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Abstract 
 

Objective: To identify the effects of sexism in the workplace (in the forms of sexual 

harassment, payment inequality, career progression obstacles and sex discrimination) 

on workers’ mental health through a systematic review of the scientific literature. 

Method: A search strategy with Boolean Operators, MeSH terms and keywords 

related to working women, sexual and workplace harassment, gender pay gap, career 

mobility and depressive symptoms or disorders was applied in five databases 

(PubMed, PsycInfo, Web Of Science, LILACS and CINAHL), from which 1613 articles 

were analysed by title and abstract, 314 read in full by two reviewers and 105 matched 

the inclusion criteria. Data of interest from 58 articles were not available for extraction, 

thus these were excluded. Comorbidities (e.g., anxiety, post-traumatic stress disorder, 

sleep problems) were only included if the study also assessed depression. The final 

sample consisted of 47 articles, which had their methodology assessed though the 

Newcastle-Ottawa Scale. Results: The most commonly studied subject was sexual 

harassment. Several work areas and different country populations are represented in 

these articles, being the Unites States of America the most common affiliation source 

of authors. All studies were published by, or in collaboration with Universities in 

developed countries. Few studies considered gender according to self-report and the 

intersection between sex and race, highlighting the need for more studies about sexism 

in the workplace being conducted around the world, especially in underdeveloped and 

developing countries, which are currently underrepresented. Data extracted from 47 

articles suggest that women are more exposed to sexual harassment and assault in 

the workplace, have lower salaries, face more gender-related barriers to job 

promotions and are more exposed to sex discrimination at work. These exposures 

seem to increase the risk for depression and comorbidities regardless of sex, although 

women are, in general, more exposed and more affected by these disorders. 

Conclusion: Women are, in general, more exposed to all sexism-related events at 

work. Exposure to sexual harassment or assault in the workplace, gender wage gap, 

difficulties in job promotions or career progression and sex discrimination at work seem 

to promote mental health disorders such as depression and comorbidities in both 

sexes. Some results suggest that men might be more vulnerable to develop 

psychological disorders after being sexually harassed or assaulted in the workplace, 
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however, women are more exposed and more affected by the disorders evaluated in 

this review.  
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Resumo 
 

Objetivo: Identificar os efeitos do sexismo no trabalho (nas formas de assédio sexual, 

desigualdade salarial, obstáculos para progressão na carreira e discriminação sexual) 

sobre a saúde mental de trabalhadores através de uma revisão sistemática da 

literatura científica. Métodos: Uma estratégia de busca foi desenvolvida utilizando 

Operadores Booleanos, termos MeSH e palavras-chave relacionadas a trabalhadoras, 

assédio sexual, desigualdade salarial entre homens e mulheres, progressão na 

carreira e sintomas ou transtornos depressivos. A busca foi realizada em cinco bases 

de dados (PubMed, PsycInfo, Web Of Science, LILACS and CINAHL), das quais 1613 

artigos foram analisados por título e resumo, 314 lidos na íntegra por duas revisoras 

e 105 obedeceram aos critérios de inclusão. Dados de interesse de 58 artigos não 

estavam disponíveis para extração e por isso estes foram excluídos. Comorbidades 

(por exemplo: ansiedade, transtorno de estresse pós-traumático e distúrbios do sono) 

foram incluídos somente se o estudo também tivesse avaliado depressão. A amostra 

final foi composta por 47 artigos, que tiveram sua qualidade metodológica avaliada 

através da escala Newcastle-Ottawa. Resultados: O assunto mais comumente 

estudado foi assédio sexual. Diversas áreas de trabalho e populações de vários 

países estão representadas nesses artigos, sendo os Estados Unidos da América a 

fonte mais comum de afiliação dos autores. Todos os estudos foram publicados por, 

ou em colaboração com Universidades em países desenvolvidos. Poucos estudos 

consideraram auto-declaração de gênero e a intersecção entre sexo e etnia, 

evidenciando a necessidade de mais estudos sobre sexismo no sendo conduzidos ao 

redor do mundo, especialmente em países subdesenvolvidos e em desenvolvimento, 

que atualmente estão subrepresentados. Dados extraídos de 47 artigos sugerem que 

mulheres são mais expostas a assédio e abuso sexual no ambiente de trabalho, 

recebem menores salários, vivenciam mais dificuldades ligadas ao gênero para 

progredir na carreira, além de serem mais expostas a discriminação sexual no 

trabalho. Essas exposições parecem aumentar o risco para depressão e 

comorbidades independentemente de sexo, porém mulheres são, em geral, mais 

expostas e mais acometidas por esses transtornos. Conclusão: Mulheres são, em 

geral, mais expostas a todos os eventos ligados a sexismo no trabalho. Sofrer assédio 

ou abuso sexual no ambiente de trabalho, desigualdade salarial, dificuldades para 
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progredir na carreira e discriminação sexual no trabalho parecem contribuir para o 

desenvolvimento de transtornos psicológicos como depressão e comorbidades em 

ambos os sexos. Alguns resultados sugerem que homens podem ser mais vulneráveis 

aos transtornos psicológicos após sofrerem assédio ou abuso sexual no trabalho, 

porém mulheres são mais comumente vitimizadas e mais afetadas pelos transtornos 

avaliados nessa revisão.  
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1 INTRODUCTION 

 

In the last century psychiatric disorders became a critical public health concern 

due to the growing prevalence, in addition to the productive, financial and life 

impairments caused by these conditions.(1–3) It is estimated that 10% of the world 

population (including children) suffer from, at least, one mental disorder.(4) The Global 

Burden of Disease estimates that in 2015 more than 267 million people had anxiety 

disorders and more than 311 million had depressive disorders worldwide, representing 

an increase of respectively 14.9% and 18.4% compared to the previous decade.(3) In 

2017, an article published by the same study group placed depressive disorders as the 

third leading cause of years lived with disability (non-fatal health loss) worldwide for 

both sexes(5),being the leading cause of mental disability worldwide.(6) Depression is a 

broad term that covers several different diagnostics; however, the main symptoms are 

persistent sadness and loss of interest for pleasurable activities; minor symptoms of 

depressive disorders may include alterations of sleep, eating, memory and cognition.(7) 

As a multifactorial disorder, the onset of depression is influenced by the interaction 

between genetic, social and environmental factors.(8) 

Studies show that depressive disorders are nearly twice as more prevalent in 

women than in men.(9–11) This difference seems to emerge after puberty(12), although 

the reasons for this are not yet clear. As for the onset of psychiatric disorders, the 

evidence regarding the prevalence differences between men and women points out to 

a combination of biological, psychological and social factors.(13) In line with this idea, it 

is worth mentioning that increased risk for depression in women may be partly 

explained by ovarian hormone fluctuations(14) and differences in emotional processing 

and regulation, women being more reactive to emotional stimuli and less efficient in 

emotion regulation than men.(15) Moreover, there are differences in the socialization 

process, in which men are encouraged to react to stress acting out (for example, 

expressing anger) and women, to hold back their emotions. These differences in 

expression of emotions could induce sex differences in coping strategies(16,17), which 

might explain why women exhibit more mood disorders, whereas men, more 

substance abuse disorders in adulthood.(11,16,18) Furthermore, there are differences in 

the symptoms exhibited by depressed men and women, with men presenting more 

intense and often alcohol and other drugs misuse, risk taking and poor impulse control, 
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while women display more appetite and sleep disturbances, fatigue, depressed mood, 

sexual disturbances and loss of libido.(19)  

Chronic exposure to psychological stress increases the long-term risk for 

developing psychiatric disorders.(20) Most impairments caused by chronic stress are 

attributed to the prolonged activation of the Hypothalamic-Pituitary-Adrenal (HPA) axis, 

the main neuroendocrine stress response system, which culminates with the secretion 

of glucocorticoids by the cortex of the adrenal glands.(21) Evidence suggests that high 

waking cortisol plasma levels(22), in saliva in the morning and at night(23), and in the 

urine during the day(24) are related to depressive symptoms, indicating a correlation 

between this physiologic mechanism and the onset of psychiatric disorders. Chronic 

high levels of perceived stress increase salivary cortisol levels in the morning, and this 

effect is greater in women.(25,26) Free cortisol levels are directly influenced by the levels 

of cortisol binding globulin (CBG), a protein that binds to cortisol, preventing activation 

of its receptors.(27) Despite the sexual differences in stress appraisal and 

response(15,21), studies in humans are not consistent in regards to higher cortisol 

secretion in women(28,29), perhaps due to sex differences in CBG levels and sex 

steroids secretion, which in turn modulate cortisol bioavailability.(30)  

The Stress Sensitization Model suggests that over time less intense stressful 

situations are sufficient to induce depressive episodes, and after the sensitization, 

these episodes can happen spontaneously.(31) Socioeconomic and psychosocial 

difficulties in adulthood are associated with depressive symptoms after retirement.(32) 

A cohort study conducted by Johansson and colleagues between 1968 and 2003 in 

Sweden showed that prolonged stress is associated with increased risk for dementia 

in women, confirming the long-lasting impairment caused by some stressors.(33) In 

another study performed by the same group, a cohort of Swedish women was 

evaluated between 1968 and 2005 for several stressful stimuli and 25% of the 

interviewees were exposed to one, 23% to two, 20% to three and 16% to four of the 

stressors that were assessed; moreover, the higher the number of stressors the higher 

the long-term perceived stress.(34) Thus, women may develop more mood disorders 

than men, not because they are more vulnerable, but because they are more exposed 

to stressors. In this case, greater exposure to stressors could result in more 

sensitization, as proposed in the Stress Sensitization Model. 
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Exposure to stressful life situations such as childhood abuse(35), multifactorial 

discrimination(36), workplace stress(10) and military trauma(37) increases the risk of 

developing depression.(38) Ethnic and sexual discrimination may also be considered 

stressors, since they are associated with lower psychological and physical well-

being(39,40), increased psychiatric symptoms(39,40), lower job satisfaction(41) and reduced 

self-esteem.(42) Jackson and colleagues showed that obese people who reported more 

perception of prejudice because of their body weight had higher hair cortisol than those 

who did not report this perception.(43) Ethnic or socio-economic discrimination are also 

associated to higher hair cortisol(44), confirming the stressful nature of being a victim of 

prejudice. One study with homo- and bisexual men and women showed that the 

combination of all types of discrimination someone experiences is associated with 

chronic tension, more stressful life events, that were identified as risk factors for 

depression, and reduced psychologic well-being.(36) Despite the variability in these 

results, which can be explained by differences in social support(45,46), individual 

interpretation of events(47), feelings of control(45) and coping strategies(48), the impact of 

exposure to prejudice on mental health is noteworthy. 

When discussing discrimination-related social issues, it is essential to evaluate 

which groups detain actual power in the organization of society. Being a victim of 

prejudice is more impactful and more recurrent for social groups that are historically 

oppressed, since they have less power in the social structure.(49) Nevertheless, social 

prejudiced groups may experience a sense of lack of control facing discrimination, 

added to the fear of being seen as “troublemakers” for denouncing injustices.(49,50)  

Sexism is the discrimination based on sex-gender.(51) A study conducted in the USA 

using the Schedule of Sexist Events Inventory showed that 100% of the interviewed 

women reported having experienced some type of sexist behaviour in their lifetime, 

and the same result was found regarding the previous year; 94% of the interviewees 

had been sexually harassed at least once in their lifetime, more than 92% had been 

disrespected for being a woman and approximately 25% of these women reported 

having experienced these events often.(52) Other results from the same study show 

that women are exposed to sexism in different life areas and from different people, 

indicating that sexist behaviours are generalized in society. Almost 80% of these 

women felt that their lives would be different if they had not been treated unfairly 

because of their gender and 27% reported some previous mental illness.(52) Another 
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study that used a USA nationally representative sample of  women and men 

investigated lifetime experiences of sexual harassment or assault, showing that 

victimization by sexual harassment is related to depression and anxiety in both sexes 

regardless of race/ethnicity; however, in this study men were less likely to report 

depression or anxiety related to these experiences in comparison to women. (53) 

Moreover, exposure to everyday sexist incidents is associated with more anger, lower 

self-esteem in the social domain, and more depression in college students of both 

sexes. However, women are more frequently exposed to these events (once or twice 

a week), whereas men are less often exposed. (54) 

The history of Western feminist movement is usually comprised of four waves. 

The first wave is dated to the late 19th and beginning of the 20th century and was 

characterized by the fight for equal work opportunities and the right to vote. The second 

wave emerged after the Second World War, in the 1960s and 1970s, and was marked 

by women’s empowerment and pursuit of affirmative actions, a debate that was also 

raised by other marginalized groups. Both third (the 1990s) and fourth (2010’s) waves 

were strongly oriented by notions of diversity, emphasizing that women are a 

heterogeneous group and should be contemplated in their particularities related to 

ethnicity, sexual orientation, gender identity, etc. The singularity of the fourth wave is 

the embracement of technology as a tool for engagement, organization, and activism, 

which may have contributed to the dissemination of feminist ideas in the last few years. 

(55–57) Despite the fight for women's rights being historical, some relevant goals, such 

as the pay equality that started in the second feminist wave, are still unsolved issues. 

Work plays a vital role in contemporary life. Regardless of the world trend for 

reduction of working hours, the maximum weekly labour time officially allowed in most 

countries varies between 40 to 48 h(58), accounting for approximately 35 to 42% of the 

weekly active time (excluding the populational average of 8 h of sleep/day). However, 

commuting and extra hours should also be accounted as work-related time, since they 

demand the workers’ availability to their occupations(59), increasing this average. 

Therefore, it comes as no surprise that workplace or labour-related events affect the 

workers’ physical and mental health(60,61), fuelling a cycle in which mental disorders are 

an important cause of work absence leading to productive, financial and social 

losses.(2,61,62) Job strain is related to short-(63,64) and long-term(65) mental health 

impairments, and a meta-analysis evidenced no sex difference in the effect of 
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workplace environment on depressive symptoms under similar work conditions.(66) , 

Socioeconomic status (SES) represents a major stress-related factor, inasmuch as 

European individuals from lower status have more depression and anxiety-related 

work absence.(67) In studies with wild baboons(68) and three-shrews(69), low positions in 

the social hierarchy are associated with greater stress whereas high-ranking position 

and dominant animals display lower basal levels of cortisol. Finally, workers with low 

decision latitude (freedom to decide how to do the work and use of skills) have 

increased risk of developing anxiety and depression regardless of sex, although the 

effects are greater in women.(10)  

In Western countries, women’s entrance into the job market took place during the 

First Industrial Revolution, and because gender roles were rigorous, women were hired 

mainly by the textile industry.(70) Even decades later, women still must overcome 

challenges in many different areas of their professional careers due to sexism, 

including the ones related to gender roles. One example is that women with high 

decision latitude over other people’s jobs exhibit more depressive symptoms than 

women without this authority. For men, the relationship is the opposite, suggesting that 

exerting power in the workplace may expose women to several interpersonal issues 

related to gender roles and, therefore, be more stressful.(71) Other difficulties frequently 

mentioned are reconciling motherhood and work(72–74), the gender composition of the 

workplace(75–77) and the wage gap between men and women.(78) The latter is also 

related to increased levels of generalized anxiety disorder and depression in the 

USA.(78) In Brazil, a survey of the governmental Institute for Applied Economic 

Research (IPEA) in 2011 showed that earnings of white women corresponded to 55% 

and the gains of black women corresponded to a dramatic 30.5% of that of white 

men’s.(79) However, this study did not present details on whether these comparisons 

were made between men and women in the same job ranking since it only evaluated 

the population's average earnings. Regarding opportunities for career progression, the 

scenario is very similar, as one study of 2010 made by Ethos Institute with the 500 

largest companies in Brazil shows that the higher the position, the lesser the female 

presence, with only 13.7% of executive positions occupied by women.(80) In a survey 

in the USA, 87% of women reported having been exposed to sexism by their 

employers(52) and they also often suffer sexual harassment in their workplaces(46), an 

event that is related to health issues such as hypertension and poor sleep.(81) Finally, 
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one study published in 1994 estimated that women’s self-perceived health would equal 

men’s at 58 years of age if they had the same levels of paid employment, income, 

economic hardship and housework. By that time, it only happened around 67 years. In 

this study men reported better health than women, but this advantage waned with age, 

possibly due to its association with work issues. Men also had higher incomes, 

experienced less economic hardship, outcomes associated with good health, and were 

responsible for less housework than women. Women, in turn, had higher levels of 

psychological distress, which was associated with poor health. This study concluded 

that men’s health advantage over the life course may be partially explained by gender 

inequalities in paid work and households, along with their social psychological 

correlates.(82) 

Considering that discrimination and, more specifically sexism, is a social 

stressor that contributes to the onset of psychiatric disorders(36,40,54), that stress in the 

workplace is also related to these disorders(10,61,63,65) and that depressive disorders 

may be considered the leading cause of mental disability worldwide, the main purpose 

of this systematic review was to identify the literature available about sexism in the 

workplace as a risk factor for depression. Sexism was evaluated in the forms of sexual 

harassment in the workplace, difficulties in career progression arising from gender 

issues, and payment inequalities.  
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2 OBJECTIVES 

 

2.1 Main Objective 
 

The main objective of this study was to evaluate the effect of sexism in the 

workplace on the mental health of female workers. 

 

2.2 Specific Objectives 
 

This study sought to identify, through a systematic review of the scientific literature, 

whether there are gender differences in the exposure to sexism in the workplace in the 

forms of: 

• Sexual harassment and assault; 

• Gender wage gap; 

• Gender difficulties for career progression; 

• Gender harassment and discrimination. 

 

Moreover, we intended to identify if these exposures are risk factors for the onset 

of depression and comorbidities, and if so: 

• Identify if there are differences in the impact of different types of sexism on 

mental health;  

• Identify gender differences in the impact of these exposures on mental health. 
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3 METHODS 

 

This study was approved by the University’s ethics committee (CEP/UNIFESP: 

0438/2018) and pre-registered on PROSPERO (CRD42020167784). 

Data collection was carried out in February of 2019 by electronic search on 

MEDLINE (PubMed), LILACS, CINAHL, Web Of Science and APAPsycNET (PsycInfo) 

without date limits. The search strategy was based on PICOS methodology(83) and 

included elements that referred to Population (working women), Exposures (sexism in 

the workplace, sexual harassment in the workplace, payment inequality and slower 

career progression) and Outcomes of interest (depression or depressive symptoms) 

which can be found on Table 1. The proper MESH Terms and keywords unregistered 

on MESH Tree Structure were selected, resulting in the following search strategy: 

(Women OR Women, working) AND (((Sexism OR Gender-Based Violence OR 

Bullying OR Non-Sexual - Sex Offenses OR “Gender harassment” OR “gender 

prejudice” OR “gender inequality” OR “gender disparity” OR “sexist events”) AND 

(Workplace OR Employment)) OR (Sexual Harassment OR Harassment) OR (“Wage 

gap” OR “wealth inequality” OR “wealth gap”) OR (Career Mobility OR “Career 

progression”) OR (Workplace Violence OR Occupational Stress OR Workplace 

Incivility OR mobbing)) AND (Depression OR Depressive Disorder OR “Mood 

Disorders” OR Bipolar Disorder OR Adjustment Disorders OR “psychiatric disorders”). 

 

Table 1. PICOS (Population, Intervention, Comparison, Outcomes and Study Types) used to 

guide this systematic review. 

Population Working women 

Intervention/ 
Exposure 

Sexism in the workplace 

Sexual Harassment in the workplace 

Unequal payment between women and men 

Slower career progression 

Sex discrimination at work 

Comparison Men or unexposed women 

Outcomes Depression and comorbidities 

Study Types  Observational studies 
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After the search, identification of duplicated articles was performed by R 

software coding (version 3.62), comparing titles without spaces and special characters. 

Articles that appeared in more than one database were manually excluded before the 

title and abstract selection, being read only in the first database from which they were 

retrieved. All articles were then analyzed by title and abstract by one reviewer (N.M.S.), 

excluding only studies that clearly did not match the inclusion criteria. Studies pre-

selected for inclusion were read in full by two reviewers (N.M.S and P.B.G.G.) 

independently and disagreements in selection were solved in consensus, consulting a 

third reviewer (D.S.) whenever necessary. 

 
 

Figure 1. Flowchart of studies retrieved and included in this systematic review. 

 

  

 
Studies retrieved from all databases 

 Total = 2224 

 
PubMed 

546 
 
LILACS 

162  
CINAHL 

175 
 
Web Of Science 

476  
PsycInfo 

865 

 
Evaluated by title and abstract 

1613 

 

Excluded duplicates 
611 

 

 

Total studies included 
47 

 

58 studies were excluded after reading 
in full, because: 
- 19 did not relate exposure to depression; 
- 14 did not report results stratified per sex; 
- 7 did not report exposure to sexism 
separately from other violence; 
- 6 did not state sexism as a reason for 
victimization; 
- 4 did not evaluate exposures exclusively 
in the workplace; 
- 2 considered history of depression (not 
after exposure); 
- 1 did not report results of exposure to 
sexism; 
- 1 used a sample of lifetime drinkers; 
- 1 had unclear results; 
- 3 qualitative studies  

 
Matched inclusion criteria 

105 

 
Pre-selected studies 

314 
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3.1 Inclusion and exclusion criteria 
 

Studies that evaluated sexual and gender harassment in the workplace, income 

inequality between men and women and differences in career progression for women 

compared to men (e.g., access to job promotions) were included. In addition, studies 

should contain some form of evaluation of depressive symptoms or depression 

diagnosis. Only observational studies published in English, Portuguese or Spanish in 

peer-review indexed journals, with no limit date of publication, were included. 

Studies about motherhood and work, sex work and gender composition of the 

workplace were excluded since they did not suit the initial goals of this review, 

therefore, the search strategy was not designed to identify these exposures. Moreover, 

we chose not to include these exposures because they show specificities that demand 

careful interpretation even though they represent some form of sexism at work. 

Qualitative studies were excluded for similar reasons. 

 

3.2 Data extraction  
 

Data extraction was carried out by one reviewer (N.M.S) in a Microsoft Excel 

sheet containing the following information: identification of the paper (complete 

citation), study type, sample size, percentage of women in the sample, type of sexism 

evaluated (and mean of assessment), main objectives and characteristics of the study, 

assessment of depression, possible comorbidities (and how they were assessed), 

other issues unrelated to the main goal of this systematic review, and main results 

concerning exposure to sexism and its relationship with depression and comorbidities. 

Results were summarized through a narrative synthesis and studies were grouped and 

compared according to methodological or outcome similarities. 

 

3.3 Quality assessment 
 

The Newcastle-Ottawa Scale (NOS – Appendix 3)(84) was used to carry out the 

quality assessment of all articles included. Two versions of the scale are available: 

case-control and cohort and in both versions, the instrument assesses three 

fundamental domains that may be significant sources of bias. In the case-control scale, 
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the Selection domain contains four questions evaluating, respectively, the adequacy 

of the case definition (e.g., scales, self-report), representativeness of the cases (was 

the sampling adequate? Was the sample recruited from more than one source? Does 

it have the potential to introduce selection bias?), selection of controls (were they from 

the same population as cases?), and the definition of controls (were they healthy in the 

beginning of the study?). Since all included articles were cross-sectionals, in which the 

definition of cases/controls (i.e. depressed/non-depressed subjects) was 

accomplished after data collection, the question regarding definition of controls was 

considered “non applicable”. The second domain is related to Comparability, 

containing only one question on whether the study controls for important confounding 

factors. Finally, the third domain concerns Exposure, with three questions assessing, 

respectively, ascertainment of exposure (e.g., scales, self-report), if the same method 

of collection was applied for cases and controls, and the non-response rate (is the 

value reported in the article? Was the rate similar between groups?). 

In the Cohort scale, the first domain also assesses Selection, with four 

questions regarding, respectively, the representativeness of the exposed cohort (was 

it truly or somewhat representative of the community average?), selection of the non-

exposed cohort (was it drawn from the same community?), ascertainment of exposure 

(e. g. scales, self-report), and demonstration that the outcome of interest was not 

present in the beginning of the study or was controlled for. The second domain regards 

Comparability, with parameters similar to the Case-control scale. The third domain 

concerns the Outcome, with three questions tacking, respectively, the outcome 

assessment (e.g., scales, self-report), the follow-up time (was it long enough for the 

outcome of interest to occur?) and the adequacy of follow-up cohort (were there 

losses? Were the subjects lost on the follow-up likely to introduce bias?). For both 

versions of the scale, the articles may score one star per question, except for the 

Comparability, which can yield from zero to two stars according to the number of 

variables that were controlled in the study. 
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4 RESULTS 

 

4.1 Descriptive information 
 

The search retrieved 546 articles on MEDLINE, 162 on LILACS, 175 on 

CINAHL, 476 on Web Of Science and 865 APAPsycNET (PsycInfo). Of these, 611 

duplicated articles were manually excluded. The final sample had 1613 articles, from 

which 315 articles were selected for full reading and 105 matched the inclusion criteria. 

Data from 47 articles were included in this systematic review. Further details can be 

found in Figure 1.   

Most studies (39 of 47, i.e., 83%) were published by North-American 

Universities and 37 of them sampled North-American population; one assessed 

Brazilians and the other, Ethiopians. Two articles were carried out by Australian 

Universities, two from German Universities and the remaining four were from South 

Korea, Thailand, United Kingdom and Italy, but the latter contains data of the European 

Union and other European countries (Figure 3). All articles were published in English. 

The first article concerning sexism in the workplace and depression was published in 

1979, followed by the ones published in the decade of 1990. The distribution of 

included articles per year can be found in Figure 2. Further information on authors, 

year of publication, journal, country, study type, sample size, percentage of women in 

the sample, work area and types of sexism assessed by each article can be found in 

Table 2. 
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Figure 2. Number of articles included in the sample by the period of publication.
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Figure 3. Countries represented in the studies. Adapted from Fresh Folk illustrations by Leni Kauffman (https://fresh-folk.com/).
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Among the studies read in full, 17 evaluated depression and exposure to forms 

of sexism in the workplace other than our objectives, thus they were excluded. Of 

these, 5 were focused on motherhood, 5 were focused on sex-workers, 4 evaluated 

gender composition of the workplace, 3 were focused on gender roles and one studied 

gender differences in occupational stress across occupational groups, but was not 

focused on sexism. Furthermore, one book chapter about sexual harassment to female 

family practice residents in the USA, rescued from APAPsycNET, was also excluded. 

Information regarding these articles can be found in Table 2. 

 

Table 2. Articles that assessed other forms of sexism and were excluded from the sample.   

Title Authors/Year Subject 

Occupational gender composition and mild to severe depression 

in a Swedish cohort: The impact of psychosocial work factors 

Nyberg et al., 

2018(75) 
WGC 

Gender composition of the occupation, sexual orientation, and 

mental health in young adulthood 
Ueno et al., 2018(77) WGC 

An index to characterize female career promotion in academic 

medicine 

Brüggmann et al., 

2017(85) 
WGC 

Working in gender-dominated occupations and depressive 

symptoms: findings from the two age cohorts of the lidA study 

Tophoven et al., 

2015(76) 
WGC 

   

Does being a mom help or hurt? Workplace incivility as a 

function of motherhood status 
Miner et al., 2014(73) Motherhood 

Mental health in female veterinarians: effects of working hours 

and having children 

Shirangi et al., 

2013(74) 
Motherhood 

The psychosocial work environment and maternal postpartum 

depression 
Dagher et al. 2009(86) Motherhood 

The significance of employment for chronic stress and 

psychological distress among rural single mothers 
Turner, 2007(87) Motherhood 

The stress of managerial and professional women: Is the price 

too high? 
Beatty, 1996(72) Motherhood 

   

Female sex workers and the social context of workplace 

violence in Tijuana, Mexico 

Katsulis et al., 

2010(88) 
Sex work 

An assessment of the mental health of street-based sex workers 

in Chennai, India. 

Suresh et al., 

2009(89) 
Sex work 

Posttraumatic stress disorder among female street-based sex 

workers in the greater Sydney area, Australia 

Roxburgh et al., 

2006(90) 
Sex work 

Trafficked female sex workers awaiting deportation: comparison 

with brothel workers 
Cwikel et el., 2004(91) Sex work 

Women brothel workers and occupational health risks Cwikel et al., 2003(92) Sex work 

   

Exploring causal effects of combining work and intergenerational 

support on depressive symptoms among middle-aged women. 

Opree and Kalmijn, 

2012(93) 
Gender roles 

Multiple Roles of Married Korean Women: Effect on Depression. Lee et al., 2004(94) Gender roles 

The fulfillment of career dreams at midlife: does it matter for 

women's mental health? 
Carr, 1997(95) Gender roles 

WGC: Workplace Gender Composition. 
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Sexual harassment in the workplace was the most common issue in the articles 

of this review. Thirty-nine studies evaluated some type of sexual harassment or 

assault, from which 21 focused specifically on military sexual trauma. The second most 

common issue evaluated was gender discrimination in the workplace, in 13 articles. 

Seven articles assessed gender inequalities in career progression and six evaluated 

wage inequality (Figure 4). Three of the selected articles included evaluations of sex 

work, motherhood and gender composition of the workplace in addition to the target-

exposures of the present study. Eight articles were cohort studies and 39, cross-

sectional studies, with four of them reporting data of ongoing longitudinal studies 

(Figure 5). In one of the cohort studies, the data of interest was only collected in the 

first assessment, thus although this is a longitudinal study, the data extracted is cross-

sectional.(96) Twenty-two studies were about military personnel (Army or Marines), five 

sampled faculty and/or university staff, three studied doctors and three studied rural 

and/or industrial workers, of which one sampled women in a male-dominated union. 

Two studies evaluated firefighters and/or emergency health professionals. The 

following categories were sampled by only one study each: mining women, domestic 

workers, waitresses of hooters-like restaurants, flight attendants, clerical workers, 

secretaries, or receptionists, and faculty members or mid-level business managers in 

the fields of accounting, advertising, banking, or law. Six studies did not provide 

information on the participants’ work area, and one only separated the workers in high- 

or low-skilled, blue- or white-collar (Figures 6 and 7). Twenty-five of the 47 articles 

sampled men and women, one did not provide the percentage of women in the sample 

and in the remaining 24 it varied from 7.0% to 79.4% (Figure 5). Further descriptive 

information is available in Table 5. 
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Figure 4. Number of articles that evaluated each type of sexism. The intersections represent the 
number of articles that assessed more than one type of sexism. MST: Military Sexual Trauma. 

 

 

  
Figure 5: A: Representation of cohort and cross-sectional studies included in this review (n = 
47). B: Representation of studies that sampled only women or both, men and women, in this 
review (n = 47).
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Figure 6. Representation of the number of studies by work area included in this review (n = 47). Square’s sizes are proportional to the number of articles 
that sampled each work area. 
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Figure 7. Representation of work areas and types of sexism sampled by the studies included in this review (n = 47). Square’s sizes are proportional 
to the number of articles that sampled each work area.
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The vast diversity of definitions for sexism adopted in the studies, as well as the 

myriad of instruments used to assess sexism and depression hinder the performance 

of a meta-analysis. For this reason, a qualitative synthesis of results will be presented. 

Exposure to sexism in the workplace was gathered by interviews, self-reports, 

validated scales and questions elaborated or adapted from scales. Regarding 

depression assessment, most studies used questionnaires and one did not report how 

depression was evaluated. Only seven studies did not assess depression by using 

scales. Of these, two used self-report, four articles used diagnostic interview (one of 

them combined DSM-V-based interview and the Patient Health Questionnaire 

Depression Scale (PHQ), version 9) and one used medical records. The Center for 

Epidemiologic Studies Depression Scale (CES-D) was the most frequently used scale 

(17 articles), followed by the PHQ-9, which was used in seven articles and PHQ version 

8, in two articles. The Beck Depression Inventory (BDI) was used in three studies. 

Depression Anxiety Stress Scale (DASS), Psychiatric Symptom Checklist (SCL-90) 

and Mental Health Index (MHI) were used in two studies each. Finally, the World Health 

Organization well-being index (WHO-5) and Brief Symptom Inventory were used only 

in one study each. One study used simultaneously the Hopkins Symptoms Checklist-

25 (HSCL-25) and Mental Health Assessment Project (MHAP) subscales for 

depression. One study included questions regarding symptoms of depression in their 

evaluation. Tables 6 and 7 present the details on sexism and depression 

measurements of studies that sampled only women and women and men, respectively. 

Tables 8 and 9 present the summaries containing the number of articles that found 

different classes of results and Tables 10 and 11 present correlations of studies that 

sampled only women and women and men, respectively. 

The vast majority of studies were published by North-American Universities; 

indeed, all studies were from, or in collaboration with Universities of developed 

countries, even though some underdeveloped and developing countries are 

represented in the samples (Albania, Brazil, Croatia, Ethiopia, Hungary, Kosovo, 

Macedonia, Montenegro and Thailand). Moreover, a strict number of work areas are 

represented, and the lack of standard assessment of sexism hinders the comparison 

among the results. Therefore, these results may not reflect the reality of every 

population and country, which may be considered a limitation of the studies in this 

review - despite our efforts to include the greatest diversity possible. Likewise, it is 
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worth mentioning that no study accounted for sexual orientation, with only one 

addressing the intersection between gender and race(97), and two studies considering 

gender according to self-report.(98,99)  

The quality assessment revealed that several studies have samples that require 

careful interpretation, either for studying clinic populations (e.g., military professionals 

that used the health system of Veteran Affairs) or for sampling exclusively from one 

workplace (e.g., a single enterprise or university). Moreover, the assessment of 

exposure to sexism was accounted for as self-report or questions elaborated by the 

researchers in several studies. Although less common, in many cases the assessment 

of depression was also performed by self-report or using isolated questions from 

scales. Complete ratings can be found in Table 3, for cross-sectional studies, and in 

Table 4 for cohort studies.  

 

Table 3. Newcastle-Ottawa Scale scores of included cross-sectional studies. 

Citation Selection Comparability Exposure 

1 (0-1) 2 (0-1) 3 (0-1) 4 (0-1) (0-2) 1 (0-1) 2 (0-1) 3 (0-1) 

Welner et al., 
1979(100) 

1 1 0 N/A 2 0 1 1 

Firth-Cozens, 
1990(101) 

1 1 N/A N/A N/A (only 
correlations) 

1 N/A N/A 

Murdoch and 
Nichol, 1995(102) 

1 1 1 N/A 2 0 1 0 

Ross and Mirowsky, 
1996(103) 

1 1 1 N/A 2 0 1 1 

Fitzgerald et al., 
1997(104) 

1 1* N/A N/A 2 1 1 1 

Frank et al., 
1998(105) 

0 1 1 N/A 2 0 1 1 

Piotrkowski, 
1998(106) 

1 0 1 N/A 2 0 1 1 

Magley et al., 
1999(107) 

0 1 1 N/A 0 1 1 1 

Richman et al., 
1999(108) 

1 0 1 N/A 2 1 1 1 

DeRoma et al., 
2003(109) 

1 0 1 N/A 0 0 1 0 

Vogt et al., 2005(110) 1 0 1 N/A 1 0 1 0 
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Miner-Rubino and 
Cortina, 2007(111) 

1 1* N/A N/A 2 1 1 1 

Street et al., 
2007(112) 

1 0 N/A N/A 2 1 1 1 

Street et al., 
2008(113) 

1 0 1 N/A 2 1 1 1 

DeSouza and 
Cerqueira, 2009(114) 

1 1 1 N/A 2 1 1 1 

Marsh et al., 
2009(115) 

1 0 1 N/A 0 0 1 1 

Kimerling et al., 
2010(116) 

1 0 1 N/A 2 1 1 N/A 

Dutra et al., 
2011(117) 

1 0 1 N/A 0 1 1 0 

Kelly et al., 2011(118) 1 0 0 N/A 0 1 1 0 

Weatherill et al., 
2011(119) 

1 1 1 N/A N/A (only 
correlations) 

1 1 1 

Maguen et al., 
2012(120) 

1 0 1 N/A 2 0 1 0 

Gradus et al., 
2013(121) 

1 1 1 N/A 0 1 1 1 

Pavao et al., 
2013(122) 

1 0 1 N/A 2 0 1 N/A 

Ardito et al., 
2014(123) 

1 1 1 N/A 2 0 1 N/A 

Szymanski and 
Feltman, 2014(124) 

1 0 1 N/A N/A (only 
correlations) 

1 1 N/A 

Stahlman et al., 
2015(125) 

0 1 1 N/A 2 0 1 N/A 

Cohen et al., 
2016(126) 

1 1 1 N/A 0 1 1 1 

Kearns et al., 
2016(127) 

1 0 1 N/A 2 1 1 1 

Meyer et al., 
2016(128) 

1 1 1 N/A 2 1 1 1 

Platt et al., 2016(78) 1 1 1 N/A 2 0 1 N/A 

Goldstein et al., 
2017(129) 

1 0 1 N/A 2 0 1 1 

Hom et al., 2017(99) 1 1 1 N/A 0 0 1 1 

Rubin et al., 1 0 1 N/A 2 1 1 1 
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2017(130) 

Smith et al., 
2017(96)** 

1 1 1 N/A N/A (only 
correlations) 

1 1 1 

Blais et al., 2019(131) 1 0 1 N/A 2 1 1 N/A 

Gale et al., 2019(132) 1 1 1 N/A 2 0 1 N/A 

Gross et al., 
2019(37) 

1 1 1 N/A N/A (only 
correlations) 

1 1 N/A 

Rubin et al., 
2019(133) 

1 0 1 N/A N/A (only 
correlations) 

0 1 1 

Thurston et al., 
2019(81) 

1 1 1 N/A 1 1 1 N/A 

Yoo et al., 2019(134) 1 1 1 N/A 2 0 1 1 

* All employees from one company or university were invited to participate. ** Although the study is a 
cohort, the results of interest were only collected and analyzed in T1, thus it was evaluated by the case-
control version of the scale. 
N/A: Not applicable 

 

Table 4. Newcastle-Ottawa Scale scores of included cohort studies 

Citation Selection Comparability Outcome 

1 (0-1) 2 (0-1) 3 (0-1) 4 (0-1) (0-2) 1 (0-1) 2 (0-1) 3 (0-1) 

Reifman et al., 
1991(135) 

1 0 1 1 1 1 1 0 

Richman et al., 
2004(136) 

0 1 1 0 2 1 1 1 

Rospenda et al., 
2006(137) 

0 1 1 0 2 1 1 1 

Shipherd et al., 
2009(138) 

0 1 1 0 N/A (only 
correlations) 

1 1 0 

Foynes et al., 
2013(97) 

0 1 1 0 2 1 0 1 

Peter et al., 
2016(139) 

1 1 1 0 2 1 1 0 

Wege and Siegrist, 
2018(140) 

1 1 1 1 2 0 1 1 

N/A: Not applicable 

 

4.2 Sexual harassment/assault 
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Among the 18 studies of sexual harassment, eight sampled men and women. 

Two of the articles that sampled exclusively women (one is a sequence of the other) 

only mentioned that sexual harassment in the workplace was uncommon.(130,133) The 

article that reported the lowest percentage of workers exposed to sexual harassment 

revealed that 19% of the sample was victimized(81), followed by a study with firefighters 

in which 22% of the sample reported being a victim of sexual harassment at work.(99) 

One study with Brazilian domestic workers assessed four aspects of sexual 

harassment: sexist hostility, sexual hostility, unwanted sexual attention and sexual 

coercion; 26% of interviewees had suffered some type of sexual harassment in the 

previous year and approximately half of them suffered from more than one type of 

harassment.(114) Another study with doctors showed that harassment was more 

common during training (30%) than during work (11%), and less common in specialties 

with fewer men.(105) One study with junior doctors reported that sexual harassment was 

considered a rare event, but when happened, it was the second main cause of 

workplace stress.(141) Finally, in a study with university staff using a five-item 

questionnaire dealing with specific types of sexual harassment, 46.8% of the women 

answered affirmatively to having being exposed to sexual harassment, but only 8% 

recognized the experience as harassment.(115) Five studies did not report frequency of 

exposure to sexual harassment/assault(104,108,111,124,136,137), one study with flight 

attendants from both sexes reported that 26.4% of the sample suffered sexual 

harassment at work in the previous year and 2.1% suffered sexual assault, without 

showing sex-stratified results(132), and only four studies compared the results between 

men and women. Three of them concluded that women were more exposed to sexual 

harassment and/or assault in the workplace than men.(123,128,134) However, in the study 

published by Richman and colleagues (1999) the results of exposure to sexual 

harassment depended on the work area: male service and clerical workers were more 

exposed to sexual harassment than women, while among faculty workers the results 

were the opposite, and no sex differences were found for student workers.(108)  

Regarding institutional tolerance to sexual harassment, one study with utility 

workers showed that organizational tolerance increased sexual harassment, and that 

women in male-dominated workplaces had higher risk to suffer sexual harassment at 

work.(104) In a cohort study, from wave 2 (1997) to 3 (2001) there was a decrease in 

tolerance to sexual harassment and tendency to lower exposure of women (but not 
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men) to sexual harassment.(136) Among the abovementioned studies, three did not find 

a relationship between sexual harassment in the workplace and depression(123) or 

comorbidities(137), but one of them reported a statistical trend (p = 0.06) for increased 

depressive symptoms due to sexual harassment at work.(81) The same study showed 

that women harassed at work had impairment in sleep quality compatible with 

insomnia.(81) Four studies showed that sexual harassment increased anxiety in both 

sexes. In the study that showed sex differences in exposure to sexism according to 

work area, overall sexual harassment increased the risk for depression and anxiety in 

both men and women.(108) Moreover, one study with health professionals showed that 

male and female workers exposed to sexual harassment at work in the previous year 

had increased depressive symptoms without sex differences.(134) Another study 

showed association of sexual harassment and assault with increased anxiety 

symptoms in both men and women, but the impact of sexual harassment and assault 

on depressive symptoms was only found in men.(128) Finally, one study with flight 

attendants showed that sexual harassment and assault were more commonly 

practiced by passengers in comparison with supervisors or pilots, co-workers and 

others. In this study, sexual harassment increased depression, sleep problems and 

fatigue in both women and men, while sexual assault increased depression only in 

women.(132)  

Six studies that sampled women exclusively and considered different work 

areas suggest a positive relationship between sexual harassment at work with 

depression or distress in women(101,104,115) and some of them also found this effect for 

anxiety(114,130), PTSD(99) and suicide attempts.(105) Moreover, one study assessed 

exposure to sexual harassment, depression and anxiety in three waves. It showed that 

in the second wave, sexual harassment increased depression and anxiety in women, 

but only depression in men. In contrast, in the third wave, sexual harassment also 

increased depression and anxiety in women without any effect in men.(136) Four studies 

explored the correlation between sexual harassment in the workplace and mental 

health problems. Two of them evaluated only women and found correlations higher 

than 0.3 between sexual harassment at work and mental health problems, despite 

classifying sexual harassment in the workplace as uncommon.(130,133) Another study 

showed a correlation of 0.19 between sexually objectifying work environment to 

depression(124), and the last showed a negative correlation between institutional 



25 
 

 
 

irresponsiveness to sexual harassment and psychological well-being in both women 

and men college staff.(111) Summarization of the number of articles that found each 

result can be found in Tables 6 and 7. Correlations of articles that sampled only women 

are shown in Table 8, and those that sampled both women and men, in Table 9. 

 

4.2.1 MILITARY SEXUAL TRAUMA (MST) 

 

Studies with military populations evaluated three categories of sexual stressors: 

military sexual trauma, sexual harassment and sexual assault. Despite the difference 

in labeling, according to the U. S. Department of Veteran Affairs, the term “military 

sexual trauma” also expresses victimization by sexual assault or harassment during 

military service(142), but under this expression, it is not possible to distinguish whether 

one or both occurred, so for the scope of this review, we chose to present the results 

with the same expressions used by the authors of the original studies. 

Twelve studies on military sexual trauma sampled men and women, and nine 

sampled only women; all of them were published by North-American affiliated authors. 

Among the studies that sampled only women, two reported only the frequency of 

exposure to military sexual harassment; one evaluated Marine recruits, of which 24% 

were victims(119) and in the other, 46% were victims.(127) Two studies reported data 

about sexual assault victimization, of which 13% of the women reported unwanted 

sexual contact in one study(125) and the other reported an age-dependent result: 25% 

of the veterans under 50 years reported actual or attempt rape by superiors or 

coworkers, but for veterans older than 50 this percentage was 8%.(102) Three studies 

contained simultaneous data of exposure to sexual harassment and to sexual assault; 

in one study 57% of the sample suffered at least one form of sexual harassment and 

11% suffered unwanted sexual attempts.(117) Another study reported that 65% of the 

veterans suffered sexual harassment and 32% were victims of sexual assault in the 

Army.(129) In the third study, 75% of the veterans reported exposure to lifetime sexual 

harassment, being that 45% were victims in civil and military contexts and 15% only in 

the Army; 38% of the sample was raped, 9% in military, 20% in civil context and 9% in 

both contexts.(109) Two studies on assistance programs to victims of military sexual 

trauma reported that approximately 80% of the sample suffered from military sexual 
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trauma.(131,143) One study sampled only Marine personnel that endorsed at least one 

MST experience in the previous six months.(138)  

Eight studies containing data from both sexes showed that women were 

statistically more exposed to MST(37,120,126) and sexual harassment than 

men(96,107,110,112,121); from which two studies reported results of the four subitems of 

sexual harassment evaluation and women also had higher exposure in all of 

them.(107,112) Four studies reported the percentage of women and men exposed: in one 

of them 60.0% of women and 27.2% of men had suffered sexual harassment in service, 

whereas 13.1% of women and 1.6% of men suffered sexual assault.(113) In the second 

study, 15.1% of women and 0.7% of men were victims of military sexual trauma(116), in 

the third, 6.6% of women and no men suffered sexual trauma(126) and in the last study, 

39.7% of the female and 3.3% of male homeless veterans in the sample suffered 

military sexual trauma.(122) Of these eight papers, two studies that sampled only women 

and one that sampled veterans from both sexes did not find association between 

military sexual trauma and depression or comorbidities(117,126,143), but in one, military 

sexual harassment increased the risk for PTSD.(117) The other five studies concluded 

that sexual trauma had an impact on mental health regardless of sex: increased risk 

for depression and PTSD was reported in veterans exposed to military sexual trauma 

in a study performed with a sample containing less than 8% of women.(120) Moreover, 

sexual harassment decreased well-being and health in both women and men in a 

mostly female sample (79%)(107), whereas other two studies showed that military 

sexual trauma or sexual harassment increased depression, anxiety, PTSD and suicidal 

ideation regardless of sex.(116,121) In the study published by Street and colleagues 

sexual harassment increased the risk for depression in both women and men. In this 

study women who suffered sexual harassment or assault also had higher risk for 

current and lifetime PTSD.(113) One study reported that homeless veterans who 

suffered military sexual trauma had higher risk for depression(122). Another study with 

veterans who had depression, anxiety symptoms, psychological stress, PTSD and 

suicide attempt since entry in the Army were more likely to report being victims of 

unwanted sexual contact. However, the authors did not specify whether the exposure 

was during the period in the Army or not.(125) 

Regarding military sexual harassment, four studies sampling only female 

veterans found a positive association between this event and depression. Thus, 
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women exposed to military sexual harassment exhibited higher risk for depression and 

PTSD(129), greater likelihood to also report history of anxiety and depression(102) and 

depressive and PTSD symptoms, suicidal ideation and probable diagnosis of PTSD in 

women exposed to sexual harassment, but this result was not revealed for probable 

depression diagnosis.(131) Military sexual harassment was a predictor of major 

depressive disorder and depressive symptoms, with no effect on PTSD symptoms or 

diagnosis.(127) One study in civil and military contexts found no association between 

sexual harassment and depression, and a significant correlation between rape (in civil 

or a combination of civil and military contexts) and depression and anxiety scores.(109) 

Two of the abovementioned studies also showed that female veterans exposed to 

sexual assault were more likely to have depression, PTSD(129) and greater symptom 

severity.(131) Nevertheless, two studies that sampled men and women showed stronger 

relationship between military sexual harassment and depression, anxiety(110) and 

mental health impairment(112) in men, despite the fact that women were more likely to 

report exposure to sexual harassment in both studies. These studies also showed that 

military sexual harassment increased the risk for PTSD(110,112), but in this case, the 

sexual differences were not clear.  

Some studies only explored correlations: two found correlations of, respectively, 

0.29 and 0.15, between MST and depression among women, whilst for men it was 

0.10 in one study and in the other the correlation did not reach statistical 

significance.(37,138) Also, Gross and colleagues found a correlation of 0.34 between 

MST and PTSD symptoms, and of 0.24 with suicidal ideation in women, whereas the 

values were lower in men: 0.14 and 0.10, respectively.(37) The study by Shipherd and 

colleagues included longitudinal measures of PTSD in Marine officials: in the first 

measure the correlation between MST and PTSD was not significant regardless of sex, 

but in the second one the values were, respectively, 0.17 and 0.27 for women and 

men.(138) Two other studies evaluated correlations of military sexual harassment and 

depression; one evaluated only female veterans and found a correlation of 0.13 

between military sexual harassment and depression, 0.10 between military sexual 

harassment and anxiety and 0.09 between sexual harassment and PTSD.(119) The 

other found correlations of 0.28 between sexual harassment and depression among 

women and 0.22 among men; for the correlation with PTSD the value increased for 

women and remained the same for men: 0.41 and 0.21 respectively.(96)  
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4.3 Gender wage gap 
 

Three studies reported that women had lower salary than men. One of these 

studies considered income values per year and demonstrated that the average 

earnings for women in 1990 was $12,312 lower than for men.(103) Another study 

controlled the results for years of education and evidenced that despite no differences 

in education women earned lower salaries than men.(140) Matching women and men 

according to indicators of individual productivity, including educational background, 

occupation category, marital status, number of children and other information, women 

earned 68% of the men’s salary, while disregarding these indicators the ratio was 54%; 

these indicators explained only 25% of the gender wage gap.(78) Another study 

evaluated social status inconsistency (i.e. different income than expected according to 

educational level) and found that negative status inconsistency (lower salary than 

expected) was more common among women (34.5%) than in men (18.9%) and fewer 

women (7.5%) than men (16.4%) had positive status inconsistency (higher salary than 

expected).(139) Nevertheless, one study with women working in traditionally masculine 

industrial areas reported low levels of organizational sexism, a category that includes 

wage inequality, opportunities for career progression and gender discrimination.(133) In 

one study with women physicians, the salary was considered part of the exposure to 

discrimination, therefore it is not possible to access these results alone, but at least 

half of interviewees in the study reported exposure to gender prejudice.(100) 

These studies suggest a relationship between lower income and depression. 

Still, Peter and colleagues did not find an influence of social inconsistency on 

depression neither for women nor for men(139) and Wege and colleagues did not find 

sex differences in the risk for depression according to salary and promotions; they 

demonstrated that employees with low salary and less promotion rewards had higher 

risk for depression regardless of sex.(140) Nevertheless, it is worth mentioning that this 

study did not focus on gender wage gap, but on salary per se; the one study which 

focused on salary difference showed that women matched for individual indices of 

productivity with men whose income was higher, had higher risk for depression and 

generalized anxiety, and the greater the wage gap, the higher was the odds ratio for 

depression and anxiety in these women.(78) Otherwise, in groups with similar income 
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or in which women have higher salary, no differences in the risk for depression are 

found.(78) One study disclosed that the salary has a higher impact on the well-being of 

women than of men, but did not test the salary difference itself; this study also revealed 

that the higher the percentage of women employed in the company, the lower the 

earnings for the workers – even for males.(103) Two other studies used salary as one 

parameter to compose a larger category indicating gender discrimination; in both 

studies these categories were positively related to mental health problems.(100,133) 

 

4.4 Career progression 
 

The results of opportunities for career progression were less homogeneous: two 

Australian studies reported low levels of organizational sexism, which was evaluated 

by career progression and gender discrimination(130), plus wage inequality.(133) A 

German study did not find sex differences in the “job promotion and salary” evaluation 

of rewards of the Effort-Rewards Imbalance scale, despite men in this sample earning 

higher salaries.(140) However, one study using the global score of the same scale 

revealed that women had higher effort-reward imbalance than men.(139) One study with 

female doctors in the USA disclosed that at least half of the interviewees of all 

categories (PhD or MD, depressed or non-depressed) suffered gender prejudice, 

defined as discouragement or prohibition to pursue the career, although these results 

were not analyzed alone. The frequency of reporting being discouraged to pursue the 

career because of gender was higher among depressed compared to non-depressed 

female doctors.(100) Furthermore, in another study from the USA, women had less 

control over work than men and were less likely to be managers or supervisors.(103) In 

a cohort study, married workers with children younger than 6 years-old were assessed 

about work stress. Sex discrimination was defined as “Feeling that gender and being 

a mother were barriers to job promotions and opportunities for career development”. 

The following stress indices were also evaluated: choice/flexibility of work routine, 

decision power over their own work and authority/influence. However, the frequencies 

of exposure were not reported, only the relationship between stress and depression. 

Sex discrimination (0.12), decision power (0.19) and authority/influence (0.15) were 

positively correlated with depressive symptoms in the first sampling (T1), but only 

authority/influence was correlated with depression one year later (0.15, controlled by 
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T1 depressive symptoms and physical symptoms). Sex discrimination was a predictor 

of depression one year later.(135) 

Overall, these studies suggest a relationship between difficulties in career 

progression and mental health impairments, although most of them did not assess the 

effect of career progression apart from other issues derived from work, such as job 

position. Both Australian studies that addressed organizational sexism reported 

correlations of 0.33 and 0.41 between this type of sexism and mental health 

problems.(130,133) One of the studies found that organizational sexism is a predictor of 

mental health problems.(130) However, increased risk for depression was similar 

between men and women in two studies that assessed effort-reward imbalance(139,140) 

and assessment of indicators of career progression, such as work autonomy, non-

routine work, setting goals, supervising others and managerial level, did not reveal sex 

differences in their impact on psychological well-being.(103) 

 

4.5 Sex discrimination 
 

Four studies that sampled men and women demonstrated that women were 

more exposed to gender discrimination at work and in the study that sampled only 

women 72% suffered sex discrimination at work, without race differences.(106) One of 

them sampled Marine recruits(97), another reported that sex discrimination occurs 

regardless of work class (high- or low skilled, white or blue collar workers)(123) and the 

last two studied doctors and revealed high exposure to sex prejudice(100), being 

discrimination more common during training than during work (40% x 20% were 

victims, respectively), and less common in Medical areas with fewer men.(105) In 

addition, at least half of the interviewees of all categories (PhD or MD, depressed or 

non-depressed) were victims of gender prejudice.(100) However, there are other studies 

that report different results. For instance, one study with doctors described that sexual 

discrimination, although present, was not common, and not perceived as particularly 

stressful.(101) Similarly to the results found for exposure to sexual harassment in 

Richman and colleagues’ study, male service and clerical workers were more exposed 

to sex discrimination, while among faculty workers the results were the opposite, and 

no sex differences were found for student workers; exposure to sex discrimination 

increased the risk for depression and anxiety in both women and men.(108) Two 
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Australian studies with industrial workers from traditionally male areas reported low 

organizational sexism, however, the correlations between organizational sexism and 

mental health problems in these studies were of 0.33 and 0.41.(130,133) Four other 

studies made correlations between some type of gender discrimination and well-being 

measures. One of them evaluated observed hostility towards women (correlation of -

0.21 in women and -0.28 in men), observed hostility towards men (correlation of -0.20 

in women and -0.26 in men) and organizational unresponsiveness to harassment 

(correlation of -0.12 in both women and men) in university employees.(111) One study 

defined sex discrimination as perception of suffering disadvantages regarding 

promotions or prospects for career development because of sex and being a working 

mother; sex discrimination was correlated with depressive symptoms in the first 

measure (0.28), but one year later had no effect, since the second analysis was 

controlled by T1 results and depressive symptoms in T1 was a significant predictor of 

depressive symptoms in T2.(135) The third evaluated female clerical workers, 

secretaries, and receptionists and found a correlation of 0.33 between sex 

discrimination and distress; when the results were controlled for negative affect, the 

correlation value decreased to 0.15. It is worth mentioning that although the study has 

not found differences in the exposure to sex discrimination, its association with distress 

was stronger for non-white women (0.18 versus 0.14). However, no effect of ethnicity 

on distress was found in the two-way ANOVA that showed that women who suffered 

SD at work had higher distress than women who had never been exposed.(106) The last 

study evaluated exposure of waitresses of Hooters-like restaurants to sexual 

objectification or harassment and used a questionnaire of interpersonal experiences of 

sexual objectification (ISOS) that is highly correlated to sexist discrimination, but did 

not evaluate sex discrimination itself; the correlation of ISOS results and depression in 

this study was 0.29.(124)   

All of the three studies that evaluated female doctors suggest that gender 

discrimination at work increases depression(100,101) and suicide attempts(105), even 

though the latter used only self-reports.(105) It is worth mentioning that sexual 

discrimination was labeled as uncommon and not particularly stressful in one study, 

but women who perceived discrimination as stressful were also more depressed.(101) 

Organizational sexism was a predictor of mental health problems in a female sample 

of mining workers.(130) Furthermore, in one study with Marine recruits, women and 
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those exposed to gender discrimination or race discrimination exhibited more 

depression, anxiety and mental health impairment, without statistically significant 

interaction between sex and gender discrimination.(97) Two studies evaluated sex 

discrimination at work along with other factors, so it was not possible to isolate the 

effect of sex discrimination on depression in these studies.(115,123) 
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Table 5. Demographic information of the articles included in this review. 

Author and 

year 

Journal Country* Study 

type 

Sample 

size 

% of 

women  

Work area Sexual 

Harassment 

or Abuse 

Military 

Sexual 

Trauma 

Gender 

Wage 

Gap 

Career 

Progression 

Obstacles 

Sex 

Discrimination 

Welner et al., 

1979(100) 

Archives of 

General 

Psychiatry 

USA Cross-

sectional 

250 100% Physicians (MD 

and PhD)   x x x 

Firth-Cozens, 

1990(101) 

BMJ United 

Kingdom 

Cross-

sectional 

70 100% Junior-doctors 
x    x 

Reifman et al., 

1991(135) 

Psychology 

of Women 

Quarterly 

USA Cohort 200 100% Faculty members 

or mid-level 

business managers 

(accounting, 

advertising, 

banking or law), 

married with 

children from 1 to 6 

years old 

   x x 

Murdoch and 

Nichol, 

1995(102) 

Archives of 

Family 

Medicine 

USA Cross-

sectional 

333 100% Army, Navy, 

Marines, Air force 

and other veterans 

x x    

Ross and 

Mirowsky, 

1996(103) 

Social 

Forces 

USA Cross-

sectional 

1286 57% Not specified 

  x x  

Fitzgerald et 

al., 1997(104) 

The Journal 

of Applied 

Psychology 

USA Cross-

sectional 

357 100% Employees of a 

large, regulated 

West Coast utility 

x     

Frank et al., 

1998(105) 

Archives of 

Internal 

Medicine 

USA Cross-

sectional 

4357 100% Physicians 

x    x 

Piotrkowski, 

1998(106) 

Journal of 

Occupational 

USA Cross-

sectional 

385 100% Clerical workers, 

Secretaries, and 

Receptionists 

    x 
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Health 

Psychology 

Magley et al., 

1999(107) 

Military 

Psychology 

USA Cross-

sectional 

28296 79.0% Army, Navy, 

Marine Corps, Air 

Force, Coast 

Guard, and 

AGRITAR 

(Reserve 

personnel serving 

in full-time active-

duty assignments) 

x x    

Richman et al., 

1999(108) 

American 

Journal of 

Public Health 

USA Cross-

sectional 

2492 53.6% Occupational 

groups including 

faculty, graduate 

student workers 

and trainees 

(research and 

teaching 

assistants, medical 

residents, and 

postdoctoral 

fellows), clerical 

and secretarial 

workers, and 

service and 

maintenance 

workers 

x    x 

DeRoma et al., 

2003(109) 

Military 

Medicine 

USA Cross-

sectional 

336 100% War veterans 
x x    

Richman et al., 

2004(136) 

Women & 

Health 

USA Cohort 1730 55% Faculty, graduate 

student and 

trainees, clerical 

and secretarial, 

service and 

x     
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maintenance 

workers 

Vogt et al., 

2005(110) 

Journal of 

Traumatic 

Stress 

USA Cross-

sectional 

317 26.2% Veterans of the I 

Gulf War x x    

Rospenda et 

al., 2006(137) 

Journal of 

Occupational 

Health 

Psychology 

USA Cohort 1730 55.1% Mostly university 

workers (cohort) 
x     

Miner-Rubino 

and Cortina, 

2007(111) 

Journal of 

Applied 

Psychology 

USA Cross-

sectional 

1702 51.2% University staff 

x    x 

Street et al., 

2007(112) 

Journal of 

Consulting 

and Clinical 

Psychology 

USA Cross-

sectional 

3946 58.8% Military reservists 

x x    

Street et al., 

2008(113) 

Journal of 

Rehabilitatio

n Research 

and 

Development 

USA Cross-

sectional 

3946 58.8% Army Reserve, 

Army National 

Guard, Naval 

Reserve, Marine 

Corps Reserve, Air 

Force Reserve, Air 

National Guard, 

and Coast Guard 

Reserve 

x x    

DeSouza and 

Cerqueira, 

2009(114) 

Journal of 

Interpersonal 

Violence 

Brazil1 Cross-

sectional 

376 100% Domestic workers 

x     

Marsh et al., 

2009(115) 

Journal of 

Occupational 

Health 

Ethiopia1 Cross-

sectional 

387 100% College and 

University staff x    x 

Shipherd et 

al., 2009(138) 

Journal of 

Traumatic 

Stress 

USA Cohort 317 71.3% Marine personnel 

that reported MST 

in the previous 6 

months 

x x    
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Kimerling et 

al., 2010(116) 

American 

Journal of 

Public Health 

USA Cross-

sectional 

125729 14.0% Veterans of 

Operations 

Enduring Freedom 

and Operation Iraqi 

Freedom 

(OEF/OIF) 

x x    

Dutra et al., 

2011(117) 

Journal of 

Trauma & 

Dissociation 

USA Cross-

sectional 

54 100% Army active duty 

personnel, post-

deployment to Iraq 

x x    

Kelly et al., 

2011(143) 

Research in 

Nursing & 

Health 

USA Cross-

sectional 

135 100% VA Medical Center 

Trauma Recovery 

Program:  victims 

of MST compared 

to all women 

veterans 

x x    

Weatherill et 

al., 2011(119) 

Sex Roles USA Cross-

sectional 

658 100% Marine recruits 

after training 
x x    

Maguen et al., 

2012(120) 

Journal of 

Psychiatric 

Research 

USA Cross-

sectional 

7251 7.6% Pre and post 

deployment 

evaluation of 

Afghanistan and 

Iraq war veterans 

x x    

Foynes et al., 

2013(97) 

Cultural 

Diversity & 

Ethnical 

Minority 

Psychology 

USA Cohort 1516 42.8% Marine recruits 

    x 

Gradus et al., 

2013(121) 

Suicide & 

Life-

Threatening 

Behavior 

USA Cross-

sectional 

2321 51.2% Veterans of 

Operations 

Enduring Freedom 

and Operation Iraqi 

Freedom 

(OEF/OIF) 

x x    

Pavao et al., 

2013(122) 

Journal of 

General 

USA Cross-

sectional 

126598 7.0% Veterans of 

Operations 
x x    
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Internal 

Medicine 

Enduring Freedom, 

Iraqi Freedom, and 

New Dawn 

(OEF/OIF/OND) 

Ardito et al., 

2014(123) 

La Medicina 

Del Lavoro 

European 

Union, 

Croatia, 

Macedonia, 

Montenegro

, Hungary, 

Albania, 

Kosovo and 

Norway2 

Cross-

sectional 

33907 45.6% Not Specified 

x    x 

Szymanski 

and Feltman, 

2014(124) 

Psychology 

of Women 

Quarterly 

USA Cross-

sectional 

253 100% Waitresses of 

Hooters-like 

restaurants 

x    x 

Stahlman et 

al., 2015(125) 

Journal of 

Traumatic 

Stress 

USA Cross-

sectional 

7415 100% Army, Navy, 

Marine Corps, Air 

Force, and Coast 

Guard active duty 

personnel 

x x    

Cohen et al., 

2016(126) 

Women's 

Health 

Issues 

USA Cross-

sectional 

1024 10.3% National Guard and 

Reserve soldiers x x    

Kearns et al., 

2016(127) 

Translational 

Issues in 

Psychologica

l Science 

USA Cross-

sectional 

673 100% Veterans of 

Afghanistan and 

Iraq wars (Marine 

or Army) 

x x    

Meyer et al., 

2016(128) 

Social 

Psychiatry 

and 

Psychiatric 

Epidemiology 

Thailand Cross-

sectional 

589 66.5% Rural, Industrial 

and Sex workers 

x     
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Peter et al., 

2016(139) 

Social 

Science & 

Medicine 

Germany Cohort 

(lidA-

study) 

3340 53.6% Not Specified 

  x x  

Platt et al., 

2016(78) 

Social 

Science & 

Medicine 

USA Cross-

sectional 

22581  Not specified 

  x   

Goldstein et 

al., 2017(129) 

Psychiatry 

Research 

USA Cross-

sectional 

383 100% Military veterans 
x x    

Hom et al., 

2017(99) 

Journal of 

Nervous and 

Mental 

Disease 

USA Cross-

sectional 

190 100% Firefighters 

x     

Rubin et al., 

2017(130) 

Journal of 

Applied 

Social 

Psychology 

Australia Cross-

sectional 

263 100% Mining workers 

x   x x 

Smith et al., 

2017(96) 

Clinical 

Psychologica

l Science 

USA Cohort 

(variables 

of interest  

were only 

assessed 

in T1) 

533 49.7% Veterans of 

Afghanistan and 

Iraq wars 
x x    

Wege and 

Siegrist, 

2018(140) 

International 

Archives of 

Occupational 

and 

Environment

al Health 

Germany Cohort 

(GSOEP) 

6693 49.3% Not specified 

  x x  

Blais et al., 

2019(131) 

Military 

Psychology 

USA Cross-

sectional 

656 100% Military service 

members or 

veterans 

x x    

Gale et al., 

2019(132) 

Frontiers 

Psychology 

USA Cross-

sectional 

4549 79.4% Flight attendants 
x     

Gross et al., 

2019(37) 

Psychiatry 

Research 

USA Cross-

sectional 

850 41.6% Pre-deployment 

measure of 
x x    
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Afghanistan and 

Iraqi veterans 

Rubin et al., 

2019(133) 

Journal of 

Applied 

Social 

Psychology 

Australia Cross-

sectional 

190 100% Industrial workers 

x  x x x 

Thurston et al., 

2019(81) 

JAMA 

Internal 

Medicine 

USA Cross-

sectional 

304 100% Not specified 

x     

Yoo et al., 

2019(134) 

American 

Journal of 

Industrial 

Medicine 

South 

Korea 

Cross-

sectional 

1346 18.8% Medical 

Emergency 

workers 
x     

*Country of data collection. 1 – Article published by a North-American University; 2 – Article published by an Italian University. MST: Military Sexual Trauma; VA: 
Veteran Affairs. 
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Table 6. Articles about sexism in the workplace, symptoms of depression and main comorbidities, sampled exclusively women (n = 22).  

Citation 

Type of 

sexism 

evaluated 

Exposure 

Assessment 

Depression/ 

Symptoms 

Assessment 

Instruments for 

Assessment of 

Comorbidities 

Main results - 

Exposure 

Main results - 

Depression 

Main results - 

Comorbidities 

Welner et 

al., 1979(100) 

Gender wage 

gap 

Self-report of a 

male coworker’s 

salary being 

higher during 

training or 

strong 

discouragement/ 

prohibition to 

pursue the 

career 

Diagnostic 

interview 

 

--- 

 

For all categories 

(MD or PhD, 

depressed or non-

depressed) more 

than half suffered 

prejudice. Results of 

salary and career 

obstacles were not 

reported alone  

More depressed 

physicians suffered 

prejudice throughout 

their career (p = 0.02). 

Results of salary and 

career obstacles were 

not reported alone 

- 

Career 

progression 

Obstacles 

Sex 

Discrimination 

Firth-

Cozens, 

1990(101) 

Sexual 

Harassment or 

Sexual Abuse 

Sources of 

stress (women) 

questionnaire 

Symptom 

Checklist 90 

(SCL-90), 

depression 

scale 

Sources of 

Stress 

Questionnaire 

Sexual harassment 

(SH) did not occur 

frequently 

Correlation of 0.25 (p 

< 0.05) between SH 

and depression 

SH caused the 

second highest 

level of strain  

Sex 

Discrimination 

Sources of 

stress (women) 

questionnaire 

SCL-90, 

depression 

scale 

Sources of 

Stress 

Questionnaire 

Prejudice from 

patients occurred 

frequently, but sex 

discrimination (SD) 

and stereotyping did 

not  

Correlation of 0.46 

between prejudice 

from patients and 

depression (p < 

0.001). Correlation of 

0.37 between SD by 

senior doctors and 

depression (p < 0.01). 

Correlation of 0.33 

between sexual 

stereotyping and 

depression (p <0.01) 

Prejudice from 

patients caused the 

third highest level 

of strain, but SD 

from senior doctors 

and sexual 

stereotyping were 

not seen as 

particularly 

stressful 

Reifman et 

al., 1991(135) 

Career 

progression 

Obstacles 

Choice/ 

Flexibility, 

Decision Power 

and Authority/ 

Symptom 

Checklist 90 

(SCL-90), 

--- The frequencies of 

exposure were not 

reported 

Choice/Flexibility had 

no effect on 

depressive symptoms. 

Decision power (p < 

- 
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Influence were 

evaluated as 

stress indices 

depression 

subscale 

0.05) and Authority/ 

Influence (p < 0.01) 

increased depressive 

symptoms in T1, but 

only Authority/ 

Influence also 

increased depressive 

symptoms one year 

later (controlled by T1 

depressive symptoms 

and physical 

symptoms) (p < 0.05) 

Sex 

Discrimination 

SD was defined 

as “perception 

of gender or 

motherhood 

status were 

barriers to 

promotions” 

SCL-90, 

depression 

subscale 

--- The frequency of 

exposure to SD was 

not reported 

Workplace SD 

increased depressive 

symptoms in T1 (p < 

0.001), but had no 

effect on depressive 

symptoms one year 

later (controlled by T1 

depressive symptoms 

and physical 

symptoms)  

 

Murdoch 

and Nichol, 

1995(102) 

Sexual 

Harassment or 

Sexual Abuse 

Sexual 

Harassment 

Inventory (SHI) 

History of 

anxiety or 

depression 

Charlson 

Comorbidity 

Index 

25% of veterans 

under 50 years 

reported SH from 

coworkers or 

superiors, while for 

veterans older than 

50 this value was 8% 

More veterans with 

history of SH also had 

history of anxiety or 

depression regardless 

of age (ps < 0.05) 

No effect of SH on 

comorbidities 

Military Sexual 

Trauma 
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Fitzgerald 

et al., 

1997(104) 

Sexual 

Harassment or 

Sexual Abuse 

Sexual 

Experiences 

Questionnaire -

Revised (SEQ-

R) + 

Organizational 

Tolerance for 

Sexual 

Harassment 

Inventory 

(OTSHI) + Job 

gender context 

(gendered 

nature of the 

workgroup) was 

assessed by 

three items from 

the U.S. Merit 

Systems 

Protection 

Board 

Mental Health 

Index (MHI) 

--- Organizational 

tolerance to SH 

increased SH (B = 

0.44). Job gender 

context decreased 

SH (B = -0.21). 

Women in male-

dominated work 

environments had 

higher risk to suffer 

SH 

SH increased distress 

(B = 0.20). SH was not 

related to physical 

health conditions, 

although it impaired 

physical health due to 

its impact on 

psychological health 

- 

Frank et al., 

1998(105) 

Sexual 

Harassment or 

Sexual Abuse 

One question 

based on the 

American 

Medical 

Association 

definition of 

harassment 

History of 

depression 

Suicide attempts 29.8% suffered SH 

during training and 

11.4%, in medical 

practice 

Victims of SH had 

more history of 

depression (p < 0.001) 

Victims of SH had 

more history of 

suicide attempts (p 

< 0.001) 

Sex 

Discrimination 

Gender-based 

harassment self-

report 

History of 

depression 

Suicide attempts 40.2 suffered SD in 

training and 20.5% in 

practice. SD was 

less common in 

areas with less men 

(p < 0.01) 

Victims of SD had 

more history of 

depression (0.001) 

Victims of SD had 

more history of 

suicide attempts 

(0.01) 
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Piotrkowski, 

1998(106) 

Sex 

Discrimination 

One question CES-D (result 

called of 

‘distress’ by the 

authors) 

--- 72% of women 

suffered SD at work. 

No difference was 

found between white 

and non-white 

women 

Correlation of 0.33 (p 

< 0.001) between SD 

and distress. 

Controlling for 

negative affect, the 

correlation value was 

0.15 (p < 0.01). This 

association was 

stronger for non-white 

women (0.18, p < 0.01 

versus 0.14, p < 0.05).  

No effect of ethnicity 

on distress was found 

in the two-way 

ANOVA; women who 

had never suffered SD 

at work had less 

distress (M = -1.15, 

DP = 3.81) than 

women who had 

suffered (M = 0.43, SD 

= 3.87 to M = 1.28, SD 

= 5.36) 

- 

DeRoma et 

al., 2003(109) 

Sexual 

Harassment or 

Sexual Abuse 

6 questions 

about sexual 

harassment or 

abuse in civil, 

military and 

childhood 

contexts 

CES-D Anxiety: State-

Trait Anxiety 

Index (STAI)  

Lifetime: 74.6% 

suffered SH and 

38% sexual abuse 

(SA) 

Only in the Army: 

15% suffered SH 

and 9.3% suffered 

SA 

Civilian and Military: 

49.1% suffered SH 

and 9.3% suffered 

SA 

No effect of SH (in any 

context) on 

depression. Civilian or 

a combination of 

civilian and military SA 

increased depression 

(p < 0.001) 

No effect of SH (in 

any context) on 

anxiety. Civilian or 

a combination of 

civilian and military 

SA increased 

anxiety (p < 0.001) 
Military Sexual 

Trauma 
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DeSouza 

and 

Cerqueira, 

2009(114) 

Sexual 

Harassment or 

Sexual Abuse 

Sexual 

Experiences 

Questionnaire 

(SEQ) 

Depression and anxiety: MHI 26% reported some 

type of SH in the 

previous 12 months; 

54% of them 

suffered more than 

one type of SH and 

17% suffered all four 

types of SH 

evaluated* 

Victims of SH were more likely to have 

depression and anxiety (p < 0.05) 

Marsh et 

al., 2009(115) 

Sexual 

Harassment or 

Sexual Abuse 

5-item 

questionnaire 

Patient Health 

Questionnaire-9 

(PHQ-9) 

--- 46.8% reported 

exposure to at least 

one type of SH at 

work 

Higher proportion of 

depressed women 

among those who 

suffered SH (p = 

0.001) 

- 

Sex 

Discrimination 

One item in the 

5-item 

questionnaire of 

sexual 

harassment (felt 

mistreated at 

work because of 

gender) 

PHQ-9 --- 19.4% felt mistreated 

at work because of 

gender 

Did not report results 

of “felt mistreated at 

work because of 

gender” separately 

 

Dutra et al., 

2011(117) 

Sexual 

Harassment or 

Sexual Abuse 

Deployment 

Risk and 

Resilience 

Inventory 

(DRRI) 

CES-D PTSD 

symptoms: 

Primary Care 

PTSD (PC-

PTSD) 

57.4% were exposed 

to at least one type 

of military SH 

No effect of military 

SH on depression 

SH increased the 

risk for PTSD (β = 

0.39, p < 0.05) 

Military Sexual 

Trauma 

Kelly et al., 

2011(143) 

Sexual 

Harassment or 

Sexual Abuse 

Veterans Affairs 

Military Stress 

Treatment 

Assessment 

(VAMSTA) 

PHQ-9 PTSD 

symptoms: 

PTSD Checklist 

(PCL) 

Suicidal 

thoughts: PHQ-

9 

Sleep quality: 

81.3% were victims 

of military sexual 

trauma (MST) 

No effect of MST on 

depression 

No effect of MST 

on PTSD, suicidal 

ideation or sleep 

quality 

Military Sexual 

Trauma 
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Pittsburgh Sleep 

Quality Index 

(PSQI) 

Weatherill 

et al., 

2011(119) 

Sexual 

Harassment or 

Sexual Abuse 

Sexual 

Experiences 

Questionnaire - 

Department of 

Defense version 

(SEQ-DoD) 

CES-D Anxiety: Beck 

Anxiety 

Inventory (BAI) 

PTSD 

symptoms: PCL 

24% were victims of 

SH 

Correlation of 0.13 

between SH and 

depression (p < 0.01) 

Correlation of 0.10 

between SH and 

anxiety (p < 0.05) 

and of 0.09 

between SH and 

PTSD (p < 0.05) 

Military Sexual 

Trauma 

Szymanski 

and 

Feltman, 

2014(124) 

Sexual 

Harassment or 

Sexual Abuse 

Sexually 

Objectifying 

Environment 

Scale - 

Restaurant 

Version (SOES-

RV) 

Interpersonal 

Sexual 

Objectification 

Scale (ISOS)  

Male Gaze 

subscale 

(objectification, 

sexism, sexual 

harassment, 

and sexual 

assault) 

CES-D --- Did not report 

frequency of 

exposure to SH, 

focuses on 

workplace rather 

than individual 

experiences 

Correlation of 0.19 

between SOES-RV 

and depression (p < 

0.05), correlation of 

0.29 between ISOS 

and depression (p < 

0.05), correlation of 

0.16 between Male 

Gaze and depression 

(p < 0.05) 

- 

Sex 

Discrimination 

Interpersonal 

experiences of 

sexual 

objectification 

(ISOS) – high 

correlation with 

sexist 

discrimination 

CES-D --- Did not report 

frequency of 

exposure to SD, 

focuses on 

workplace rather 

than individual 

experiences 

Correlation of 0.29 

between ISOS and 

depression (p < 0.05) 

- 
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Stahlman et 

al., 2015(125) 

Sexual 

Harassment or 

Sexual Abuse 

One question Diagnostic 

questions 

Anxiety: PHQ 

adapted 

PTSD 

symptoms: 

PTSD Checklist 

- Civilian 

Version (PCL-C)  

Psychological 

distress: K-6 

Suicide ideation 

or attempts 

since joining the 

military: self-

report  

13.4% reported 

unwanted sexual 

contact (MST) since 

entering the military 

Depressed veterans 

were more likely to 

report victimization by 

MST (p < 0.01) 

Veterans with 

anxiety (p < 0.05), 

PTSD (p < 0.01), 

psychological 

distress (p < 0.01), 

suicidal ideation (p 

< 0.01) and suicide 

attempts since 

entering the Army 

(p < 0.01) were 

more likely to be 

victims of MST 

Military Sexual 

Trauma 

Kearns et 

al., 2016(127) 

Sexual 

Harassment or 

Sexual Abuse 

DRRI-2 and 

Sexual 

Harassment 

Scale (SHS) 

Major 

depressive 

disorder (MDD) 

diagnostic 

status: 

Structured 

Clinical 

Interview for 

DSM–5 via 

telephone 

MDD symptoms:  

9th item of PHQ-

9  

PTSD 

diagnostic 

status: 

Structured 

Clinical 

Interview for 

DSM–5 via 

telephone 

PTSD 

symptoms:  

PTSD Checklist 

for DSM–5 

(PCL-5)  

45.7% suffered 

military SA 

SA increased MDD 

diagnosis (p < 0.01) 

and depressive 

symptoms (p < 0.05) 

SA was not a 

predictor of PTSD 

diagnosis or 

symptoms 

Military Sexual 

Trauma 

Goldstein et 

al., 2017(129) 

Sexual 

Harassment or 

Sexual Abuse 

Two questions: 

one to assess 

sexual 

harassment 

exposure and 

other about 

sexual assault 

PHQ-9 PTSD 

symptoms: PCL-

5 

65% suffered SH in 

the Army and 33.2% 

suffered SA 

Victims of SH (p = 

0.02) or SA (p = 0.002) 

had higher depression 

Victims of SH (p = 

0.003) or SA (p < 

0.001) had higher 

PTSD symptoms 

Military Sexual 

Trauma 
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Hom et al., 

2017(99) 

Sexual 

Harassment or 

Sexual Abuse 

Two questions 

of the Quality of 

Worklife Module 

(QWM) adapted 

to identify SH 

while working as 

a firefighter 

CES-D Anxiety: Anxiety 

Sensitivity 

Index-3 (ASI-3)  

Insomnia: 

Insomnia 

Severity Index 

(ISI) 

PTSD 

symptoms: PCL-

5 

Suicidal 

ideation: 

Suicidal 

Behaviors 

Questionnaire-

Revised (SBQ-

R) 

21.7% reported SH 

in service 

Victims of SH had 

more depressive 

symptoms (p= 0.001, 

η2 = 0.042) 

Victims of SH had 

higher anxiety (p < 

0.001, η2 = 0.065), 

insomnia (p = 

0.001, η2 = 0.037) 

PTSD symptoms (p 

< 0.001, η2 = 

0.096) and suicide 

risk (p = 0.001, η2 

= 0.036) 

Rubin et al., 

2017(130) 

Sexual 

Harassment or 

Sexual Abuse 

22-item 

questionnaire 

Depression and Anxiety: 

Depression Anxiety Stress Scale 

(DASS) 

Low levels of 

interpersonal sexism 

(evaluation of SH) 

SH was a predictor of mental health 

problems (anxiety and depression) (β = 0.21, 

p < 0.001). Correlation of 0.32 between SH 

and mental health problems (p < 0.001) 

Career 

Progression 

Obstacles 

Low levels of 

organizational 

sexism (career 

progression and 

gender 

discrimination) 

Organizational sexism was a predictor of 

mental health problems (β = 0.23, p < 

0.001). Correlation of 0.33 between 

organizational sexism and mental health 

problems (p < 0.01). 

Sex 

Discrimination 

Blais et al., 

2019(131) 

Sexual 

Harassment or 

Sexual Abuse 

Veteran Affairs 

MST screening 

questionnaire, a 

checklist for SH 

and one 

question for SA 

PHQ-8 PTSD 

symptoms: PCL-

5 

Suicidal 

ideation: 9th item 

of PHQ-9 

82.5% suffered 

some type of MST. 

58.3% suffered SH 

and 41.8% suffered 

SA; 95.2% from 

those who suffered 

SA also suffered SH 

SH increased 

depressive symptoms 

(p ≤ 0.05), but not 

probable diagnosis. 

SA increased 

depressive symptoms 

and probable 

diagnosis (ps ≤ 0.05)  

SH increased 

PTSD symptoms 

and diagnosis (ps ≤ 

0.05), but had no 

effect on suicidal 

ideation. SA 

increased PTSD 

symptoms, PTSD 

Military Sexual 

Trauma 
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diagnosis and 

suicidal ideation 

(ps ≤ 0.05) 

Rubin et al., 

2019(133) 

Sexual 

Harassment or 

Sexual Abuse 

6-item 

questionnaire 

Depression and anxiety: DASS Low levels of 

interpersonal sexism 

(evaluation of SH) 

Correlation of 0.37 between SH and mental 

health problems (anxiety and depression) (p 

< 0.01) 

Gender wage 

gap 

  Low levels of 

organizational 

sexism (career 

progression, wage 

gap and gender 

discrimination) 

Correlation of 0.41 between organizational 

sexism and mental health problems (p < 

0.01) Career 

progression 

Obstacles 

Sex 

Discrimination 

Thurston et 

al., 2019(81) 

Sexual 

Harassment or 

Sexual Abuse 

Brief Trauma 

Questionnaire 

CES-D Anxiety: STAI 

Sleep quality: 

PSQI 

19% of women 

reported SH 

No effect of SH on 

depression, statistical 

tendency (β = 2.27, p 

= 0.06) 

No effect of SH on 

anxiety. SH 

induced sleep 

alterations 

compatible with 

insomnia (OR = 

1.89, p = 0.03) 

 
* Sexist hostility, sexual hostility, unwanted sexual attention and sexual coercion; p = statistical significance (alpha level); β = effect size; η2 = effect size.  SH: 
Sexual Harassment; SCL-90: Symptom Checklist 90; SD: Sex Discrimination; SHI: Sexual Harassment Inventory; SEQ-R: Sexual Experiences Questionnaire -
Revised; OTSHI: Organizational Tolerance for Sexual Harassment Inventory; CES-D: Center for Epidemiologic Studies – Depression; STAI: State-Trait Anxiety 
Index; SA: Sexual Abuse; BAI: Beck Anxiety Inventory; PTSD: Post-Traumatic Stress Disorder; SEQ: Sexual Experiences Questionnaire; PCL: PTSD Checklist; 
SEQ-DoD: Sexual Experiences Questionnaire - Department of Defense version; MHI: Mental Health Index; PHQ: Patient Health Questionnaire; MST: Military 
Sexual Trauma; DRRI: Deployment Risk and Resilience Inventory; PC-PTSD: Primary Care PTSD; VAMSTA: Veterans Affairs Military Stress Treatment 
Assessment, PSQI: Pittsburgh Sleep Quality Index; SOES-RV: Sexually Objectifying Environment Scale - Restaurant Version; ISOS: Interpersonal Sexual 
Objectification Scale; PCL-C: PTSD Checklist - Civilian Version; SHS: Sexual Harassment Scale; MDD: Major Depressive Disorder; PCL-5: PTSD Checklist for 
DSM–5; QWM: Quality of Worklife Module; ASI-3: Anxiety Sensitivity Index-3; ISI: Insomnia Severity Index; SBQ-R: Suicidal Behaviors Questionnaire-Revised; 
DASS: Depression Anxiety Stress Scale. 
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Table 7. Articles about sexism in the workplace, symptoms of depression and main comorbidities in samples including women and men (n = 25).  

Citation 

Type of 

sexism 

evaluated 

Exposure 

Assessment 

Depression/ 

Symptoms 

Assessment 

Instruments for 

Assessment of 

Comorbidities 

Main results - 

Exposure 

Main results - 

Depression 

Main results - 

Comorbidities 

Ross and 

Mirowsky, 

1996(103) 

Gender wage 

gap 

Salary self-

report  

Well-being: 

Center for 

Epidemiologic 

Studies - 

Depression (CES-

D) modified 

--- Average women’s 

annual salary was 

$12 312 lower than 

men’s (p < 0.5) 

Salary increased 

women’s well-being 

more than men’s (p 

= 0.003) 

- 

Career 

progression 

Obstacles 

Questions 

about control 

over work 

process (work 

autonomy, 

nonroutine 

work, and 

setting goals) 

and control 

over 

others/authorit

y (to be 

managers or 

supervisors) 

--- Women had less 

control over work 

process (ps < 0.05) 

and less control over 

others (ps < 0.05) 

Autonomy, 

nonroutine work,  

supervising others 

and managing 

others had no effect 

on well-being. 

Setting goals 

increased well-

being. No sex 

differences were 

found in these 

effects 

- 

Magley et 

al., 1999(107) 

Sexual 

Harassment or 

Sexual Abuse 

Questions of 

Sexual 

Experiences 

Questionnaire 

- Department 

of Defense 

version (SEQ-

DoD) 

Five items of 

Mental Health 

Index (MHI) 

--- Women were more 

exposed to sexual 

harassment (SH) - in 

each subscale and 

total score. Both 

women and men 

were more harassed 

by men, and the 

types of male-male 

harassment were 

different from other 

target-offender 

combinations 

Women: SH 

reduced well-being. 

This was de most 

affected parameter, 

but SH also 

impacted health 

and work. 

Men: SH decreased 

well-being and 

health 

- 

Military Sexual 

Trauma 
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Richman et 

al., 1999(108) 

Sexual 

Harassment or 

Sexual Abuse 

SEQ modified, 

subscales 

CES-D Anxiety: 9-item 

tension-anxiety 

factor of the 

Profile of Mood 

States  

In two work classes 

men were more 

exposed to overall 

SH (service workers: 

45% of men and 

27.2% of women, p < 

0.01; clerical 

workers: 46% of men 

and 30.7% of 

women, p < 0.01). 

Among faculty 

workers, women 

were more exposed 

to overall SH (28.8% 

of men and 40.4% of 

women, p < 0.01). 

No differences were 

found for unwanted 

sexual attention, 

sexual coercion and 

SA in any work 

class. No sex 

differences were 

found for student 

workers 

Women: overall SH 

(OR = 1.56, p < 

0.001), unwanted 

sexual attention 

(OR = 1.13, p < 

0.01) and sexual 

coercion (OR = 

2.84, p < 0.01) 

increased the risk 

for depression 

Men: only overall 

SH (OR = 0.77, p < 

0.01) increased the 

risk for depression. 

Women: overall SH 

(OR = 2.00, p < 

0.001), unwanted 

attention (OR = 1.55, 

p < 0.05) and sexual 

coercion (OR = 3.21, 

p < 0.05) increased 

the risk for anxiety. 

Men: only overall SH 

(OR = 1.11, p < 0.05) 

increased the risk for 

anxiety 
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Sex 

Discrimination 

Men were more 

exposed to SD in 

two work classes 

(service workers: 

46.6% of men and 

28.9% of women, p < 

0.01; clerical 

workers: 41.6% of 

men and 28.6% of 

women, p < 0.01). 

Among faculty 

workers, women 

were more exposed 

to SD (26.2% of men 

and 39.5% of 

women, p < 0.001). 

No sex differences 

were found for 

student workers 

SD increased the 

risk for depression 

(Women: OR = 

1.47, p < 0.001 and 

Men: OR = 0.85, p 

< 0.01) 

SD increased the risk 

for anxiety (Women: 

OR = 1.78, p < 0.001 

and Men: OR = 1.27, 

p < 0.01) 

Richman et 

al., 2004(136) 

Sexual 

Harassment or 

Sexual Abuse 

Sexual 

Experiences 

Questionnaire 

(SEQ) + 

Organizational 

Tolerance for 

Sexual 

Harassment 

Inventory 

(OTSHI)  

Seven items of 

CES-D 

Anxiety: 9-item 

tension-anxiety 

factor of the 

Profile of Mood 

States 

Decrease in 

tolerance to SH from 

wave 2 to wave 3 (p 

< 0.001). Tendency 

to decrease in 

women's exposure to 

SH from wave 2 to 

wave 3 (p < 0.1), for 

men, no difference 

was found 

Wave 2: SH 

increased 

depression in 

women (B = 0.96, p 

< 0.01) and men (B 

= 1.31, p < 0.01).  

Wave 3: SH 

increased 

depression in 

women (B = 2.05, p 

< 0.05), but not in 

men 

SH increased anxiety 

in women in both 

wave 2 (B = 1.55, p < 

0.01) and wave 3 (B = 

3.43, p < 0.05), but no 

effect was found for 

men 
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Vogt et al., 

2005(110) 

Sexual 

Harassment or 

Sexual Abuse 

7-item 

questionnaire  

Beck Depression 

Inventory (BDI) 

adapted 

Anxiety: Beck 

Anxiety 

Inventory (BAI) 

adapted 

Post-traumatic 

stress disorder 

(PTSD): Military 

version of PTSD 

Checklist (PCL-

M) 

Women were more 

exposed to SH (p < 

0.05) 

No effect of SH on 

depression in the 

whole sample. 

Interaction of SH 

with gender (p < 

0.01): men had 

higher association 

between SH and 

depression (p < 

0.01)  

No effect of SH on 

anxiety in the whole 

sample. Interaction of 

SH with gender (p < 

0.01): men had higher 

association between 

SH and anxiety (p < 

0.01)  

SH increased PTSD 

risk in the whole 

sample (p < 0.05), 

with higher effect on 

men (p < 0.01) Military Sexual 

Trauma 

Rospenda 

et al., 

2006(137) 

Sexual 

Harassment or 

Sexual Abuse 

Sexual 

Experiences 

Questionnaire 

(SEQ) 

7 items of CES-D 

 

9-item tension-

anxiety factor of 

the Profile of 

Mood States 

SH pattern was not 

associated with 

gender. Did not 

report frequency of 

exposure 

SH was not 

correlated with 

depression 

regardless of sex 

SH was not correlated 

with anxiety 

regardless of sex 

Miner-

Rubino and 

Cortina, 

2007(111) 

Sexual 

Harassment or 

Sexual Abuse 

Observed 

incivility (OI) 

toward 

women/men: 

Items based 

on the 

Workplace 

Incivility Scale 

(WIS)  

Observed SH: 

3 items 

adapted from 

SEQ  

9 questions 

about 

perceived 

organizational 

Depression and anxiety: Brief 

Symptom Inventory (BSI) subscales  

Did not report 

frequency of 

exposure 

Women: correlation of - 0.21 between OI to 

women (incivility and SH) and psychological 

well-being (anxiety and depression), 

correlation of -0.20 (p < 0.01) between OI to 

men and well-being, and correlation of - 0.12 

between institutional unresponsiveness to 

SH and psychological well-being. 

Men: correlation of - 0.28 between OI to 

women and psychological well-being, 

correlation of -0.26 (p < 0.01) between OI to 

men and well-being, and correlation of - 0.12 

between institutional unresponsiveness to 

SH and psychological well-being  

Sex 

Discrimination 
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unresponsiven

ess to SH 

Street et al., 

2007(112) 

Sexual 

Harassment or 

Sexual Abuse 

 SEQ-DoD CES-D PTSD 

symptoms: 

PTSD Checklist 

(PCL) 

Mental Health: 

Short Form – 12 

Health Survey 

(SF–12), 6-item 

Mental Health 

Composite 

More women than 

men were exposed 

to SH (p < 0.001), 

and in higher 

frequency (p < 0.01, 

Cohen’s d = 0.79). 

Female reservists 

had increased odds 

of experiencing any 

SH (aOR = 5.5, p < 

0.05) 

SH increased 

depression (β = 

0.41, p < 0.001) in 

the whole sample, 

but men had higher 

depression scores 

at higher levels of 

SH (p < 0.05) 

SH increased PTSD 

(β = 0.75, p < 0.001) 

in the whole sample, 

with no interaction 

with gender. SH 

impaired mental 

health (β = -0.40, p < 

0.001) in the whole 

sample, but men had 

worse mental health 

at higher levels of SH 

(p < 0.05)  

Military Sexual 

Trauma 

Street et al., 

2008(113) 

Sexual 

Harassment or 

Sexual Abuse 

SEQ-DoD CES-D PTSD 

symptoms: PCL 

60% of women 

(95%CI: 58.0 - 62.0) 

and 27.2% of men 

(95%CI: 25.0 - 29.4) 

suffered SH. 13.1% 

of women (95%CI: 

11.7-14.4) and 1.6% 

of men (95%CI: 1.0-

2.2) were victims of 

SA 

Women: SH 

increased the risk 

for depression 

(aOR = 1.75; 

95%CI: 1.37 - 2.24), 

SH and sexual 

assault (SA) 

combined increased 

the risk for 

depression (aOR = 

4.51; 95%CI: 3.30– 

6.16).  

Men: SH increased 

the risk for 

depression (aOR = 

2.21; 95%CI: 1.63–

2.99), SH and SA 

combined increased 

the risk for 

depression (aOR = 

Women: SH and SA 

combined were 

associated with 

greater risk for current 

PTSD (aOR = 7.15, 

95% CI = 4.03–12.69) 

and lifetime PTSD 

(aOR = 7.03, 95% CI 

= 5.05–9.79) 

comparing to SH 

alone. 

Men: results not 

shown 

Military Sexual 

Trauma 
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5.38; 95%CI: 2.21–

13.06).  

Shipherd et 

al., 2009(138) 

Sexual 

Harassment or 

Sexual Abuse 

SEQ-DoD CES-D PTSD 

symptoms: PCL 

Since it was a study 

about military sexual 

trauma (MST) 

victims, 100% of the 

sample was exposed 

Women: correlation 

of 0.15 between 

MST and 

depression in T2 (p 

< 0.05) 

Men: correlation 

between MST and 

depression in T2 

was not statistically 

significant 

Correlation between 

MST and PTSD in T1 

was not statistically 

significant for both 

women and men. In 

T2 the correlation 

between MST and 

PTSD was 0.17 (p < 

0.01) for women and 

0.27 (p < 0.01) for 

men 

Military Sexual 

Trauma 

Kimerling et 

al., 2010(116) 

Sexual 

Harassment or 

Sexual Abuse 

Medical 

records 

Data extracted 

from medical 

records and 

coded according 

to the ICD-9 

Anxiety and 

PTSD: data 

extracted from 

medical records 

and coded 

according to the 

ICD-9 

15.1% of women and 

0.7% of men were 

victims of MST 

Women (aOR = 

2.64; CI: 2.41-2.88) 

and men (aOR = 

2.32, CI: 1.99-2.70) 

who were victims of 

MST had higher risk 

for depressive 

disorders 

Women and men who 

were victims of MST 

had higher risk for 

PTSD (women: aOR 

= 3.83, 95%CI: 3.49-

4.21; men: aOR = 

2.53, 95%CI: 2.16-

2.97) and anxiety 

(women: aOR = 1.80, 

95%CI: 1.64-1.99; 

men: aOR = 1.98, 

95%CI: 1.68-2.34) 

Military Sexual 

Trauma 

Maguen et 

al., 2012(120) 

Sexual 

Harassment or 

Sexual Abuse 

Two questions 

during health 

evaluation 

PHQ-9 PTSD 

symptoms: PC-

PTSD 

Women (12%) were 

more exposed to 

MST than men (1%, 

p < 0.001) 

MST increased risk 

for depression (p < 

0.005) without sex 

differences 

MST increased risk 

for PTSD (p < 0.05) 

without sex 

differences Military Sexual 

Trauma 

Foynes et 

al., 2013(97) 

Sex 

Discrimination 

Workplace 

Discrimination 

Inventory 

(WPDI) 

modified 

CES-D Anxiety: BAI 

Mental health: 

SF-12 Medical 

Outcomes 

Women suffered 

more sex 

discrimination (SD) 

than men (p < 0.01) 

Women (β = -3.52, 

p < 0.01) and 

people exposed to 

SD (β = 0.16, p < 

0.05) or racial 

Women (β = 1.24, p < 

0.01) and people 

exposed to SD (β = -

0.11, p < 0.05) or RD 

(β = -0.29, p < 0.05) 
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discrimination (RD) 

(β = 0.29, p < 0.01) 

had more 

depression, but no 

interaction between 

gender and SD was 

found 

had worse mental 

health, but no 

interaction between 

gender and SD was 

found. Women (β = -

2.30, p < 0.01) and 

people exposed to SD 

(β = 0.20, p < 0.01) or 

RD (β = 0.17, p < 

0.01) had more 

anxiety. Women 

endorsing high SD 

had the highest levels 

of anxiety (β = 0.25, p 

< 0.05) 

Gradus et 

al., 2013(121) 

Sexual 

Harassment or 

Sexual Abuse 

Deployment 

DRI, subscale 

The Sexual 

Harassment 

Scale 

CES-D PTSD 

symptoms: PCL-

M 

Suicidal 

ideation: One 

question 

adapted from 

Suicidal 

Behaviors 

Questionnaire 

Short 

Form (SBQ-SF) 

Women were more 

exposed to SH than 

men (p < 0.05) 

SH increased 

depressive 

symptoms in 

women (B = 0.38, p 

< 0.001) and men 

(B = 0.12, p < 

0.001) 

SH increased PTSD 

symptoms in women 

(B = 0.39, p < 0.001) 

and men (B = 0.09, p 

< 0.001). In women, 

SH increased suicidal 

ideation (B = 0.087, p 

< 0.05) – with 

mediation of 56.2% 

from depressive 

symptoms, but no 

mediation of PTSD 

symptoms. In men, 

SH did not increase 

suicidal ideation 

directly, but this effect 

appeared with 

mediation of 

depressive (88.6%, B 

= 0.06, p < 0.001) and 

Military Sexual 

Trauma 
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PTSD symptoms (B = 

0.04, p < 0.001) 

Pavao et 

al., 2013(122) 

Sexual 

Harassment or 

Sexual Abuse 

Two Questions Diagnostic 

interview based 

on ICD-9 

Anxiety, PTSD, 

Suicide and 

intentional self-

inflicted injury: 

Diagnostic 

interview based 

on ICD-9 

Women (39.7%) 

suffered more MST 

than men (3.3%, p < 

0.001) 

Homeless veterans 

who suffered MST 

had higher risk for 

depression than 

those who did not 

(Women: aOR = 

1.78; 95%CI: 1.62–

1.95 and Men: aOR 

= 1.95; 95%CI: 

1.82–2.09) 

Victims of MST had 

higher risk for anxiety 

(Women: aOR = 1.42; 

95%CI: 1.29–1.55 and 

Men: aOR = 1.57; 

95%CI: 1.46–1.69), 

PTSD (Women: aOR 

= 6.24; 95%CI: 5.68–

6.86 and Men: aOR = 

3.80; 95%CI: 3.56–

4.06) and suicide and 

intentional self-

inflicted injury 

(Women: aOR = 1.64; 

95%CI: 1.37–1.95 and 

Men: aOR = 1.73; 

95%CI: 1.56–1.92) 

compared to non-

victims. 

Military Sexual 

Trauma 

Ardito et al., 

2014(123) 

Sexual 

Harassment or 

Sexual Abuse 

One question WHO-5 Well-

being Index 

--- Women were more 

exposed to SH than 

men (p < 0.001) 

No effect of SH in 

the workplace on 

depressive 

symptoms 

- 

Sex 

Discrimination 

Discrimination 

(including 

sexual): 7 

questions 

WHO-5 Well-

being Index 

--- Women were more 

exposed to SD than 

men (p < 0.01) 

SD was positively 

associated with 

depressive 

symptoms (p < 

0.001) for both 

women and men 

- 

Cohen et 

al., 2016(126) 

Sexual 

Harassment or 

Sexual Abuse 

25 items of the 

Life Events 

Checklist 

PHQ-9 
PTSD 

symptoms: PCL 

Women were more 

likely to suffer sexual 

trauma than men (p 

None of the 

depressed men (n = 

114, 13.7% of the 

None of the men with 

PTSD (n = 58, 7.5% 

of the sample) and 
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Military Sexual 

Trauma 

asked in the 

context of 

deployment + 

3 items of 

Deployment 

Risk and 

Resilience 

Inventory 

(DRRI) 

= 0.02). In this 

sample, 6.6% of 

women and no man 

were victims. 

sample) and 

women (n = 15, 

12.2% of the 

sample) had 

suffered sexual 

trauma. 

only one woman (n = 

11, 8.5% of the 

sample) had suffered 

sexual trauma 

Meyer et 

al., 2016(128) 

Sexual 

Harassment or 

Sexual Abuse 

Factor 

analysis from 

18 questions, 

generating the 

factors sexual 

harassment 

and abuse; 

coercive 

working 

conditions; 

daily hassles 

and stressors; 

and barriers to 

exit 

Mental Health 

Assessment 

Project (MHAP) – 

depression scale 

Anxiety: MHAP 

– anxiety scale 

Men’s exposure to 

SH or SA was 0.3 ± 

0.03 and women’s 

was 1.6 ± 0.15 

(mean ± standard 

deviation, score from 

0 to 3) 

SH or SA in the 

workplace 

increased 

symptoms of 

depression in men 

(β = 2.4, p = .024), 

but not in women 

SH or SA in the 

workplace increased 

anxiety symptoms in 

both men (β = 2.4, p = 

.009) and women (β = 

.9, p = .004) 

Peter et al., 

2016(139) 

Gender wage 

gap 

Social status 

inconsistency 

(SSI) 

evaluation: 

reason 

between one’s 

income and 

the expected 

income 

according to 

educational 

level  

BDI-V --- Negative SSI (lower 

income than 

expected) was more 

common among 

women (34.5%) than 

men (18.9%, p < 

0.001). Fewer 

women (7.5%) had 

positive SSI (higher 

income than 

expected) comparing 

No effect of social 

status consistency 

or inconsistency on 

depression for both 

women and men.  

 

- 
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to men (16.4%, p < 

0.001)  

Career 

Progression 

Obstacles 

Effort-Reward 

Imbalance 

Questionnaire 

(ERI) 

BDI-V --- Women had higher 

ERI than men (p < 

0.001) 

Baseline ERI 

increased 

depressive 

symptoms for both 

women and men at 

follow-up (p < 0.05).  

Correlation between 

baseline ERI and 

depression at 

follow-up: men = 

0.294 (p < 0.001); 

women = 0.268 (p < 

0.001) 

- 

Platt et al., 

2016(78) 

Gender wage 

gap 

Self-report of 

salary 

MDD and Generalized Anxiety 

Disorder (GAD): Structured 

diagnostic interview based on DSM-V 

(Alcohol Use Disorder and 

Associated Disabilities Interview 

Schedule) 

Women and men 

were matched, if 

possible, by 

individual 

productivity factors 

(IPF – i.e., 

educational 

background, 

occupation 

category). Salary of 

matched women was 

68% of that of men’s. 

Unmatched women’s 

salary was 54% of 

men’s; these IPF 

In pairs without 

salary difference or 

in which women 

had higher salary 

there was no 

difference in MDD. 

In pairs in which 

women had lower 

salary, they had 

higher risk for past-

year MDD (OR = 

2.43, p < 0.001)  

Women had higher 

risk for GAD. In pairs 

without salary 

difference or in which 

women had higher 

salary the odds ratio 

was 1.5 (p < 0.001), 

while in pairs in which 

men’s salary was 

higher the odds ratio 

was 4.1 (p < 0.001) 
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explained 25% of the 

wage gap  

Smith et al., 

2017(96) 

Sexual 

Harassment or 

Sexual Abuse 

SHS BDI – Primary 

Care  

PTSD 

symptoms:  

PCL–M 

Women were more 

exposed to SH than 

men (p < 0.05, 

Cohen’s d = 0.51) 

Correlation of 0.28 

between SH and 

depression for 

women (p < 0.05) 

and 0.22 for men (< 

0.05) 

Correlation of 0.41 

among SH and PTSD 

for women (p < 0.05) 

and 0.25 for men (p < 

0.05) Military Sexual 

Trauma 

Wege and 

Siegrist, 

2018(140) 

Gender wage 

gap 

ERI Self-report of 

being diagnosed 

by a physician 

--- Men had higher 

salary (p < 0.001), 

without differences in 

years of education (p 

= 0.6) 

Increased risk for 

depression in 

workers with low 

salary and 

promotions (ps < 

0.01) regardless of 

sex (p = 0.8) 

- 

Career 

progression 

Obstacles 

ERI Self-report of 

being diagnosed 

by a physician 

--- No differences 

between women and 

men in the “job 

promotion and 

salary” subscale of 

ERI 

Increased risk for 

depression in 

workers with low 

salary and 

promotions (ps < 

0.01) regardless of 

sex (p = 0.8) 

- 

Gale et al., 

2019(132) 

Sexual 

Harassment or 

Sexual Abuse 

Three 

questions 

PHQ-9 Sleep problems 

and fatigue:  

questions 

regarding 

symptoms in the 

previous weeks 

26.4% of the sample 

suffered SH at work 

in the previous year. 

2.1% suffered SA. 

Results of exposure 

for each sex are not 

shown. For both SH 

and SA, the offender 

was more commonly 

a flight passenger 

(68% SH and 48.9% 

SA) 

SH increased 

depression in both 

women (OR = 1.91, 

95%CI: 1.52 - 2.30) 

and men (OR = 

3.03, 95%CI: 2.03 - 

4.02.  

SA increased 

depression in 

women (OR = 2.24, 

95%CI: 1.03 - 3.45), 

but not in men (OR 

SH increased sleep 

problems and fatigue 

in both women (OR = 

1.75; 95%CI: 1.30, 

2.35) and men (OR = 

4.71; 95%CI: 1.68-

13.20). 
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= 3.39, 95%CI: 0.40 

- 6.38) 

        

Gross et al., 

2019(37) 

Sexual 

Harassment or 

Sexual Abuse 

DRRI-2 and 

SHS 

PHQ-8 adapted PTSD 

symptoms:  

PCL-C 

Suicidal ideation 

(SI): 

dichotomous 

questions 

Women suffered 

more MST than men  

Correlation of 0.29 

between MST and 

depression for 

women (p < 0.001) 

and of 0.10 for men 

(p < 0.05) 

PTSD: correlation of 

0.34 between MST 

and PTSD symptoms 

for women (p < 0.001) 

and 0.14 for men (p < 

0.01) 

SI: Correlation of 0.24 

between MST and SI 

for women (p < 0.001) 

and  

0.10 for men (p < 

0.05) 

Military Sexual 

Trauma 

Yoo et al., 

2019(134) 

Sexual 

Harassment or 

Sexual Abuse 

One direct 

question 

CES-D --- More women 

(28.1%) than men 

(5.6%) reported SH 

victimization in 

service (p < 0.001) 

SH in the previous 

year increased 

current depressive 

symptoms in men 

(PR = 1.99, p < 

- 
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0.001) and women 

(PR = 2.71, p < 

0.001) 

 
p = statistical significance (alpha level); 95%CI: 95% Confidence Interval; Cohen’s d = effect size; β = effect size; aOR = adjusted odds ratio; PR = prevalence 
ratio. SH: Sexual Harassment; SD: Sex Discrimination; CES-D: Center for Epidemiologic Studies – Depression; SA: Sexual Abuse; BDI: Beck Depression 
Inventory; BAI: Beck Anxiety Inventory;  PTSD: Post-Traumatic Stress Disorder; PCL-M: PTSD Checklist – military version; SEQ: Sexual Experiences 
Questionnaire; OTSHI: Organizational Tolerance for Sexual Harassment Inventory; OI: Observed Incivility; WIS: Workplace Incivility Scale; BSI: Brief Symptom 
Inventory; PCL: PTSD Checklist; SEQ-DoD: Sexual Experiences Questionnaire - Department of Defense version; SF-12: Short Form - 12 Health Survey; SBQ-
SF: Suicidal Behaviors Questionnaire Short Form; MHI: Mental Health Index; PHQ: Patient Health Questionnaire; MST: Military Sexual Trauma; DRRI: 
Deployment Risk and Resilience Inventory; PC-PTSD: Primary Care PTSD; WPDI: Workplace Discrimination Inventory, RD: racial discrimination; PCL-C: PTSD 
Checklist - Civilian Version; SHS: Sexual Harassment Scale; MDD: Major Depressive Disorder; MHAP: Mental Health Assessment Project; SSI:social status 
inconsistency; BDI-V: Beck Depression Inventory-V; GAD: Generalized Anxiety Disorder; IPF: Individual Productivity Factors; ERI: Effort-Reward Imbalance 
Questionnaire; SI: suicidal ideation. 
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Table 8. Number of studies reporting exposure to each type of sexism in the workplace. 

Types of 

sexism 

Only women Women and men 

Uncommon 

0% 

to 

25% 

25% 

to 

50% 

50% 

to 

75% 

More 

than 

75% 

Total 
No sex 

differences 

Women 

more 

exposed 

Men 

more 

exposed 

Total 

Sexual 

harassment 
3 3 2 - - 8 2* 4* 1* 5 

MST - 3 3 1 2 9 - 12 - 12 

Gender wage 

gap 
1 - - - - 1 - 2 - 2 

Career 

progression 
2 - - - - 2 - 2 - 2 

Sex 

discrimination 
2 2 - 2 - 6 1* 3* 1* 3 

MST: Military Sexual Trauma 
*In one study(108), the exposure to sexual harassment and sex discrimination varied according to work 
area: Among service and clerical workers, men were more exposed to overall sexual harassment (SH), 
among faculty workers women were more exposed to overall SH. No sex differences were found for 
student workers. 

 

Table 9. Number of studies reporting the impact of exposure to sexism in the workplace on 

depression. 

Types of 

sexism 

Women Women and men 

No 

impact 

Sexism ↑ 

depression 
Total 

No 

impact 

↑ depression 

in men and 

women 

Higher 

impact in 

women 

Higher 

impact 

in men 

Total 

Sexual 

harassment 
1* 6 7 2 3¹ 2¹ 1 6 

MST 2 6 8 - 7 - 2 9 

Gender wage 

gap 
- - 0 1 - 2 - 3 

Career 

progression 
- 2 2 1 1 - - 2 

Sex 

discrimination 
- 4 4 - 3 - - 3 

MST: Military Sexual Trauma 
* Tendency 
¹ In one cohort study(136) sexual harassment increased depression in women and men in the second 
wave, but in the third wave SH increased depression only in women.  
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Table 10. Correlation results reported by studies that sampled only women. 

Citation Variables Correlation 

Firth-Cozens, 

1990(101) 

Gender stereotypes and depression 0.33 

Piotrkowski, 

1998(106) 

Sex discrimination and distress  0.33 

White women: sex discrimination and distress (controlling for negative 

affect) 

0.14 

Non-white women: sex discrimination and distress (controlling for negative 

affect) 

0.18 

Weatherill et al., 

2011(119) 

Military sexual harassment and depression 0.13 

Szymanski and 

Feltman, 2014(124) 

SOES-RV (sexually objectifying workplaces) and depression 0.19 

Male Gaze and depression 0.16 

ISOS (sexual objectification, high correlation with sexist discrimination) 

and depression 

0.29 

Rubin et al., 

2017(130) 

Interpersonal sexism (sexual harassment) and mental health problems 

(anxiety and depression) 

0.32 

Organizational sexism (career progression, sex discrimination) and mental 

health problems (anxiety and depression) 

0.33 

Rubin et al., 

2019(133) 

Interpersonal sexism (sexual harassment) and mental health problems 

(anxiety and depression) 

0.37 

Organizational sexism (inequal payment, career progression, sex 

discrimination) and mental health problems (anxiety and depression) 

0.41 

 

 

 

Table 11. Correlation results reported by studies that sampled men and women. 

Citation Variables 
Correlation 

Women Men 

Miner-Rubino and 

Cortina, 2007(111) 

Incivility towards women and well-being -0.21 -0.21 

Incivility towards men and well-being -0.20 -0.26 

Institutional unresponsiveness to sexual harassment and well-

being 
-0.12 -0.12 

Shipherd et al., 

2009(138) 
Military sexual trauma and depression 0.15 - 

Peter et al., 

2016(139) 
Baseline Effort-Reward Imbalance and depression at follow-up 0.29 0.27 

Smith et al., 

2017(96) 
Sexual harassment (military) and depression 0.28 0.22 
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Gross et al., 

2019(37) 
Military sexual trauma and depression 0.23 0.10 
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5 DISCUSSION 

 

This systematic review sought to identify the evidence available in academic 

databases about the impact of exposure to sexism in the workplace on working 

women's mental health. Search was performed in five databases and the results 

followed the general trend of increased publications throughout the years.(144) Due to 

the lack of consistency in definitions of sexism and sexual harassment adopted by 

different research groups and  in the instruments to evaluate sexism exposure and 

depression, the accomplishment of a meta-analysis was not possible.  

Considering the lack of an intersectional perspective in studies in this review, it 

is indispensable to shed light on some particularities of certain aspects of one’s identity 

and their relationship with work. Ethnic minority women do not occupy the same social 

and labor status as white women, being more likely to work in subordinate positions, 

have lower salaries and to be harassed at work.(145–147) As for transgender women, 

some authors attribute their sparse presence in the formal labor market to 

discrimination-related barriers. Even considering the low percentage of people 

identifying as transgender(148,149), a substantial proportion reports difficulties to be 

hired or to keep the job positions by virtue of their identity.(150–153) Various aspects of 

one’s identity are important in social relationships(154,155), such that interactions 

between these aspects produce life experiences that are greater than just the simple 

sum of these identity aspects.(156,157) Therefore, considering ethnic issues and the 

experience of transgender women apart from sexism in scientific research should 

produce limited interpretations of any subject, an issue that is deepened in studies 

about work by its history.  

Most articles regarding the influence of sexism in the workplace on depression 

were published after the 1990s, most likely due to dissemination of feminist debates 

that took place from then on, in the third and fourth feminist waves. In 22 of the 47 

studies included in this review the sample was composed exclusively by women, whilst 

in the remaining 25, the percentage of women ranged between 7.0% to 79.4%, 

although in most studies the proportion of men and women was balanced. It is worth 

noticing that some work areas are more traditionally feminine or masculine(158), 

reinforcing the value of highlighting from which work area(s) the volunteers were 

sampled. Studies about workplace gender composition show that women working in 
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male-dominated occupations have more depressive symptoms than women working 

in female-dominated occupations(76), being sexual orientation a relevant characteristic 

for this effect.(77) This difference in gender composition according to work area is 

attributed to the sex segregation of labor and care, strictly linked to gender roles, in 

which males are usually assigned to productive activities, such as work and economy, 

and females to reproductive activities, such as the education and care of children and 

the elderly.(159,160) One consequence of this structure is that traditionally female areas 

are less financially rewarded(103,160,161) and the evidence arising from this review 

suggests that mental health impairment is one consequence of the gender wage gap. 

Not all work areas were represented, and some studies did not disclose this 

information, but the results indicate that women are victims of sexism at work and 

receive lower salaries regardless of the work area.  

Workplace justice, job control, workload, effort-reward, psychological demands 

and decision latitude are examples of workplace factors that impact (positive or 

negatively) the mental health of workers.(66,162) Social hierarchy and how its dynamics 

impact workplace stress are noteworthy too, since men usually have higher job 

authority.(71) Men’s higher job positions could be explained by human capital and 

socialization differences, but studies with transgender working people show that 

transgender women (assigned male at birth) who choose to remain in traditionally 

masculine professions report having their skills devaluated by co-workers and 

employers(163) and lose about 31% of their earnings.(164) Otherwise, transgender men 

(assigned female at birth) report gaining authority and respect at work after 

transitioning(165) and an increase of about 10% in their earnings(164), reinforcing the 

idea that career progression barriers and the wage gap are consequences of gender 

discrimination.  

In countries where gender roles became less traditional throughout the years, 

such as Spain, Japan and Lebanon, the higher prevalence of depression in women 

decreased.(174) Moreover, women with high conformity to feminine norms are more 

likely to present psychological symptoms(175), drawing the attention to the importance 

of the relationship between gender roles conformity and mental health. Motherhood is 

one essential subject when discussing gender roles. One study showed that working 

mothers with two or more children have less anxiety and depression than women who 

have never been pregnant.(74) Despite no difference between mothers and non-

mothers in the exposure to incivility in the workplace, another study described that 
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mothers of three children were more exposed to uncivil treatment at work compared 

to non-mothers and mothers of fewer children. Fathers were more exposed to 

workplace incivility than non-fathers, but mothers were more exposed than fathers. 

Being treated uncivilly reduced job satisfaction and increased depression in men and 

women regardless of parenthood status, however, motherhood mitigated the negative 

outcomes of being a target of incivility, an effect that has not been identified in 

fathers.(73) Interestingly, in another study, when family characteristics were included 

as covariates in the statistical analysis the harmful effects of not accomplishing career 

goals were attenuated in women.(95) One possible explanation for these results is that 

the female gender roles are linked to parenthood in a different way than the male 

gender roles.(176,177) This hypothesis is reinforced by two studies in which women who 

perceive the roles of motherhood and career as incompatible have higher levels of 

depression(94) and the well-being of working women depends more of work-family 

conflict than having or not children.(72) Furthermore, the current capitalist system of 

production sees females as responsible for generating, raising and educating new 

generations of workers(178–181), likely leading women to perceive their role as mothers 

as more relevant than their role as workers.  

Almost half of the articles was produced in the military field. The USA invests 

substantially in research, which is also true for the military field. The primary outcome 

in most of these studies was not sexism, but rather the impact of military (sexual or 

not) trauma. Nevertheless, they evaluated and produced relevant results regarding the 

presence of women in the military, their exposure to violence and mental health 

consequences, showing that women are more likely to be victims of sexism and sexual 

harassment or assault, and that the exposure to this kind of violence increases the risk 

for psychiatric disorders. Some studies (two of military and two of civil areas), however, 

brought surprising results, revealing that men are more likely to develop depressive 

symptoms/disorders after being victims of sexual harassment or assault in the 

workplace than women.(108,110,112,128) One possible explanation is that men are not 

exposed to sexism or harassment in the same way or as often as women(54,97,182) This 

reality might force women to develop strategies to cope with harassment and 

sexism(183), increasing their resilience to these events in a way that men do not need 

to (for more information on the relationship between trauma, coping and resilience, 

see Friedberg & Malefakis, 2018(184)). Importantly, men and women adopt different 

coping strategies that have different impacts on depressive symptoms.(17) For 
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instance, social support has a meaningful role in mitigating the effects of stressful life 

events on depression(45), and this is a preferred coping strategy for women.(17) At work, 

social support is positively correlated to job satisfaction for both men and women, 

whilst low social support is associated with higher psychological distress.(46) Women 

also report higher social support at work.(46) Another possibility would be the stigma 

around being a victim of sexual harassment/abuse, especially for men, which could 

result in underreporting these incidents, leading the victims to only bring the events to 

light when they are already psychologically impaired. 

Despite the methodological heterogeneity of the primary studies that may have 

produced the observed diversity of results, this review showed that women are, in 

general, more exposed to sexual harassment and assault in civil and military 

workplaces, have lower salaries and face gender-related barriers to job promotions 

and career progression. Moreover, a high percentage of interviewed women reported 

being victims of gender discrimination, being that one study even demonstrated that 

sex discrimination occurs regardless of work class (high- or low skilled, white or blue 

collar workers).(123) Results suggest a positive link between exposure to these types 

of sexism in the workplace and psychological impairment regardless of the volunteers’ 

sex. Higher female exposure to sexual harassment or assault at work was the most 

consistent outcome among the types of sexism evaluated, as well as mental health 

impairment for both sexes as a result of sexual victimization. Because the more 

common symptoms displayed by depressed women are often accounted by for 

depression diagnosis than those presented by men(185), the increased prevalence of 

emotional disorders could be the consequence of misdiagnosis. However, in this 

systematic review, we intended to focus on the etiopathogenesis of psychological 

disorders as an inter-relationship among biological, psychological and social factors. 

Under this background, it seems that social factors play a major role in the onset of 

depression and comorbidities, at least concerning exposure to gender prejudice as a 

source of stress. This stands as one possible source for the increased prevalence of 

emotional disorders in women, since they are more exposed to sexism and more 

affected by psychological disorders, although from an individual perspective, men 

seem to be more vulnerable than women to sexual harassment or assault in the 

workplace. 
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5.1 Future perspectives  
 

This review illustrates the importance of (and the need for) more studies about 

sexism in the workplace being conducted around the world, especially in 

underdeveloped and developing countries, which were underrepresented in the 

present sample. Moreover, it is recommended that groups that are clearly victims of 

sexism be included, and their diversity accounted for in future research. The work field 

and workplace composition are other important information to be considered when 

addressing gender discrimination issues. Finally, findings of sexism at work as a risk 

factor for mental health problems stand as a call out for public policies and programs 

in private companies against gender discrimination, promoting diversity and well-being 

at work. It is also worth mentioning that several studies highlight that science benefits 

from diversity(166–171) and that more diverse enterprises have better financial 

performance(172) and higher business growth(173), reinforcing the importance of 

programs encouraging these changes.     
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6 CONCLUSIONS 

 

Women are, in general, more exposed to all sexism-related events at work. 

Exposure to sexual harassment or assault, gender wage gap and difficulties in job 

promotions or career progression seem to promote mental health disorders such as 

depression and comorbidities (anxiety, PTSD and sleep problems). There are results 

suggesting that men might be more vulnerable to develop psychological disorders 

after being sexually harassed or assaulted in the workplace, however, women are 

more exposed and more affected by the evaluated disorders. 
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