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Interest in issuing a number devoted to gender and mental 
health arises from certain concerns related to the consistent 
differences between women and men in some mental disor-
ders in different countries and cultures. Do such differences 
result from sex or gender? Is gender a risk factor for mental 
health that operates in the same way in men and women?

Obviously, these questions, rather than referring to 
mental health as such, refer to mental health problems to 
the extent that there are few indicators that may account for 
the latter. Therefore, it is worth considering some data.

In the book The stressed sex: Uncovering the truth about 
men, women, and mental health,1 the authors examine 12 na-
tional surveys on mental disorders comparable to one an-
other, and include surveys conducted in Great Britain, Ger-
many, United States, Australia, New Zealand, Chile and 
South Africa. The authors conclude that women have higher 
prevalence and are more likely than men to get depression 
and anxiety. Men have higher prevalence of abuse and de-
pendence on alcohol and other substances. Although not all 
surveys cover other disorders, Freeman and Freeman1 report 
that, according to some surveys, women are more likely to 
develop a borderline personality disorder and eating disor-
ders, whereas the prevalence of conduct and antisocial per-
sonality disorder is higher in men. In general, the fact that 
women not only have higher rates of mental disorders than 
men, but more severe and disabling symptoms stands out.

As for what happens in our country, depression —ei-
ther as symptomatology or as mental disorder— is also 
more prevalent in adult2,3 and adolescent women.4 Major 
depression ranks fourth among the top five causes of years 
of life lost in health issues in Mexican women.5

What factors are associated with these mental health 
problems? A review of Berenzon et al.6 points out that one 
of the main psychosocial factors associated with depres-
sion in the Mexican population is precisely being a woman, 
especially when being a family head or when a woman is 
exclusively dedicated to housework or to take care of an ill 
person. Other psychosocial risk factors are related to low so-
cioeconomic status (due to increased exposure to precarious 

conditions because, although there are no significant differ-
ences between socioeconomic strata, people from the lowest 
levels have more severe depression), unemployment (espe-
cially men), social isolation, legal problems, experiences of 
violence, substance abuse and migration.

Thus, in general, it seems that women’s mental health 
is more vulnerable to be affected by certain social factors; 
however, it is also likely that men underreport mental health 
problems because of their difficulty to seek help if any emo-
tional distress afflicts them. Likewise, it has been noted that 
depression in men can be “hidden” behind addictive and 
risk behaviors as well as behind irritability and impulsivity.7 
As for depression being a woman is considered a risk factor, 
being a man fulfills the same role for violence.8

Then, when we refer to this type of circumstances and 
factors associated with the condition of being a man or a 
woman, what do we mean?: sex or gender? We should take 
into account that sex refers to the biological differences be-
tween men and women, and that gender, in turn, refers to the 
social meaning built around these differences in particular 
historical contexts. Therefore, gender as a category refers to 
a symbolic construction through which certain characteris-
tics are attributed to belong to one or the other sex, which set 
this as a primary axis of the formation of subjective identity 
and social life involving relationships of inequality owed to 
unequal (avoidable and unfair) distribution of power and 
resources.9 Historically, “masculine” has been considered 
superior to “feminine”, and women have been placed in a 
position of (receptive and passive) vulnerability versus (ac-
tive and aggressive) men. This has led to a construction of 
what we may call a “feminine” or “masculine” subjectivity, 
so that behaviors of woman or man are perceived as “natu-
ral” attributes emanating from their body physiology.10 That 
is, gender is invisibilized and sex overlaps as an explanation 
for virtually all human phenomena; for example, we nor-
mally say “so are men” or “it’s women business”, so their 
permanence and resistance to change seem inevitable.

In the more specific field of health, it is not clear what 
differences in health are the result of sex differences and 
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which are due to gender, except some differences related 
to reproductive health.11 In fact, it is becoming increasingly 
evident that “our bodies are too complex to provide final 
answers about sex differences”.12

In general, when speaking of gender, reference has 
been made to women-considering the historical situation of 
inequality that women have suffered because of this, which 
left out men from research for too long. It is therefore not 
surprising that —in spite of the fact that there is increasingly 
a greater recognition that gender is a significant sociocul-
tural factor in the healthy or health-related behavior— male 
health is seldom deconstructed through the gender vision.13

All of the above confirms the importance of research 
with a gender perspective, leaving again clear that gender, 
as a social construct, and gender, as a biological construct, 
are different non-interchangeable terms. Scientific litera-
ture, particularly in fields of psychiatry and other medical 
disciplines, as well as psychology, often confuse these terms 
and use them interchangeably. As Krieger points out: “The 
relevance of gender relations and of sex-linked biology in a 
given health outcome is an empirical question, not a philo-
sophical principle; depending on the outcome under study, 
none, both, or either may be relevant, either independently 
or as synergistic determinants. It is therefore essential to 
clarify concepts and to address sex and gender in order to 
have valid health research ”.14

Social determinants often exacerbate biological vulner-
abilities, thus a health approach related to gender should 
consider the way inequality affects health experiences. The 
above may be used to identify appropriate responses of the 
health care system and public policy.15

Due to the topics tackled and methodologies used, the ar-
ticles presented in this issue are a contribution, in many ways, 
to this complex articulation between gender and mental health. 
The articles written by researchers from the National Institute 
of Psychiatry “Ramón de la Fuente Muñiz” make up just a 
small sample of the number of lines of research developed for 
years in this institution, which results have been published in 
this journal. Some examples are the interpretive qualitative 
studies conducted by Martha Romero about women, addic-
tion and prison, which have become a national and interna-
tional benchmark;16,17 others are those of Guillermina Natera 
and Marcela Tiburcio about domestic violence,18,19 those of 
María Teresa Saltijeral on the same line,20 as well as those of 
Gabriela Saldívar about rape myths21 and sexual coercion.22

Another issue that has been demonstrated is the burden 
that women have for being the main informal caregivers of 
psychiatric patients, as shown by María Luisa Rascón’s re-
search.23 Emotional distress and depression in men have been 
investigated from a gender perspective,24 among other lines.

This issue includes very valuable articles with a great 
thematic and methodological diversity. The first two articles 
tackle the impact that phenomena associated with women 
reproduction can have on mental health.

On the other hand, Russo makes a superb literature 
review on a controversial subject that has to be tackled in 
terms of research: abortion. The title is “Abortion, Unwant-
ed Childbearing, and Mental Health”. Russo poses that one 
of the consequences of not having access to effective contra-
ception is unwanted pregnancy, which physical and mental 
implications include unsafe abortions or unwanted child-
bearing. This article systematizes the literature on the abor-
tion and unwanted childbearing relationship with mental 
health problems, reporting the methodological problems of 
much of the research in this field.

Although the majority of abortions are performed in 
African and Latin American and Caribbean countries, in 
conditions of insecurity and lawlessness, research in mental 
health risks has been made in women who had abortions 
legal in developed countries, where only one out of seven 
abortions worldwide takes place. But there are also other 
methodological problems, developed in a long section by 
the author, where three aspects stand out as the most impor-
tant: systematic biases in the sample selection and compari-
son groups; conceptual and definitional issues; and aspects 
related to the desire for getting or not getting pregnant.

The consequences on the mental health of women who 
abort are also controversial, to the extent that “damages for 
abortion” have been used to justify restrictions on perform-
ing abortions without considering women’s reasons. Thus, 
it is assumed that having an abortion is a major threat to the 
mental health of pregnant women compared to having and 
raising an unwanted child.

We should bear in mind that unwanted pregnancies 
often occur more frequently in certain subgroups of: low-
income and very young women and/or with stories of child 
adversity and gender-based violence, who also tend to have 
fewer resources to cope with stressful situations.

On the other hand, although the article makes clear 
that the experience of abortion is not per se a significant risk 
factor for developing a mental disorder, Russo does not 
have doubts in pointing out the studies showing that some 
women may have negative emotional responses after an 
unwanted pregnancy ending in abortion. These responses 
are related to the way in which experience is evaluated, at a 
large extent due to the stigma around abortion.

Another aspect that is necessary to highlight is the im-
pact of pregnancy and unwanted childbearing on physical 
and mental health of women and their families. For example, 
unplanned childbearing is associated with delays in early 
childhood development and with deficits in cognitive, emo-
tional and social processes that may occur at various stages 
of life and passed from one generation to another.

Undoubtedly, this is a fundamental article that leaves 
open reflection on the fact that low-income women are al-
ways the most affected by the practice of unsafe abortions. 
As for high-income women, whether abortion is legal or il-
legal, subsidized or expensive, they can pay qualified phy-
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sicians that may perform abortions. Then, impacts on the 
mental health of an unwanted pregnancy will also be high-
er, in contexts of adversity, so a necessary line of research is 
open in Mexico and Latin America.

In turn, the article by Lara et al., entitled “Acceptability 
and Barriers to Treatment for Perinatal Depression. An Ex-
ploratory Study in Mexican Women”, presents the results of a 
research conducted in a health center and a general hospital in 
order to learn if these women recognize perinatal depression 
and if they accept various forms of care for this condition, and 
what is their perception of the barriers to attend treatment.

Although there is evidence that a significant percent-
age of mothers suffer from perinatal depression, the number 
that is actually detected and treated is unknown. The results 
of this paper show that, while almost all participants had 
heard the term postpartum depression, a quarter of them did 
not know the causes of the disorder, which they attributed 
to not knowing how to face new challenges, emotional and 
hormonal changes and to the lack of social support. Most of 
them felt that it is not easy to talk about sadness or distress 
within this period and that people would not understand 
it, largely because of the “bad mother” image that people 
would have of them if they commented on this. Individual 
psychotherapy was the most widely accepted treatment and 
medications, during pregnancy and breastfeeding, the less 
accepted. The main barriers to treatment were: lack of time, 
institutional procedures, the inability to afford it and the dif-
ficulty for getting someone for taking care of children.

The results are a first step towards defining the needs 
that women have with respect to perinatal services for treat-
ing depression during this period. Lara et al. state that in 
order to provide effective care it is necessary that official 
rules governing health care of women and infants during 
this period include care for mental disorders.

Undoubtedly, these two articles constitute a major in-
put on the implications of pregnancy, wanted or unwanted 
childbearing and abortion. Also, they report that it is essen-
tial to create decision contexts in sexual and reproductive 
terms based on information terms, access to contraception 
and mental health care.

Here are three other articles addressing issues related to 
emotional distress and its care. The article “Structural stigma, 
mental illness, gender and intersectionality. Implications for 
mental health care”, written by Mora-Ríos et al., addresses 
structural or institutional stigma as a set of rules, policies and 
procedures of public or private entities that restrict the rights 
and opportunities of people with mental illness, legitimize 
power differences and reproduce inequalities and social ex-
clusion. The authors point out their usefulness for addressing 
social groups with multiple conditions of vulnerability. These 
conditions involve various social determinants, interrelated 
and expressed in social inequalities in health, including gen-
der as a crosscutting structural variable. From this point, the 
authors resume the intersectionality approach that seeks to 

explain the complexity of social phenomena in order to un-
derstand how sex and gender are interrelated with other di-
mensions of social inequality —and in specific historical and 
geographical contexts— to create unique experiences in the 
area of health. This framework is used to describe the most 
common forms and manifestations of structural stigma about 
mental disorders from the perspective of healthcare workers 
and service users in outpatient treatment in four psychiatric 
care centers located in Mexico City.

In this regard, the results of service users’ perceptions re-
garding the reason for their suffering are particularly notable 
social vulnerability: poor living conditions, violence and sub-
stance abuse, as well as the lack of a support network. Their 
findings also show that gender influences these experiences 
of mental illness and distress; women are most often victims 
of gender violence and men consume more alcohol. The main 
sources of stigma, from their point of view, are family and 
healthcare staff. The latter give service users little credibility 
and discredit them if they report any experience —including 
violence or sexual abuse— as if they were not trustworthy 
and as if their suffering led them to lie or distort information. 
Furthermore, the stigma towards mental illness affects ser-
vice users, but also healthcare staff, as detailed in the article.

Poverty and lack of resources for being able to receive 
proper healthcare constitute structural variables that, like 
gender, affect the presence of psychiatric disorders. It is 
therefore understandable, albeit not justifiable, that health-
care staff experience helplessness and uncertainty about the 
many problems posed to them by service users, which may 
lead to neglect or indifference, as well as signs of burnout.

However, there are many institutional barriers that such 
staff take into account for carrying out their work, from physi-
cal aspects to human resources and training. The government 
is also challenged regarding its role in the subject of mental 
health and conditions of social inequality in the population.

Undoubtedly, this work represents a major contribu-
tion to the large number of factors that interact with gender 
and that are reproduced structurally into the care practices 
and procedures. The foregoing perpetuates stigma towards 
people with mental disorders, but also towards service 
providers serving a heavily discriminated population with 
multiple vulnerabilities associated with its condition.

The next two articles explore emotional distress: one 
article focused on women attending primary care and the 
other one focused on men engaged in family violence. Both 
articles are of great interest to the extent that talking about 
mental health is not confined only to patients suffering from 
a specific disease, but also refers to the population as a whole. 
“It is a fact that primary care services are receiving more and 
more patients presenting a more or less diffuse symptom-
atology of emotional distress. In most cases, there are minor 
alterations or adjustment disorders related to the psycho-bi-
ography of each person and to our social, economic, family 
and geographic reality. This discomfort does not necessarily 
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entail a disease; however, it involves a significant degree of 
unease, regarding people who suffer from it, which makes 
its care and treatment very convenient” (Preface).25

The article by Berenzon Gorn, Galván Reyes, Saavedra 
Solano, Bernal Pérez et al. “Exploring the emotional distress 
of women who attend primary health care units in Mexico 
City. A qualitative study”, suggests that there is a tendency 
for women to go to health centers because of certain feelings 
and complaints that are often not detected or are minimized 
by healthcare staff. This kind of neglect is also approached 
from a structural and institutional perspective, posing that 
it leads to what is called “over-use of services”. This neglect 
causes suffering in patients, frustration among healthcare 
staff and a major economic impact on the healthcare system.

The findings of this paper show that the main triggers 
of emotional distress in participants are associated with ev-
eryday concerns (such as lack of money, problems with chil-
dren and domestic violence) and, in other cases, with trau-
matic experiences of violence and sexual abuse, both past 
and present, which is consistent with studies on the subject. 
This distress is expressed as restlessness, nervousness, irri-
tability, hopelessness and sudden changes of mood, as well 
as some physical ailments. Participants do not consider that 
medical appointments are the ideal place to talk about what 
is bothering them in their daily lives, because consultation 
times are very short and often doctors lack the skills and 
knowledge required to give adequate care. Additionally, 
these women tend not to discuss their concerns and suf-
ferings due to shame or fear of being scolded or judged. It 
should be noted, as the article makes clear, that they are not 
asked about this either. Thus, according to the service users 
there is an obvious need for a more sensitive and empathic 
listening by staff, especially medical staff.

On the same line, Bolaños Ceballos created the article 
“Socially-determined psychological distress and expressive 
abuse in men”, where he addresses the case of men who 
attend a re-education program after exercising family vio-
lence. With the purpose of conceptualizing such violence, 
the author refers to instrumental and expressive aspects, to 
the extent that he considers instrumentality as a strategy of 
intimidation at the service of the domination consciously 
“chosen” by the men from their social position. As for its 
other “expressive” sense, violence can be understood as a re-
gressive experience, related to life history and experienced 
as a feeling of being “lost”, which occurs in parallel with the 
instrumental sense. Expressive violence is characterized by 
violent behavior, carried out impulsively and motivated by 
feelings of anger and rage, which is usually aimed at those 
who have less power; that is, at those who are judged as in-
ferior due to gender or age. Also, from the ecological model, 
the author considers violence in family relationships as a 
symptomatic manifestation that synthesizes two tensions 
related to distress: cultural-social and personal-psychologi-
cal tension.

Bolaños Ceballos argues that it is necessary to talk about 
“expressive abuse”, to the extent that it refers to acts of ex-
pressive violence arising in a bond of trust, the reason for 
which the violence is specifically abusive, since it would not 
occur in other relationships. These acts are symptomatic of a 
number of social variables filtered, negotiated and reworked 
by the personal experience of subjects and expressed in their 
health and social practices.

In his qualitative approach, the results reveal that the 
emotional distress of such violent men is expressed in muscle 
pain, insomnia, nightmares and changes in usual behavior 
as manifestations of stress. All men mentioned in the article 
have a history of violence, either because they witnessed vi-
olence between their parents, or because they suffered direct 
violence, which was mostly emotional. Work, or its absence, 
or a low salary are among the factors mentioned as associ-
ated with their distress. Moreover, these men consider that 
the health system does not cover their needs, which makes 
them feel anger, helplessness and stress, since they think 
that this situation will not change. They also have a negative 
opinion about the government programs and officials. They 
feel cheated in this regard and consider that these macro-
social aspects directly affect their income.

As for expressive abuse, Bolaños Ceballos points out 
that all social stressors and environmental frustrations men-
tioned in his article become a latent discomfort, like a pres-
sure cooker, before which “a trigger is sought” to exercise 
violence. The author emphasizes that, in these cases, there 
is an expression of violence aimed at someone “inferior” in 
the power relationship and usually this person is a family 
member. The beliefs that give rise to expressive abuse have 
to do with the superiority of men, the physical inferiority of 
women and children, the ownership of the wife and the ob-
ligation for a “lifelong” relationship, as well as beliefs about 
the use of violence in relationships.

This paper certainly provides some clues about the de-
velopment of social determinants of psychological distress 
coming from the macro-social level. It also poses that gender 
re-education is critical for addressing social injustice and 
unsatisfied basic needs. The article leads to further reflection 
on the importance of exploring whether these distresses and 
violent behaviors mask a depressive background, as stated 
in the literature mentioned.7

The following two articles are valuable to the extent 
that they present qualitative methodologies closely related 
to the social anthropology field.

Roy Gigengack’s article, “La banda and their choros. A 
group of street children narrating tales about leadership, 
gender and age”, is the result of fieldwork conducted over 
two decades ago. However, it remains valid regarding the 
problem it addresses and because it represents an excellent 
example of what the ethnographic work is. The description 
used in this article may be considered as “dense”, to the ex-
tent that it reports the meaning of leadership and the role 
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that gender and age play in order to organize a street gang 
after the observation that Gigengack made for by three years 
with a group of street children in Mexico City.

He argues that homelessness creates a world of para-
doxes and contradictions, which also allows a differentiation 
of power among people relatively lacking of it. Gigengack 
argues that the stories told by the children and youth of this 
gang —as for leadership, gender and age— hide their weak-
ness, because in these stories street children assume a power 
which actually they lack of. He says that this is not a sign 
of madness or of a manipulative personality, which would 
be a psychologizing interpretation. This phenomenon rather 
refers to the creativity and resilience of these children.

The contradiction between strength and vulnerability 
evident in them is exemplified by the changes that show 
leadership structure and the original exclusion of women 
from their ranks, leading to build a new history of the gang. 
Many of the leadership stories included in the article were 
focused on the ability of a leader to protect them and contain 
their self-destructive inclinations. In the case of women, it 
also highlights the vulnerability that they may experience 
due to their gender, but that also can be reconfigured giv-
ing them power over men when women exercise a “pseudo-
mother” role and when establishing an erotic bond.

All this allows us to notice that the spatial-time co-ordi-
nates of the gender, age and leadership make possible other 
ways of organization, ways to wield power when, socially, 
one lacks of it, as well as creating stories allowing to narrate 
the daily vicissitudes of forms that, in fact, are not just fanci-
ful, but creative ways to survive in a world they perceive as 
unfair.

On the other hand, the Gutiérrez and Vega’s article 
“Symbolic Violence of Women’s Sexual Exploitation at a Stu-
dent Party” is an excellent example of how violence against 
women is not reproduced only in the most obvious ways. 
From the analysis of a theatrical representation of trafficking 
for sexual exploitation that is made in a traditional student 
celebration, the authors describe it as a ritual that disrupts the 
school routine and everyday life, though, as they point out, 
displaces dissimilar elements and senses from their everyday 
context. While the celebration starts in a tribal way where the 
emotion, pleasure and playfulness of “hanging together” are 
shared, Gutiérrez and Vega show how, as the celebration de-
velops, they become a complacent assertion of male chauvin-
ist beliefs and practices that legitimize sexual exploitation, as 
well as a tacit acceptance of abuse, which is not recognized 
as such but instead as a venerable tradition. Abuses of power 
and the role of sexual commodification attributed to women, 
which are evident in the dramatization of sexual exploitation 
suffered by female slaves, are in fact considered as a “harm-
less game”, and the women themselves involved as “slaves” 
cast doubt on the reality of facts. In other words, the meaning 
of the violent acts they underwent does not occur to them, 
although the experience has been distressing.

Thus, Gutiérrez and Vega stress that the symbolic 
violence that portrays the trafficking representation hides 
the reality of direct and structural violence in the context 
of this celebration as a chauvinist practice. As pointed out 
by Bordieu,26 women have incorporated into their identity 
the structures through which their domination is embodied; 
therefore, submission is not the effect of an act of conscience 
and will. In this regard, Bordieu himself points out: “This is 
the case of sexual domination, a form of symbolic domina-
tion exercised with the complicity of those who suffer it or, 
more precisely, with the complicity of the built structures 
that the dominated have acquired through prolonged con-
frontation with the objective structures of domination”.26

Finally, two articles address a highly vulnerable pop-
ulation virtually not studied in our country: sex workers. 
Both articles show results from the same research conducted 
in the state of Hidalgo, and despite methodological limita-
tions, arising from the difficulty in accessing these women, 
they entail efforts to visualize the mental health problems 
that may affect them, beyond considering them exclusively 
as carriers of sexually transmitted diseases (STDs).

The first of these two articles, called “Psychosocial cor-
relates of depression and suicide risk in Mexican sex work-
ers”, by González-Forteza, Rodríguez, Fuentes, Vega and 
Jiménez, reflects the severity of these problems. According 
to the article, two in five of these women suffer from de-
pression, a percentage much higher than the prevalence of 
any affective disorder in women of the general population, 
which may be about 3%. A similar proportion reported risk 
of suicide –including suicide ideation and intent – also in a 
higher level than the women in the general population in 
our country. Moreover, one in four women has both prob-
lems simultaneously.

According to this article, violence is a major factor af-
fecting depression and suicide risk in these women. This 
factor is reported as emotional rejection and negligence by 
the mother, child sexual abuse, and emotional abuse from a 
partner. In turn, alcohol and sexual violence are factors that 
specifically predict suicide risk.

These different forms of violence and their effects on 
the presence of depression are not the only ones experienced 
by these women, as mentioned in article “Violence in the 
working environment of sex work and substance use in a 
group of Mexican women”, by Rodríguez, Fuentes, Ramos-
Lira, Gutiérrez and Eunice Ruiz. As shown in the literature 
review, sex workers around the world, particularly those 
working on the street, have mortality rates six times higher 
than the general population and face a range of social issues 
that overlap: poverty, incarceration, substance abuse, risk of 
infection with HIV, and partner violence. These women are 
also at greater risk of assault, rape, and other forms of physi-
cal violence. High alcohol consumption is also reported, as 
well as the use of drugs such as cocaine, crack, marijuana 
and heroin.
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In this regard, a lot of adversity and forms of violence 
faced by sex workers suggest that substance use may well 
be a mitigating mechanism to help them deal with daily sex 
work.

The results of this paper show that these women do in-
deed work in conditions of violence that make them highly 
vulnerable. According to this data, half of them have been 
exposed to violence, particularly physical, but also sexual. 
The women interviewed mentioned that these forms of vio-
lence have been exercised against them by clients, bar own-
ers and police officers. However, they also report their sex 
workers colleagues as the main sources of violence, specifi-
cally due to competing for clients.

Almost all sex workers interviewed reported having 
consumed alcohol in the past month, a consumption that 
seems to be promoted by its high availability and the strong 
pressure from both clients and bar owners to drink while 
working. As for the use of other drugs while performing 
this work, the most commonly used are cocaine and mari-
juana. In addition, tobacco is an important problem, which 
may also serve as a mechanism to cope with anxiety.

All these findings reflect the seriousness of the situ-
ation these women have to deal with, a fact that should 
be considered to improve health services to which they 
should have access. These services should include atten-
tion to mental health problems such as depression and 
abuse of alcohol, drugs and tobacco and should incorpo-
rate specialized interventions on partner and workplace 
violence and childhood abuse. It should also be necessary 
to consider ways to protect sex workers in these contexts of 
high violence, which would imply major changes in terms 
of public policies considering these women as citizens de-
serving all rights.

As seen from the above, there is much to do in the fields 
of research and intervention, and this is just an example of 
what is possible and necessary to deal with, including the 
conceptual discussion of sex and gender, their links with 
mental health and the various factors that influence this 
discussion. All the aforementioned stresses that gender vi-
olence is a very serious issue associated with the different 
problems and that, therefore, it is necessary to keep consid-
ering this topic and to design specific studies which have 
an effect, in turn, in its reduction. Unfortunately, much of 
the background of this violence is embedded in sociocultur-
al aspects, in stereotypical beliefs about what women and 
men are and should be, so that symbolic violence operates 
invisibly and is reproduced by the entire society, and not 
only by those who exercise it and by those who suffer from 
it directly. Gender inequality, which involves discrimina-
tion and violence, also permeates the institutions devoted 
to mental health. As can be seen, we have a big challenge 
ahead. Our challenge should also include dealing with men 
in their gender condition and promoting recommendations 
for public policies.
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