pathological Gambling (3:1)

Personality Disorders

Borderline Pers. Disorder (7.5:1)
Paranoid Pers. Disorder

Histrionic Pers. Disorder
Schzoid/Schizotypal Pers. Disorders

Dependent Pers. Disorder
Antisocial Pers. Disorder


Narcissistic Pers. Disorder


Obsessive-Compulsive Pers. Disorder

Note.--Compiled from the Diagnostic and Statistical Manual of Mental Disorders, 4th ed., 1994. Other categories of disorders include: cognitive disorders, mental disorders due to a medical condition, psychotic disorders (e.g., schizophrenia), factitious disorders (feigned ailments), sexual and gender identity disorders, sleep disorders, and adjustment disorders. 

(1) Devaluation of Interdependency


(2) Devalued Socialization


(3) Stressful Roles

(4) Lack of Role Support

(5) Societal Discrimination

Figure 12.2 Five models expand the known association between lower self-esteem and higher rates of depression.

Adapted from Woods, N.F., Lentz, M., Mitchell, E., & Oakley, L.D. (1994). Depressed mood and self-esteem in young Asian, Black, and White women in America. Health Care for Women International, 15, 243-262.

DSM’s definition of a mental disorder as critiqued by Paula Caplan:

. . . a clinically significant behavioral or psychological syndrome or pattern that occurs in an individual and that is associated with present distress (e.g., a painful symptom) or disability (i.e., impairment in one of more important areas of functioning) or with a significantly increased risk of suffering death, pain, disability or an important loss of freedom. In addition, this syndrome or pattern must not be merely an expectable and culturally sanctioned response to a particular event, for example, the death of a loved one. Whatever its original cause, it must currently be considered a manifestation of a behavioral, psychological, or biological dysfunction in the individual. Neither deviant behavior (e.g., political, religious, or sexual) nor conflicts that are primarily between the individual and society are mental disorders unless the deviance or conflict is a symptom of a dysfunction in the individual, as described above (DSM-IV, 1994, p. xxi-xxii, italics added by Caplan, 1995).

Vignettes used to illustrate the gendering of the major disorders discussed: All were created by including the major symptoms listed in the DSM as the defining features of the diagnosis. The idea for generating scenarios came from the work of Landrine, H. (1988). Depression and stereotypes of women: Preliminary empirical analyses of the gender-role hypothesis. Sex Roles, 19, 527-541.

Agoraphobia:

Within less than 10 minutes of talking with a therapist, Terry is sweating profusely, trembling, having trouble breathing, and feeling lightheaded and out of control. When things settle down, Terry says that fears of these sort of attacks make leaving the house difficult. Terry goes to great lengths to avoid being in a crowd, crossing a bridge, or traveling, preferring to stay home or venture out only occasionally with a companion. Terry always needs to know that escape is possible.

Delusional Dominating Personality Disorder (not a DSM diagnosis):

Lee can’t stay in a relationship—friends, relatives, and lovers fence Lee in. Lee doesn’t like talking about feelings, stays withdrawn from others, and doesn’t want to know what others are feeling. Lee thinks there’s a place for men and women; feels confident to do anything, especially perform sexually; and thinks others should respect and praise this sexual prowess and omnipotence. Lee is threatened by women who seem more intelligent and derives little, if any, pleasure from helping others. 

Major Depression:

Over the past two weeks, Chris has been depressed most of nearly every day, feeling sad and empty and appearing tearful to others. Chris, who usually isn’t like this and who is not experiencing bereavement, doesn’t get pleasure from or feel interested in what had been pleasurable activities. Chris doesn’t feel like eating, resulting in weight loss across the past month, and wakes up in the middle of the night and can’t get back to sleep. Thus Chris is fatigued so that even the smallest tasks, like washing and getting dressed, seem exhausting. Chris appears agitated during the interview, having trouble sitting still, speaks in low, labored tones, and has trouble concentrating. Chris reports feeling worthless and keeps thinking morbid thoughts. What’s wrong with Chris?

Alcohol Abuse and Dependence:

Pat shows up reeking of alcohol. Pat has been referred for counseling because of repeated driving violations and for picking fights with coworkers. Pat knows that drinking creates problems but feels terrible if a day goes by without a drink—nauseous, agitated, sweating, and just plain nervous. At these times, it seems easier to take a drink (or two, or more—it seems to take more and more to help), even though obtaining and consuming alcohol takes up lots of Pat’s time. What’s wrong with Pat?

From Guidelines for the Provision of Counseling Psychological Services. (1983). Washington, DC: American Psychological Association.

Principle 1. Counselors/therapists should be knowledgeable about women, particularly with regard to biological, psychological, and social issues which have impacted on women in general or on particular groups of women in our society.

Principle 2. Counselors/therapists are aware that the assumptions and precepts of theories relevant to their practice may apply differently to men and women. Counselors/therapists are aware of those theories and models that prescribe or limit the potential of women clients, as well as those that may have particular usefulness for women clients.

Principle 3. After formal training, counselors/therapists continue to explore and learn of issues related to women, including the special problems of female subgroups, throughout their professional careers.

Principle 4. Counselors/therapists recognize and are aware of all forms of oppression and how these interact with sexism.

Principle 5. Counselors/therapists are knowledgeable and aware of verbal and nonverbal process variables (particularly with regard to power in the relationship) as these affect women in counseling/therapy so that the counselor/therapist interactions are not adversely affected. The need for shared responsibility between clients and counselors/therapists is acknowledged and implemented.

Principle 6. Counselors/therapists have the capability of utilizing skills that are particularly facilitative to women in general and to particular subgroups of women.

Principle 7. Counselors/therapists ascribe no preconceived limitations on the direction or nature of potential changes or goals in counseling/therapy for women.

Principle 8. Counselors/therapists are sensitive to circumstances where it is more desirable for a woman client to be seen by a female or male counselor/therapist.

Principle 9. Counselors/therapists use nonsexist language in counseling/therapy, supervision, teaching, and journal publications.

Principle 10. Counselors/therapists do not engage in sexual activity with their women clients under any circumstances.

Principle 11. Counselors/therapists are aware of and continually review their own values and biases and the effects of these on their women clients. Counselors/therapists understand the effects of sex-role socialization upon their own development and functioning and the consequent values and attitudes they hold for themselves and others. They recognize that behaviors and roles need not be sex-based.

Principle 12. Counselors/therapists are aware of how their personal functioning may influence their effectiveness in counseling/therapy with women clients. They monitor their functioning through consultation, supervision, or therapy so that it does not adversely affect their work with women clients.

Principle 13. Counselors/therapists support the elimination of sex bias within institutions and individuals.

Diminished


Self-Esteem





Depression








