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Summary. Gender or gender-specific medicine is an emerg-
ing clinical discipline that combines biomedical research
with developmental psychosocial processes. It encompass
es differences between males and females pertaining to both
psychological and social aspects. In gender-specific studies,
however, the risks for gender bias in measurement should
be carefully evaluated, and several aspects are currently un-
der reconsideration in biomedical research, including study
samples, methodology, the sick role within the framework
of social relations, and the inevitable stimuli imposed by
societal changes. Most human science research relies on col-
lection of self-reported data, which may be greatly affected
by gender differences. We provide a couple of examples. The
first regards the caregiver, typically a woman'’s role. Women
who fulfill the caregiving responsibilities often experience
a high level of burden and psychological distress. Although
there are several tools that measure strain related to care
provision, none of them contributes to make caregiver bur-
den a crucial political and societal issue of contemporary
society. Newer tools and research avenues should be identi-
fied to achieve a more comprehensive assessment of care-
giver burden. The second example regards depression. The
statement that depression is female-specific seems quite
unjustified on scientific grounds, and current detection
scores or indices have been questioned. Available evidence
shows that women are more likely than men to exhibit and
report states of low mood, and they access services more
frequently than men. Conventional social norms make men
more likely than women to deny their symptoms of depres-
sion and to mask them with other behaviors, adopting a
“wait-and-see”attitude. Many studies still support a gender-
neutral approach, which suffers from a varying degree of
gender bias influencing the design and interpretation of
results. There is much left unexplored in gender-specific
medical research.

Key words: gender research, gender medicine, transforma-
tive paradigm, gender bias, alexitimia, caregiver burden,
depression, toughness, wait-and-see approach.

Per unaricerca “genere connotata”:

aspetti metodologici di una sfida

Riassunto. La medicina “di genere” o genere-specifica non
rappresenta solo una“nuova clinica’, ma l'applicazione diun
paradigma trasformativo che combina ricerca biomedica e
psico-sociale. Il genere viene descritto nelle due accezioni:

dell'identita psicologica, diversa in maschi, femmine o altra
identita; e dello status sociale percepito e attribuito. Per una
ricerca “genere connotata’, va posta particolare attenzione
al gender bias, errorilegati al genere, rischio presente in ogni
misurazione. La ricerca biomedica sta ri-considerando diver-
si aspetti: campioni di ricerca; metodo di analisi; la persona
malata intesa in modo innovativo nell’assetto delle relazio-
ni sociali in cui & coinvolta; I'attenzione agli stimoli prove-
nienti da una societa in continua evoluzione. | metodi di ri-
cerca delle scienze umane sono in buona parte basati sul
self-reporting, capacita che puo essere grandemente com-
promessa da diversi aspetti legati al genere. Ci si sofferma
quindi su due esempi. Il primo prende in considerazione il
ruolo di caregiver, tipico delle donne, che a causa di questo
stesso ruolo, spesso diventano a loro volta pazienti. Il care-
giver burden, il peso psicologico, viene valutato con alcuni
strumenti che, pero, non stanno contribuendo a farlo assur-
gere a problema politico-sociale legato alla struttura della
societa, quale é. Per ottenere un diverso livello di attenzione,
necessiteranno altri strumenti e prospettive di ricerca. Il se-
condo esempio riguarda la depressione. Ci si chiede se ha
fondamento scientifico I'affermazione“la depressione & don-
na” e vengono messi in discussione gli strumenti di rileva-
zione. Dai dati sappiamo che le donne sono pili propense a
manifestare e raccontare sintomi di stato d’animo depresso
e accedono maggiormente ai servizi per chiedere aiuto. Per
gli uomini, invece, le norme sociali convenzionali portano a
nascondere il proprio disagio interiore adottando I'atteggia-
mento “aspetta-e-stai-a-vedere”. L'approccio neutro, ancora
molto presente nei disegni di ricerca, porta a innumerevoli
gender bias di struttura e di risultato. Per unaricerca“genere
connotata” c'e ancora molto da esplorare.

Key words: ricerca di genere, medicina di genere, paradigma
trasformativo, gender bias, alessitimia, caregiver burden,
depressione, toughness, wait-and-see approach.



e162

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 216.73.216.252 Mon, 07 Jul 2025, 01:25:27

Ital J Gender-Specific Med 2016; 2(4): e161-e168

Introduction

Numerous studies have shown that men and women
are different from a biomedical point of view and in
terms of anatomy, genetics and epigenetics, metabolism,
the operation of receptors, enzymes and proteins, in the
level of sex hormones and their effects, in the prevalence
and symptomatology of different pathologies and in
many other aspects related to sex differences. However,
studies are also being conducted on differences between
men and women in terms of: personal and social percep-
tion, adaptation skills and strategies with particular re-
gard to illness and access to care, being more or less
subject to non-medical factors (Oertelt-Prigione, Regitz-
Zagrosek, 2012). On one hand, “gender” is over-repre-
sented (suffice it to think that typing the term in English
returns 80 million hits) and has now achieved a certain
level of awareness (Lindsey, 2016); on the other, at this
juncture in time, gender is under-studied, also due to
methodological issues which we will discuss below. We
are still in the context of the broader issue of how to
define and quantify the situation, as recently recalled by
Marek Glezerman (2016), President of the Internation-
al Society for Gender Medicine. We are confronted with
the specific challenge of how to assess reality, measuring
itin quantitative and qualitative terms as argued by Bab-
bie (2010). This is the challenge of measuring the “bur-
den” of gender.

Sex and gender. Two terms that should always be
further explored

Sex and gender. These two terms often overlap and are
misinterpreted by means of communication, as well as,
surprisingly, by scientific literature. Therefore, it is neces-
sary here to pinpoint the differences in their meaning
because these lie at the base of this analysis. The word
sex is referred to biological, morphological, functional,
and other aspects that characterize being a man and
woman and has been widespread for a long time now.
Gender, instead, has a more recent history as a word and
features a dual meaning.

The earliest use of the word ‘gender’ dates to the fifties
when the psychologist John Money and the sexologist
Harry Benjamin introduced it to describe cases of people
with sexual identities other than conventional ones. In
this case, gender was used, as is still the case today, in
one of its meanings, namely that of the personal and
social categories of identity, femininity and masculinity,
or other sexual and gender orientation, which, over time,
have been followed by studies of specific interest in the
field of psychology on the characteristics of perception,
relationships, empathy, psychological and social skills,
typical of males and females, self-assigned by subjects,

as well as on the experiences that society associates with
them. Society ‘expects’ that a man, as such, behaves in
certain ways, and a woman, as such, in certain other ways
(Ristvedt, 2014; Signani, 2013). ‘Gender” has also been
studied by sociology which, thanks also to the contribu-
tion of feminist movements, from the seventies onwards,
has interpreted gender as a social role, an expected behav-
iour, associated with a status and conditioned by social
norms that determine privileges and duties depending
on the status of belonging. An attributed social status, in
fact, assigns an individual a position within the social
system which is organized in the stratifications created
based on prejudice, stigma, discrimination, and overes-
timation of power. These stratifications are attributed
greater or lesser social value! and affect both men and
women alike. Proof of this are, by way of paradigmatic
example, preferences in politics? and the attribution of
social trust which is needed to obtain money loans®. In
this regard, let us mention here the main terms of the
theory of sexual and gender social roles, which we cannot
dwell on, but that help to complete the conceptual frame-
work: sexism (negative stereotypes linked to sex, usually
negative for women); patriarchy (a social structure dom-
inated by men) and androcentrism (when the point of
reference of any social organization is linked to male-
ness). These are all terms and concepts that are closely
linked together (Lindsey, 2016). Going beyond the old
classification limited to sex alone, gender was recognised
by the Commission on Social Determinants of Health
of the World Health Organization as a factor that deter-
mines health and disease only in 2008 and, quite surpris-
ingly, the scientific community has been silent, perhaps
because it has not fully understood its disruptive scope
(Solar, Irwin, 2006).

Gender medicine: a transformational paradigm

Gender is mentioned in many different situations, but
when it comes to health and illness, inter alia, one
speaks of gender-based or gender-specific medicine (let’s
not forget gender-related guidelines in psychology, nurs-
ing, etc.), which, when applied in the broadest sense,
leads to the study and knowledge of the differences re-
sulting from sex as well as from gender. Gender-based
medicine is not only a new branch of clinical medicine,
but also the application of a transformational paradigm
(Mertens, 2007) that combines biomedical and psycho-
social research to combat inequality and social injus-
tices in ensuring a fair right to health. The strength of
the transformational paradigm lies in combining quan-
titative and qualitative data and in combining the ap-
proach of the so-called life sciences with that of the hu-
man sciences in the name of that interdisciplinary ap-
proach that characterises the epistemological transition that
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is currently in progress and which, through a new cul-
tural mechanism and practices, can really help to im-
prove society (Fitzgerald, 2013).

Gender in biomedical research

Annandale and Hunt (2000), in their analysis on how
to remedy gender gaps in various fields of everyday life
and particularly in health and disease, considered the
important changes in the methods of biomedical re-
search that are aimed at the progressive inclusion of
gender. The authors identified a historical pathway: a
traditional phase of research which we can place in the
period when biomedicine considered the specificity of
the female body almost solely in relation to the sexual
and reproductive apparatus. This phase chronologically
spans to the nineties when the scientific world consid-
ered gender differences only implicitly and, on issues of
health and work, treated men and women as peers. This
research was focused on the exclusion or inclusion of
women and, almost by way of reparation, some clinical
trials were carried out on women only (limited in num-
ber and on clearly marginal aspects).

The transitional phase of the research methods that
we place in the twenty years at the turn of the century
was characterized by a growing identification of cross-
cutting gender inequalities, with an emphasis on differ-
ent lines of inequality: for example, studies started to be
carried out on stress related to role and social status as-
sociated with gender.

Now, we have come to a situation where there is an
express attention to the gender dimension, understood
as essential in biomedical research, as claimed by the
two authors. It is an approach that is favouring a change
of perspective in research on gender and health and in-
volves several steps: from men-only or women-only
research samples to research samples that compare the
two sexes, considering also what impact gender charac-
teristics have. Men and women are no longer regarded
as isolated individuals, thus becoming part of a broader
social structure that is made up of gender-based social
relations. There is a transition from limited attention to
the combination of sexual and gender roles (e.g., work-
family balance) to an attention both to the complexity
of roles and conditions and to the experience of an in-
dividual with respect to a given role. And finally, there
is the transition from a season of errors in assessing the
actual gender construct in various contexts, to the current
emerging phase in which gender, rightly understood as
something that is continuously built socially, is assessed
in its implications for health, with eye on the character-
istics of a constantly evolving society (Annandale, Hunt,
2000; Cherubini et al., 2011). Gender-based research
also appears to be increasingly taking into account the

fact that it can incur in gender bias’, namely evaluation
errors that occur when, even in the case of blatant dif-
ferences, men and women have “egalitarian” behaviours,
or when there are still negative stereotypes against, usu-
ally, women, so much so that men only are considered
as the subject of reference in a more or less knowingly
androcentric perspective (Risberg, 2009).

Good practices in biomedical research

Many scholars have now stressed that the inclusion of
gender in research goes beyond a mere sex stratification
of data (Bekker, 2003); Nowatzki, Grant, 2011). Assess-
ment tools gauged only on male samples (both in
clinical medicine and in life sciences) may, in addition
to constituting a gender bias per se, generate, in turn,
gender bias in the measurement. An example of good
practice is that of the Cochrane organization® which
between 2005 and 2012 set up a Sex/Gender Methods
Group to evaluate the applicability and quality of a sex
and gender-based approach in biomedical research and
even drew up a guide to plan systematic sex and gender-
based reviews.

Transformation and rethinking of research methods are
the watchwords of another interesting good practice, the
Gendered Innovations in Science, Health & Medicine,
Engineering and Environment Project®. It is the result of
the collaboration between Europe and America, launched
in 2016 and funded by the European Community, the
US Science Foundation and the University of Stanford.
It is directed by one of the most influential gender schol-
ars, Londa Schiebinger, professor of the history of science,
who coordinates international workshops using a sort
of Delphi method for determining how research, in par-
ticular in biomedicine, can rethink concepts, theories,
priorities, results, language and biomedical parameters
of various pathologies by considering gender.

Gender skills in health and disease:
research methods in the human sciences

The evaluation of the “burden” of gender involves the
human sciences. Also within the scope of the human
sciences, the application of a gender perspective to re-
search is a process that is still unfolding. The fact of
having treated the analysis of gender identity, sexuality,
and the patriarchal structure of society for years has con-
tributed to mistaking the topic with the method: analys-
ing gender issues is one thing, identifying the character-
istics of the research methods that are truly attentive to
possible gender bias is another.

The methods available to the human sciences range
from action research, to descriptive, participatory, ex-
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perimental and ethnographic research, through dis-
course analysis, to the study of documents and archival
data, oral or written stories, life stories, and case studies,
with tools such as interviews, questionnaires, tests and
measurement scales (Dey, 1993; Cicognani, 2002; Dal-
lago et al., 2004). These are tools that have not yet been
modeled by taking gender into account: suffice it to
think of the pending problem of developing research
designs that can represent males and females equally
and allow congruous comparisons or of the need to
develop a methodology that reduces the influence of
conditioning by the researcher and the instrument used
(Metso, Le Feuvre, 2006; Marshall, Young, 2007). It
should not be ignored that these methods, largely based
on the “I-ask-you-you-answer-me or you-tell-me” ap-
proach, need a good deal of active collaboration of the
person participating in the research sample.

The sample individual must therefore be available
in general, which means specifically having time and
being willing to establish a relationship (skill too is
needed), to have trust and be truthful, and being able
to self-report, i.e., describing one’s own thoughts, feelings,
and opinions.

In the early seventies, a group of psychosomatists
defined a set of personality traits highlighted in patients
susceptible to psychosomatic manifestations, called
“alexithymia”, from the Greek “a-” lack, “lexis” word,
and “thymos” emotion (Nemiah etal., 1976). It means
not having the words for emotions, not being able to
speak of emotions to other people. It is a personality
type that finds it difficult to identify and describe one’s
own feelings and those of others and is oriented to the
outside and rarely toward one’s own endopsychic pro-
cesses. This is a trait that should not be overlooked when
the ability to describe moods is required. There is a test,
the Toronto Alexithymia Scale (TAS-20), which is vali-
dated also for Italy (Bressi et al., 1996) and which could
lend itself to many more applications than it is actu-
ally used for. We will now dwell on one of the many
possible examples of gendered research methodology
that can make us surmise that there is also a “gender”
alexithymia.

Evaluating the burden of gender on caregivers

A sick person is understood by contemporary medicine
in the system of social relations in which s/he lives so
as to also consider the person who delivers care. This
perspective has helped to shed light on the importance
of the role of the caregiver, the person who takes care of
patients with chronic diseases and who is usually a
woman, wife, companion, daughter, sister, or paid work-
er: that's why we are discussing this figure in terms of
gender. The degree to which this role can negatively af-

fect the life of the caregiver is easily understandable, but
it is neglected in political and social terms’.

The considerations linked to the issue of the care-
giver come from fields of knowledge other than medicine,
but they can be useful for our analysis. Since the seven-
ties, rethinking the way of working has introduced the
concept that many of the resources that are needed to
live are not produced by market activities, but by self-
production, or better yet, by the welfare system, including
families, which is not always connected to the market.

This has contributed to bringing the issue of “care”
to the fore (in families, as well as among public institu-
tions, the third sector and the market), which until then
had been an invisible issue. The research data show the
disadvantageous situation of women engaged in daily
care practices, in terms of time, worry and fatigue. Reflec-
tions on the work of delivering care have led to define
both the phenomenon of “double” presence of women
who are divided between work and family (Chiaretti,
1981) and the value of unpaid work traditionally attrib-
uted to women in our society as well®. In 1974, Oakley
published ‘The Sociology of Housework’ which stressed
the consideration, already empirically clear, that the
model of life of men and women is different, but even
more importantly that work and social organizations
segregate and have aspects that negatively and system-
atically affect women.

Studies on how people use time continue to show
that women spend more time than men in unpaid ac-
tivities, indicating that they have a longer working day,
a substantial commitment to taking care of the house
and family, with activities that are necessary and often
forced by circumstances, and less time for rest, to the
detriment of health’.

The role of caregivers for sick people is now necessary
due to the shortage, or absence, of public services in this
field and to the concurrent increase in longevity and the
consequent chronic pathologies present in the elderly
population: it covers over 90% of home care needed by
chronic adult patients (Adelman et al., 2014). The as-
sessment of the burden of this clearly gendered role is
still a matter of limited interest, perhaps because both
the family members and paid workers engaged in the
activity often have a clearly disadvantaged social status.
Assessing the caregiver burden assumes undeniable im-
portance if we consider that caregivers are increasingly
becoming patients themselves due to the consequences
on their health. There are in fact consequences in phys-
ical (suffice it to think of the bone and joint issues result-
ing from the management of patients who do not co-
operate), mental, psychosocial, financial and health
terms, with experiences of trapping, perception of over-
load due to forced social isolation and, in the case of
unpaid activities, to the pressures experienced in the
context of paid work outside the home, which often does
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not consider the difficulties in reconciling a “normal
life” with the difficulties of family care. Family caregivers,
connected to the family care network, moreover, can
often be involved in real family conflicts, as a result of
resentment, at times toward to the sick person, and at
times toward other uncooperative family members
(Costanzo et al., 2012).

To evaluate caregiver burden, some researchers have
developed specific tools, suffice it to mention Zarit
(1980), with his famous structured interview test, the
Association Medical Association, with a self-assessment
questionnaire, and the Caregiver Self-Assessment Ques-
tionnaire (Epstein-Lubow et al., 2010). Already in 1992,
Braithwaite, who was among the first to address the
issue of caregiver burden, had examined critically the
concept of burden, stigmatising its lack of clear defini-
tion, the inconsistency between its conceptualization
and operationalization, its inappropriate use within
the stress paradigm, and in particular its marginal
policy relevance. Adelman et al. (2014), in reaffirming
that the role of caregiver is neglected, stressed that in
the most recent version of the International Classifica-
tion of Diseases (ICD 9) there is no provision for a
classification of burden for those who perform this role.
We are far from a social engagement on this issue/prob-
lem, which is relegated for now at a mere individual
level. Targeted research on this topic is both necessary
and urgent.

Evaluating the weight of gender in depression

Now let us dwell on an issue mentioned earlier: mental
distress. Let’s take a simple example to have an overview
of the available investigation tools. One of the instru-
ments for investigation on large numbers which has
been adopted for population studies is the SF-12
(12-question Short Form Health Survey)'® which allows
you to build two perceived health indices: one on your
physical condition and the other on your psychological
condition, so that, inter alia, data can allow determin-
ing “how depressed the population is”. Let us focus on
the latter aspect and bear in mind that it requires a
personal point of view about one’s health, evaluating
it using the scores of excellent, very good, good, fair or
poor, and the self-assessment of one’s own psycholog-
ical conditions using a questionnaire (paper, online or
telephone interview). A person must then report if s/he
has limitations because of bad health, for example,
moving a table, playing golf (!), or climbing several
flights of stairs. It then continues asking whether in the
last four weeks! the person has felt depressed or anx-
ious, at work or in the family, if s/he has accomplished
less than s/he would like, and so forth, and if this is
considered by the person being interviewed to be the

result of some emotional issue. This consideration, be-
sides recalling the issue of alexithymia already discussed
above, also poses the big question whether expressions
of malaise can be gender-specific. In 2013, an important
research study was published on Jama Psychiatry, a jour-
nal of the American Medical Association, which in ad-
dition to reporting that twice as many women as men
are diagnosed with depression, confirmed that there are
different manifestations of depression between men
and women (a recent understanding), but also - an as-
pect to which we are paying attention - a different open-
ness to reveal them. Women, for example, are more
likely to manifest and tell about symptoms of stress, inde-
cision, anxiety, sleep disorders, depressed mood, in-
ability to adapt, while men are less willing to express
their malaise and ask for help. The reported data pres-
ent the characteristics consistent with gender social
roles: introversion for women and extroversion for men
(Martin et al., 2013). Having established that taking on
a gender-specific role is a conditioning factor, tools like
the Conformity to Masculine. Norms Inventory that helps
to evaluate what and how each man adheres to conven-
tional gender norms are of particular interest (Mahalik
etal., 2003). There is a recent interesting area of studies
on how much influence conventional social norms
linked to being a man have and, among these, how
important toughness is. It is characterised by a desire to
hide pain and be independent, associated also with the
tendency not to manifest one’s own inner distress or
even ask for help, but to wait and see if one can solve
the situation without seeing a professional. This ap-
proach is defined as wait-and-see, (O’Loughlin et al.,
2011) and suggests that - though data is still lacking -
there is a consistent phenomenon of non-request for
aid in general and non-access to services, in particular.
Even though the belief that there are sex-related differ-
ences in psychiatric disorders is spreading and for some
mental disorders this seems to be true (post-partum
stress disorder is one example), equal attention is not
paid to the influence that gender roles have on mental
well-being/distress and on its social manifestation. Of-
ten in popular culture, but also in the scientific world,
it is said that depression is a typical manifestation of
women. Riecher-Roessler (2017), for example, stated
that it is known (!) that women have a higher prevalence
of mood and anxiety disorders in the course of life than
men, while recognising a lack of research both on the
etiological factors and on the pathogenetic mechanisms.
In asking why depression is more common in women
than in men, Kuehner (2017) hopes that future trans-
diagnostic research can contribute to better differentiate
the specific susceptibility of males and females. Howard
et al. (2017) argue that research on mental health,
which has always been characterised per se and in a
generalised way by a neutral approach in all research de-
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signs, has countless gender biases in terms of structure
and outcome that deserve analytical studies. In the light
of these considerations, we should ask ourselves wheth-
er it can actually be argued that depression is a typi-
cally “female” condition. Let’s briefly analyse just one
indicator which will at least provide food for thought:
three times more Italian men commit suicide than
women (ISTAT, 2012) and men account for almost 80%
of deaths due to suicide, with a gender ratio (men to
women) which has been increasing linearly in time
from 2.1 in 1980 to 3.8 in 2011'%

Even if it is not possible to ascribe all deaths due to
suicide to depressive disorders, the fact that they account
for a substantial part of depressive events is a belief
shared by a large part of the psychiatric and psycho-
logical community. Evans et al. (2011) have developed
a theoretical model to understand men and their health.
The “macho or patriarchal” style represents the organi-
sation of many societies marked by widespread gender
stratification which favours the natural and biological
aspects and a broader system in which power is limited
to adult men and a hierarchical structure linked by asym-
metrical balances is perpetrated (Signani, 2013). In
2000, the WHO considered the life expectancy of men,
which is systematically shorter than that of women, ar-
guing that it is linked to factors related to gender and to
machismo. Many studies testify to a greater propensity
of women to preserve their own and others” health, while
the typical macho tendency of men to be more willing
to put themselves in situations of physical risk (danger-
ous and extreme sports and actions) from youth, and in
mature age, to be less attentive to dangers, as well as to
symptoms and illnesses, can be considered a factor that
determines health or disease. This is a point of view yet
to be explored.

Conclusions

Evaluating the “burden” of gender, not only in health
and disease, is truly a challenge that offers an interesting
and exciting perspective in the world of research meth-
odology and charts out a new field of gender research in
health and diseases. An overall rethinking of instruments
and methods, an articulated and detailed mapping of
critical points and an interdisciplinary approach that is
able to draw on knowledge from different disciplines
are necessary to avert any gender bias inherent in the
very structure of research designs that may affect the
results which are often contaminated by negative stereo-
types. It is a field that is still developing and requires
great commitment. It should be consolidated with sci-
entific and political support aimed at advancing knowl-
edge and equity.

Notes

! Suffice it to think of male footballers who earn up to 75 million
euro a year (Lionel Messi and Cristiano Ronaldo, for example) in
terms of their importance in the media and society and of their
power compared to a maximum of 220,000 euro a year earned by
a woman football player, Marta Vieira da Silva from Brazil, who
has won the Golden Ball award 5 times and is regarded by many
as the best female talent to have ever played. Sources: http:// www.
iltuosalario.it/main/stipendio/stipendiovip-politici/ calciatori;
http://www.sportbusinessmanagement.it/2015/07/ compensi-e-
stipendi-delle-calciatrici.html

2 The women who hold positions of power, such as the president
of a country, account for only 6% around the world. Source: http://
www.tpi.it/mondo/italia/donne-potere-mondo

3 It was necessary to create the category of ‘female entrepreneur-
ship’ to treat women like men and to facilitate the allocation of
sums of money on loan for professional reasons.

4 The concept of gender bias was introduced for the first time in
the Women and Health Research Report of the US National Insti-
tutes of Health, published in 1994, describing the potential dis-
tortions in the design and conduct of clinical trials which did not
take the specific effects of sex and/or gender into due consider-
ation. From then on, it has come to assume the broader meaning
of “mistakes or bias” due to the failure to take gender into account
(Signani, 2013).

> The prestigious global network of researchers, professionals,
patients, assistants and people (currently 37,000) involved in the
management of health, independently and free from possible
conflicts of interest, affiliated with the Campbell and Cochrane
Equity Methods Group http://www.cochrane.org/about-us

¢ https://genderedinnovations.stanford.edu/methods-sex-and-
gender-analysis.html

7 The only legislative measure that we know of is that of the
Emilia-Romagna Region (Resolution No. 87 of 25 March 2014
“Rules for the recognition and support of family caregiver/person
who voluntarily delivers suitable care and assistance) which rec-
ognizes that family caregivers are an informal part of the care
network of an individual.

8 Unpaid work includes work for subsistence (production of food
and clothing; repair of clothing), housekeeping (shopping, cooking,
laundry, ironing, cleaning, activities related to household organi-
zation and in the assignment of tasks, errands such as paying bills
and much more), family care (care of sick relatives, children and
the elderly) and community services or volunteer work (services of-
fered to persons who do not belong to the family through religious
or secular organisations).

° The “Use of Time and Gender Studies” research of ISTAT (2012)
confirmed unfortunately that Italy ranks first in time spent in
housekeeping by women at all stages of life, even for the very high
standards of cleanliness, the great importance attached to house-
keeping and the acceptance of forms of traditional sociability
which see men outside the home, even when they are not working,
and women at home. This social situation is perhaps a conse-
quence of the lack of alternative services for unpaid work. Italian
women are engaged in housekeeping 12 hours a week when they
live at home with parents and up to 51 hours a week if they live
in a couple and have young children. Italian men are engaged at
most 20 hours a week in family and housekeeping activities, even
when they have young children, and are the least engaged at home
compared to men in other European countries. About 58.3% of
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Italian men do not cook, 73.5% do not set or clear the table, 98.6%
do not wash or iron and 70.5% do not go shopping. Italian wom-
en spend 200% more time compared to their significant others
in taking care of the house and family (OECD, 2015).

10 http://www.sf-36.0rg/demos/SF-12.html

" At the moment, the definition of depressive disorders is still
arbitrary due to the absence of clear and uniform signs that can
be detected by an observer (Piccinelli, Wilkinson, 2000). The
term “depression” popularly indicates a depressed mood, loss of
interest and pleasure, decreased appetite, insomnia and concen-
tration problems, difficulties in completing tasks required to work
and reduced interpersonal contacts. Depression is indicated in
scientific language as “Disruptive Mood Dysregulation Disorder”
and also takes into account a degree of “major” functional im-
pairment (major depressive disorder) when episodes last at least
two weeks. For this reason, even in population surveys, reference
is made to this time period (DSMYV, http://www.dsm5.org/Pages/
Default.aspx).

12 Istat (2012) Suicides in Italy: trends and comparisons, how to use
statistics. http://www.istat.it/it/files/2012/08/nota-informativa-
SUICIDI.pdf; Vichi M., Conti S. Salute mentale. Il fenomeno suici-
dario in Italia Ufficio di Statistica, Cnesps-Iss www.epicentro.iss.
it/temi/mentale/Suicidiltalia2014.asp

References

Adelman RD, Timanova LL, Delgado D, Dion S, Lachs MS.
Caregiver burden. A clinical review. JAMA 2014; 311(10):
1052-60.

Annandale E, Hunt K. Gender inequalities in health. Open
University Press 2000.

Arcidiacono C. Identita femminile e psicoanalisi. Da donna a
donna: alla ricerca del senso di sé. Milano: Franco Angeli
2003.

Babbie E. Ricerca sociale. Milano: Apogeo 2010.

Bekker MHJ. Investigating gender within health research is
more than sex disaggregation of data: a multi-facet gender
and health model. Psychol Health Med 2003; 8: 231-43.

Braithwaite V. Caregiving burden. Making the concept scien-
tifically useful and policy relevant. Research on Aging,1992;
14(1): 3-27.

Bressi C, Taylor G, Parker J, et al. Cross validation of the factor
structure of the 20-item Toronto Alexithymia Scale: An Ital-
ian multicenter study. ] Psychosom Res 1996; 41(6): 551-9.

Chiaretti G (a cura di). Doppia presenza: lavoro intellettuale e
lavoro per sé. Milano: Franco Angeli 1981.

Cherubini AM, Colella P, Mangia C. Empowerment e orienta-
mento di genere nella ricerca. Dalla teoria alle buone prat-
iche. Milano: Franco Angeli 2011.

Cicognani E. Psicologia sociale e ricerca qualitativa. Roma:
Carocci 2002.

Costanzo F, Tognetti P, Crestani E, Baratto L. Mediatori e mod-
eratori del caregiver burden. Tra caregiver informale e sos-
tegno formale. EXEL, luglio 2012. www.gruppofides.it/
wp-content/uploads/2014/04/Exel_n2-2012_crestani_
04lug12.pdf

Dallago L, Santinello M, Vieno A. Valutare gli interventi psico-
sociali. Roma: Carocci 2004.

Dey J. Qualitative Data analysis. A user - friendly guide for
social scientist. New York: Routledge 1993; 2015.

Di Cristofaro Longo G, Mariotti L. Modelli culturali e differ-
enza di genere. Roma: Armando Editore 1998.

Epstein-Lubow G, Gaudiano BA, Hinckley M, Solloway S,
Miller IW. Evidence for the validity of the American Medi-
cal Association’s Caregiver Self-Assessment Questionnaire
as a screening measure for depression. ] Am Geriatr Soc
2010; 58(2): 387-8.

Evans J, Frank B, Oliffe JL, Gregory D. Health, illness, men and
masciulinities (HIMM): a theoretical framework for under-
standing men and their health. JMH 2011; 8(1): 7-15.

Fitzgerald D. The Good, the Bad and the Ugly. Understanding
collaboration between the social sciences and the life sci-
ences. Standing Committee for the Social Sciences (SCSS),
European Science Foundation. www.esf.org 2013

Gelli BM. Voci di donne: discorsi sul genere. Lecce: Manni Edi-
tori 2002.

Glezerman M. The problem of definition and quantification
of reality. Ital ] Gender-Specific Med 2016; 2(1): 3-4.

Howard LM, Ehrlich AM, Gamlen E Oram S. Gender-neutral
mental health research is sex and gender biased. Lancet
Psychiatry 2017; 4(1): 9-11.

Kuehner C. Why is depression more common among women
than among men? Lancet Psychiatry 2017; 4(2): 146-58.

ISTAT. Uso del tempo e studi di genere. Tra lavoro e famiglia
nel ciclo di vita. Argomenti n. 43. Istituto nazionale di
statistica, Roma 2012.

Lindsey L. Gender roles: A sociological perspective. New York:
Routledge 2016 5th ed.

Mahalik JR, Locke BD, Ludlow LH, et al. Development of the
conformity to masculine. Norms Inventory. Psychology of
Men & Masculinity 2003; 4(1): 3-25.

Martin LA, Neighbors HW, Griffith DM. The experience of
symptoms of depression in men vs women. Analysis of the
national Comorbidity Survey Replication. JAMA Psychiatry
2013; 70(10): 1100-6.

Marshall C, Young MD. 5: Gender and Methodology. In: Skel-
ton C, Francis B, Smulyan L (eds) The SAGE Handbook of
Gender and Education. SAGE Publications 2007.

Mertens MD. Transformative paradigm. Mixed methods and
social justice. Journal of Mixed Methods Research 2007;
1(3): 212-25.

Metso M, Le Feuvre N. Quantitative Methods for Analysing
Gender, Ethnicity and Migration. Research Integration Proj-
ect, The University of York 2006.

Nemiah JC, Freyberger H, Sifneos PE. Alexithymia: A view of
the psychosomatic process. In Hill OW, Modern trends in
psychosomatic medicine (3rd ed, rev), Vol 3 pp 430-9.
London: Butterworths 1976.

Nowatzki N, Grant KR. Sex is not enough: the need for gender-
based analysis in health research. Health Care Women Int
2011; 32: 263-77.

Oakley A. The sociology of housework. New York: Pantheon
Books 1974.

OECD (2015), How's Life? 2015: Measuring Well-being, OECD
Publishing, Paris. DOI: http://dx.doi.org/10.1787/ how_
life-2015-en. http://www.oecd.org/statistics/how-s-
life-23089679.htm

e167



e168

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 216.73.216.252 Mon, 07 Jul 2025, 01:25:27

Ital J Gender-Specific Med 2016; 2(4): e161-e168

Oertelt-Prigione S, Regitz-Zagrosek V. Sex and gender aspects
in clinical medicine. Springer 2012.

O'Loughlin RE, Duberstein PR, Veazie PJ, et al. Role of the gen-
der-linked norm of toughness in the decision to engage in
treatment for depression. Psychiatr Serv 2011; 62(7): 740-6.

Piccinelli M, Wilkinson G. Gender differences in depression.
Br J Psychiatry 2000; 177: 486-92.

Riecher-Roessler A. Sex and gender differences in mental dis-
orders. Comment. Lancet Psychiatry 2017; 4 (1): 8-9.
Risberg G, Johansson EE, Hamberg K. A theoretical model for
analysing gender bias in medicine Int ] Equity Health 2009:

8-28. doi: 10.1186/1475-9276-8-28

Ristvedt S. The evolution of gender. JAMA Psychiatry 2014; 71;
(1): 13-14.

Signani E La salute su misura. Medicina di genere non & me-
dicina delle donne. Ferrara: Este Edition 2013.

Signani E Salute bene comune. Domande e risposte. Ferrara:
Volta la carta 2015.

Solar O, Irwin A. Social determinants, political contexts and
civil society action: a historical perspective on the Commis-
sion on Social Determinants of Health. Health Promot ]
Austr 2006; 17(3): 180-5.

Zarit SH., Reever KE., Bach-Peterson J. Relatives of the impaired
elderly: Correlates of feelings of burden. Gerontologist
1980; 20: 649-55.

Confiicts of interest: The author declares the absence
of conflicts of interest.

Address for correspondence

Fulvia Signani

Direzione Sanitaria,

Azienda Sanitaria Locale Ferrara

Via A Cassoli, 30

40121 Ferrara

email f.signani@ausl fe.it / sgnflv@unife.it



