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Abstract  

We examined whether cultural sexism (county- and state-level gender attitudes) 

moderates the efficacy of psychotherapies by re-analyzing data from a previous meta-analysis of 

youth psychotherapy randomized controlled trials (4,233 effect sizes (ESs) from 319 studies; 

N=20,513; ages 4-18). Higher cultural sexism was associated with lower ESs for studies with 

³50% girls; this association became stronger as the proportion of girls in the samples increased. 

Cultural sexism was unrelated to ESs for studies with >50% boys. An interaction between state- 

and county-level sexism revealed that psychotherapies were most beneficial when they were 

conducted in states and counties with the lowest levels of cultural sexism. Thus, the context in 

which psychotherapies are delivered is associated with psychotherapy efficacy for girls. 

Keywords: cultural sexism, psychotherapy, treatment effectiveness, gender, children and 

adolescents   

Public Significance Statement: This spatial meta-analysis found that psychotherapy 

randomized controlled trials with samples comprised of a majority of girls were significantly less 

effective in states with higher vs. lower levels of cultural sexism. These findings suggest that 

examining the social contexts in which psychotherapy interventions are delivered may yield new 

insights into who benefits most (and least) from mental health treatments.  

Trial registration: PROSPERO identifier CRD42017072759 
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Cultural Sexism Moderates Efficacy of Psychotherapy:  

Results from a Spatial Meta-Analysis  

One of the most pressing issues in psychotherapy research is evaluating  

treatment effect heterogeneity (Bloom & Michalopoulos, 2013; Reardon & Stuart, 2017)—that 

is, identifying for whom, and under what conditions, mental health is improved by the 

interventions received. To date, studies have focused almost exclusively on the identification of 

individual (e.g., gender, race) and study-specific (e.g., treatment modality) characteristics that 

moderate intervention efficacy. Consequently, it remains largely unknown whether contextual 

features of the broader social environment in which therapies occur are associated with 

intervention impact (Johnson et al., 2017). The lack of research on contextual mechanisms that 

may affect therapy response is striking, given the robust literature that social/contextual 

factors—including income inequality (Pickett et al., 2006), social capital (Flores et al., 2017), 

neighborhood violence (Fowler et al., 2009), and community-level prejudice (Hatzenbuehler, 

2016), among many others—shape mental health outcomes. The current paper seeks to address 

this gap in the literature by examining whether one potential contextual risk factor for mental 

health—cultural sexism—is associated with reduced intervention efficacy among girls receiving 

psychotherapy treatment. To address this research question, we draw on and integrate several 

relevant literatures from psychology, sociology, and public health—including gender as a social 

structure (Risman, 2004; 2017), feminist psychology (Brown, 2018), and macro-level stigma 

(Hatzenbuehler, 2016)—and utilize a recent innovation in studying contextual moderators of 

intervention efficacy: spatial meta-analysis (Johnson et al., 2017). 

Psychopathology and Psychotherapy among Girls 
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 Girls and women evidence higher rates of internalizing problems (e.g., depression, 

anxiety) relative to boys and men. Meta-analyses suggest that throughout adolescence and 

adulthood, girls are much more likely than boys to experience depression (Salk et al., 2017; 

Twenge & Nolen-Hoeksema, 2002), with adolescent girls and women being twice as likely to be 

diagnosed with major depression (Merikangas et al., 2011). Similar gender differences with 

respect to magnitude and chronicity have been found in studies of anxiety, with these disparities 

emerging even earlier (i.e., around age 6; Kessler et al., 2005). Although boys are significantly 

more likely than girls to be diagnosed with externalizing disorders (e.g., conduct disorder, 

attention deficit hyperactivity disorder (ADHD; Merikangas et al., 2011), this disparity is 

narrowing (Moffitt, 2003).  

 Studies of nationally-representative samples of youth indicate that boys are significantly 

more likely to use therapy compared to girls (Simpson et al., 2008), even in samples limited to 

youths with depression symptoms, externalizing problems (Zimmerman, 2005), and serious 

emotional and behavior difficulties (Simon et al., 2015). Several reasons have been posited, 

including that boys’ problems are more overt and thus more likely to be identified by adults who 

refer them to treatment (Gaub & Carlson, 1997). Despite differences in treatment utilization, 

outcomes do not appear to systemically differ across girls and boys in studies of internalizing 

treatment (Nilsen et al., 2013), though exceptions exist (e.g., Watson & Nathan, 2008).   

 There is a large literature on the causes of the gender disparity in internalizing 

psychopathology, with explanations emphasizing the multilevel interplay of biological, 

psychological, social, and macro-level (e.g., structural and cultural) factors (for a review, see 

Hatzenbuehler & McLaughlin, 2017). While empirical research has largely focused on 

identifying individual and interpersonal factors, feminist psychotherapy has long asserted that 
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contextual factors related to gender and gender inequality—including sex roles, gender 

socialization, and the stigmatization of girls and women—contribute to psychological difficulties 

among girls and women (Miller, 1976). In locating the causes of mental health problems in the 

larger social context, feminist psychotherapists therefore emphasize treatment components such 

as consciousness-raising, gender-role analysis, and social activism (Israeli & Santor, 2000).  

Gender as a Social Structure 

The theoretical arguments made in feminist psychotherapy are echoed in the sociological 

literature on gender as a social structure. In her seminal theory, Risman (2004) articulates the 

importance of an integrative, multi-level approach to the study of gender and sexism, with an 

explicit acknowledgment that individual, interactional, and macro levels are equally integral and 

complementary features of a larger social stratification system. Accordingly, gender inequality is 

produced at each level: through the development of gendered selves (the individual level); during 

interactions where boys/men and girls/women face distinct expectations, even when occupying 

similar status positions (the interactional level); and in institutional domains where resources and 

opportunities are distributed unevenly based on gender (the macro level). 

In a recent revision to this theory, Risman (2017) stressed the importance of 

differentiating between cultural and material dimensions at each level of the gender structure. 

Cultural dimensions are conceptualized as hegemonic and ideological beliefs (macro level), 

interpersonal expectations and stereotypes (interactional level), and internalized gendered selves 

(individual level). Material dimensions, in contrast, include the distribution of resources (macro 

level), access to social networks (interactional level), and the physical body (individual level).  

Macro-Level Material Sexism 

 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 6 

Research on the physical and mental health consequences of macro-level sexism has 

focused largely on the material (vs. cultural) dimensions of the gender structure. These studies 

have leveraged variation in macro-level sexism across geographic units of analysis (e.g., 

countries, states, counties) using a variety of indicators of material sexism—which frequently 

include indices of women’s economic, political, and reproductive autonomy, both as absolute 

(e.g., the percentage of women living below the poverty line) and relative measures (e.g., the 

ratio of women to men living below the poverty line). This work has shown that women living in 

U.S. states with relatively higher macro-level material sexism—i.e., with relatively higher rates 

of women’s poverty, higher wage gaps, fewer legal protections, and less female representation in 

state government—are more likely to experience intimate partner violence, poor self-rated 

health, more chronic health conditions, poor physical functioning, and premature mortality (for a 

review, see King et al., 2020). County-level variation in macro-level material sexism in the U.S. 

has similarly been linked to differences in risk for female homicide (Vieraitis et al., 2016), child 

and infant homicide (Hunnicutt, 2007), and intimate partner violence (Gillespie  & 

Reckdenwald, 2017).  

Regarding mental health specifically, two studies have found that women residing in 

states with higher levels of macro-level material sexism—measured using four composite indices 

representing employment and earnings, political participation (e.g., women’s voter turnout and 

women’s representation in government), economic autonomy (e.g., women’s small business 

ownership), and reproductive rights—had higher rates of any mood disorder, depressive 

symptoms, major depression, and post-traumatic stress disorder (Chen et al., 2005; McLaughlin 

et al., 2011). While relatively less attention has been paid to the relationship between macro-

level material sexism and girls’ health, one study found that higher state-level sexism (measured 
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using the same four composite indices as above) was related to higher rates of teen pregnancy 

(Koenen et al., 2006).  

Macro-Level Stigma and Mental Health 

This work has provided important advancements in understanding how the material 

dimensions that underlie macro-level sexism increase risk for poor outcomes among women, 

including psychopathology. Yet, there is a dearth of research focusing specifically on the mental 

health consequences of cultural dimensions of macro-level sexism—operationalized as 

ideological beliefs and gender norms—despite calls for this type of work (Risman, 2017; Salk et 

al., 2017). There is, however, an emerging body of empirical evidence that macro-level stigma, 

as measured via community-level ideologies and norms, can affect the mental health of low-

status and marginalized groups (for reviews, see Hatzenbuehler, 2016; 2017a, b). In these 

studies, individuals’ attitudes (both implicit and explicit) related to particular stigmatized groups 

are aggregated to the community level—defined at various geographic scales (e.g., counties, 

states)—such that the level of stigma can be compared across communities. Aggregated social 

norms have been used in previous research to measure macro-level stigma across a range of 

groups, including Black people (e.g., Leitner et al., 2016), immigrants (e.g., Morey et al., 2017), 

lesbian, gay, and bisexual (LGB) populations (e.g., Hatzenbuehler et al., 2017), individuals with 

serious mental health problems (e.g., Evans-Lacko et al., 2012), and individuals living with 

HIV/AIDS (e.g., Miller et al., 2011; 2016).  

This work has shown that macro-level stigma is associated with numerous adverse 

psychosocial and health outcomes among the stigmatized, including self-stigma (Evans-Lacko et 

al., 2012), disclosure concerns (Miller et al., 2011), symptoms of psychological distress (Miller 

et al., 2016), hypervigilance and hopelessness (Russell & Richards, 2003), perceived stress 
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(Rostosky et al., 2009), poor self-rated health (Hatzenbuehler et al., 2017b), and even shortened 

lifespans (Leitner et al., 2016). For instance, in one study, researchers measured macro-level 

stigma using aggregated data on public attitudes about people with mental health problems from 

14 European countries. The study found that among people diagnosed with serious mental health 

problems, those living in countries with lower levels of stigma related to mental health problems 

reported lower rates of self-stigma and perceived discrimination than those in countries with 

higher levels of stigma (Evans-Lacko et al., 2012). In another study, researchers inferred macro-

level stigma by collecting data on the share of votes for (or against) same-sex marriage in a 

national postal plebiscite on proposed same-sex marriage legislation in Australia. LGB people 

reported worse life satisfaction, lower social support, and poorer mental health outcomes in 

constituencies where the residents had higher (vs. lower) shares of voters against same-sex 

marriage, controlling for individual- and contextual-level factors (Perales & Todd, 2018).    

Spatio-Temporal Meta-Analyses 

Thus, emerging evidence indicates that macro-level stigma, measured via aggregated 

norms and ideologies, can negatively affect the mental health of low-status and marginalized 

groups. In the current study, we examine another potential way in which macro-level stigma and 

prejudice, as it specifically relates to sex/gender (referred to as cultural sexism, herein), may 

adversely affect mental health—namely, through undermining the efficacy of psychotherapy for 

girls. Addressing this research question is methodologically challenging, however, because most 

therapy studies are conducted in only one, or a few, communities. Limited variation in the social 

contexts of most studies precludes sensitive tests of whether contextual factors, such as cultural 

sexism, moderate intervention efficacy, because individuals are ubiquitously exposed to the same 
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environment, limiting the variation necessary to detect associations between contextual factors 

and intervention efficacy (should one exist).  

Fortunately, recent advances in meta-analysis include a method for addressing this gap in 

the literature. Spatio-temporal meta-analyses allow for the measurement and statistical modeling 

of community contexts (e.g., prejudicial norms, economic inequality) and temporal dimensions 

(e.g., cultural trends) in relation to intervention efficacy (Johnson et al., 2017). Using this method 

to investigate whether particular social contexts explain heterogeneity of intervention effects 

may have important theoretical and practical implications. Spatio-temporal meta-analysis can be 

used to test conceptual models of the effects of social contexts on health, such as ecological 

(Bronfenbrenner, 1979) and social stress (Aneshensel & Phelan, 1999) theories. Practically, 

results from spatio-temporal meta-analyses may shed light on where interventions have (and 

have not) been conducted, and can suggest the development of new, adjunctive treatment 

modalities to enhance intervention efficacy in contexts where they are underperforming (Johnson 

et al., 2017).  

In one of the first applications of spatio-temporal meta-analysis to behavioral and 

psychological interventions, Reid and colleagues (2014) re-analyzed a previously published 

meta-analytic database with information on effect sizes from 78 HIV prevention interventions 

aimed at improving condom use among African Americans. These individual-level interventions 

were geographically heterogeneous—that is, they took place across the U.S. in communities that 

differed in levels of macro-level racism, which was operationalized via measures of anti-Black 

attitudes and racial residential segregation. The interventions improved condom use among 

African Americans only in communities with low levels of macro-level racism (i.e., those with 

relatively positive attitudes toward African Americans and low levels of residential segregation). 
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Conversely, the interventions were ineffective when conducted in communities with the highest 

levels of racism (Reid et al., 2014). In addition, moderation analyses indicated that the 

association between macro-level racism and intervention efficacy was strongest among 

adolescents, a developmental period when social identities are still developing and when external 

evaluations, especially of marginalized statuses, may be especially salient (e.g., Gibbons et al., 

2007).    

The Current Study 

The current study builds on the important contributions of this previous spatio-temporal 

meta-analysis by: 1) examining a different feature of the social context (i.e., cultural sexism); 

and 2) exploring a different intervention target (i.e., psychotherapies for youth). In addition, 

while prior work has tended to measure macro forms of stigma and sexism at a single level of 

analysis (e.g., countries: Pachankis et al., 2015; states: Homan, 2019; counties: Reid et al., 2014), 

the current study examined cultural sexism simultaneously across two geographic scales: states 

and counties. This dual measurement approach is important, because measuring cultural sexism 

at a single level of analysis (e.g., states only) may obscure heterogeneity across levels (i.e., more 

proximal environments can have attitudinal contexts that differ from the state level). Moreover, 

examining cultural sexism at more than one level permits the examination of cross-level 

interactions to determine whether cultural sexism at the state and county level interact to predict 

intervention efficacy. Because we examined cultural sexism at more than one level, it was 

necessary to measure it in similar ways across states and counties such that their association with 

intervention efficacy could be compared. Consequently, we operationalized cultural sexism using 

a composite index of items measuring aggregated social norms, consistent with numerous studies 

that have used similar attitudinal indices to measure various forms of macro-level stigma (e.g., 
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Evans-Lacko et al., 2012; Hatzenbuehler et al., 2017b; Miller et al., 2011; Leitner et al., 2016) as 

well as cultural sexism, specifically (e.g., Charles et al., 2018). These items were obtained from 

two publicly available sources: (1) Project Implicit, which provided implicit gender attitudes 

from the Implicit Association Test (IAT) and (2) the General Social Survey, which provided 

explicit measures of gender role attitudes (e.g., whether it is better for women to stay home and 

care for children) and sexist beliefs (e.g., whether men are more emotionally suited for politics 

than women).    

Based on theories of gender as a social structure (Risman et al., 2004; 2017), the work of 

Reid and colleagues (2014), and the emerging research on the mental health consequences of 

macro-level stigma (Hatzenbuehler, 2016), we hypothesized that therapies conducted in 

communities with higher (vs. lower) levels of cultural sexism would be less effective in study 

samples with a majority of girls. We examined whether this relationship remained robust after 

controlling for contextual factors that may co-vary with cultural sexism and intervention 

efficacy, and thus serve as confounders. We also explored whether study characteristics known 

to moderate the effectiveness of youth psychotherapy interventions (Weisz et al., 2017) may bias 

results if they were not randomly distributed across low- and high-cultural sexism studies in our 

sample. Finally, to determine whether this association was specific to samples with a majority of 

girls, a specificity analysis examined whether cultural sexism moderated intervention efficacy 

among study samples with mostly boys. The inclusion of this negative control analysis (Lipsitch 

et al., 2010) helps to improve inferences; if the association between cultural sexism and 

intervention efficacy is found only among majority-girl samples, it improves the likelihood that 

results are not confounded by other contextual factors associated with cultural sexism.  

Methods 
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Information Sources and Study Selection  

We examined a subset of studies from a larger database used in previous meta-analyses, 

described in detail elsewhere (Weisz et al., 2017, 2019). The larger database included peer-

reviewed randomized controlled trials (RCTs) of youth psychotherapy published in English and 

identified in PsycINFO and PubMed between the years of 1963 and 2017. Studies were included 

if: (a) participants were selected and treated for depression, anxiety, conduct problems, and/or 

ADHD, (b) the mean sample age was between 4 and 18 years, (c) participants were randomly 

assigned to a treatment versus control condition and at least one treatment condition was 

psychotherapy, and (d) outcome measures were administered to both treatment and control 

groups. Studies were reliably coded for several study and sample characteristics, study quality 

indicators, and moderators examined in the original meta-analysis (additional data collection 

details available in Weisz et al., 2017, 2019).   

Inclusion Criteria 

In the present meta-analysis, studies were included if they (a) provided data on sample 

gender composition, (b) were conducted in the U.S. and (c) provided post-treatment scores on an 

outcome targeted by the intervention (e.g., a depression measure for a depression treatment 

RCT). With respect to the first inclusion criterion, nine studies occurred in multiple states. In 

sensitivity analyses, we removed these to ensure that their inclusion did not influence the 

direction or magnitude of the findings (see Online Supplement, Appendix S1). With respect to 

the third inclusion criterion, we examined clinical outcomes specifically targeted by the 

intervention, rather than including the diverse array of non-targeted, non-mental health measures 

sometimes included in study measurement models (e.g., time spent traveling to treatment 
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sessions, marital relationship of parents), consistent with previous meta-analyses focused on 

clinical outcomes that the treatments were designed to impact (e.g., Weisz et al., 2019).  

Primary analyses were limited to studies (N=95) with samples comprised of 50% or more 

girls (see Online Supplement, References S1). We chose this cutoff for several reasons: (1) 

consistent with clinical research trials in general (Phillips & Hamberg, 2016; Welch et al., 2017), 

most youth psychotherapy studies do not report sex-specific outcome data (e.g., data allowing for 

the calculation of separate effect sizes for girls and boys); (2) a prior study examining 

associations between macro-level racism and intervention efficacy among majority-Black 

samples used this same cut-off (Reid et al., 2014); (3) it ensures sufficient statistical power (i.e., 

a more stringent cut-off would reduce the sample size); and (4) it avoids potential selection bias 

if we were to examine our research question using only the very small number of studies that 

were conducted with 100% girls (n=12). Given that gender composition of the studies is a binary 

variable, and that some studies included 50/50 girls/boys, using ³50% boys would result in 

redundancies across models. Consequently, the negative control analysis is presented using 

intervention samples with greater than 50% boys.  

Moderator Calculation  

State-level cultural sexism was calculated using a composite index of 11 items that were 

compiled via explicit and implicit attitudinal indicators (n=19 candidate indicators) from 2 

sources: Project Implicit (pooled across years 2003-2018) and the General Social Survey (pooled 

across years 1974-2014). The explicit indicators directly queried gender role attitudes (e.g., 

whether it is better for women to stay home and care for children) and sexist beliefs (e.g., 

whether men are more emotionally suited for politics than women, whether the gender disparity 

in STEM positions is due to differences in work ethic), whereas the implicit indicators were 
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obtained through the Implicit Association Test (IAT) examining to what extent respondents 

associate gender with career and scientific domains. These items were pooled and averaged to 

the state level (see Online Supplement, Appendix S2 and Table S1 for more details). 

A factor score was created for each state by using exploratory factor analysis with a 

factor loading cut off of 0.50 (see all scores in Online Supplement, Table S2). The analysis was 

performed using PROC FACTOR in SAS 9.4, with the prior communality estimate fixed at 

squared multiple correlations with all other variables and oblimin rotation. Cultural sexism was 

also treated categorically using the “factor” function in the R metafor package (Viechtbauer, 

2010), allowing us to simultaneously compare minimum, median, and maximum levels (i.e., 

tertiles) of cultural sexism observed in the final sample (Figure 1). Across the 32 states included 

in our analytic sample, cultural sexism ranged from -1.91 to 1.89 (M=-0.45, SD=0.86). The 

majority of studies (n=67, k=694) were conducted in states with lower levels of cultural sexism, 

with only 26 studies (k=375) conducted in states with cultural sexism higher than the national 

average (i.e., above 0).  

To calculate county-level sexism across 86 counties in the analytic sample, we retained 8 

of the 11 indicators from the state-level models that were also available at the county level 

(described in the Online Supplement, Appendix S2) and ran a confirmatory factor analysis with 

these items; counties were then assigned factor scores. As in the state-level analyses, the majority 

of studies in the analytic sample took place in counties with aggregate sexism levels lower than 0 

(n=89, k=997). Across the 86 counties included in our analytic sample, cultural sexism ranged 

from -1.45 to 0.27 (M=-0.8, SD=0.36). 

Covariates 
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 We considered 6 state-level factors that could theoretically serve as common causes of 

both cultural sexism and intervention efficacy but that had not been used as indicators of macro-

level sexism in prior work (e.g., religiosity): population density; two demographic characteristics 

associated with gender norms (percent foreign born, percent non-Hispanic White); two indicators 

of area-level income (percent poverty, median household income); and an indicator of inequality 

(Gini coefficient). Only two (Gini coefficient and median household income) were significantly 

associated with both cultural sexism and intervention efficacy, and were thus included as 

covariates in all analyses. In the Online Supplement, data sources, descriptions, and years are 

shown in Appendix S3 and the correlation matrix in Table S3.  

We additionally examined two study-level variables and one effect size-level variable 

that predicted intervention efficacy in the larger meta-analytic database (Weisz et al., 2019): 1) 

targeted problem (e.g., internalizing problems); 2) informant (e.g., youth-reported symptoms); 

and 3) control condition (e.g., waitlist, usual care). While these are not confounders (i.e., they 

could not plausibly cause state-level cultural sexism), if these study-level characteristics exhibit 

similar geographic heterogeneity to state-level cultural sexism, it could spuriously influence 

results. That is, if the majority of study-level characteristics were coincidentally clustered in 

high-sexism states, it could create an apparent association between cultural sexism and 

intervention efficacy that was due to chance distributional differences alone. To rule out this 

possibility, we examined whether these characteristics were related to either cultural sexism or 

intervention efficacy and found that they were not; thus, these variables were not controlled in 

our analysis.  

Statistical Analyses  
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Cohen’s d was calculated for each study outcome measure (i.e., effect size; ES), 

reflecting the standardized mean difference between treatment and control groups at the end of 

treatment. ES was calculated using both sampling variation for each ES (Level 1) and within-

study variation (Level 2). Hedges small sample correction was then added to all ESs to produce 

an unbiased estimate of the population standardized mean difference (g) (Hedges & Olkin, 

1985). To reduce bias, all analyses weighted ES by the inverse of the sampling variance (Hedges 

& Olkin, 1985), and the residual degrees of freedom was used to compute the denominator 

degrees of freedom for fixed effects. Weighting increases the efficiency of estimates by giving 

more weight to ESs with greater precision (i.e., smaller standard errors; Hedges et al., 2010).  

Weighted two-level random-effects models (Cheung, 2014) were conducted with the metafor 

package of R Version 3.5.1. Random effects models allow for a distribution of true ES, rather 

than assuming one true effect exists across studies (Lipsey & Wilson, 2001; see Online 

Supplement, Appendix S4 for analysis code).  

All studies included multiple outcomes (i.e., ESs), thus violating the assumption of 

independent ESs. Due to the many shortcomings associated with choosing just one ES or 

averaging ESs (Cheung, 2014), all ESs measuring a problem targeted by the intervention were 

included. Of note, adjustments for ES-dependency are unnecessary for meta-analyses aimed at 

examining general patterns, and excluding such adjustments provides conservative estimates 

(Hedges, 2006). Moreover, our moderator, cultural sexism, was measured at the study level 

(rather than the outcome level), thus partially accounting for ES-dependency (i.e., all ESs in a 

given study are associated with the same value of cultural sexism). Nevertheless, we ran an 

additional sensitivity analysis that accounted for clustering within studies. Although this model 

significantly reduced statistical power, results were in the same direction and magnitude as the 
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two-level model (see Online Supplement, Appendix S5), indicating that dependency did not bias 

our results.   

Our analysis proceeded in several steps. We first tested an interaction between state-level 

cultural sexism and gender composition in predicting intervention efficacy to determine whether 

the association between cultural sexism and ES differed for samples with more girls (vs. boys). 

Finding that it did, we tested our primary hypothesis through a stratified analysis, where the 

moderating role of state-level cultural sexism on intervention efficacy was examined through 

meta-regression separately for samples with 50% or more girls, and for samples with more than 

50% boys.  

We ran two additional analyses to strengthen inferences. First, we used a more stringent 

cut-off to examine the association between state-level cultural sexism and intervention efficacy 

by restricting analyses to samples with 75% or more girls. Although this analysis reduced our 

statistical power, it enabled us to determine whether the association between state-level cultural 

sexism and intervention efficacy became stronger as the proportion of girls in the study sample 

increased. By increasing the specificity of our sampling criterion (i.e., increasing the threshold 

for majority girls from 50% to 75%), we would anticipate that the magnitude of the effect of 

cultural sexism should increase (i.e., reduce any bias towards the null), if the ES is indeed 

associated with sexism and not some related contextual factor. Second, while these previous 

analyses examined state-level cultural sexism as a continuous measure, we conducted an 

additional analysis examining this variable as a categorical moderator representing tertiles of 

cultural sexism (high, medium, low). This enabled us to determine whether we had evidence of a 

dose-response association between state-level cultural sexism and intervention efficacy among 

samples with 50% or more girls. Both of these approaches were designed to strengthen our 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 18 

confidence in the validity of our main findings, as other contextual, state-level characteristics 

related to cultural sexism would be unlikely to exhibit either a higher magnitude of effects in a 

more specific subsample (i.e., super-majority girls) or a dose-response relationship.       

Next, we examined associations between cultural sexism and intervention efficacy at the 

county level in samples with 50% or more girls. Finally, to examine the cross-level interaction 

between county- and state-level sexism, ESs were grouped into 4 categories based on whether 

the cultural sexism score was above or below the sample median: 1) high county/high state, 2) 

low county/high state, 3) high county/low state, 4) low county/low state.  

Consistent with recommended practices for spatial meta-analyses, we also examined 

whether residuals in our primary model were correlated geographically (i.e., spatial 

autocorrelation) by calculating Moran’s I (Johnson et al., 2017). The Moran’s I test did not detect 

residual spatial autocorrelation, suggesting that model errors were randomly distributed in space 

(i.e., across states) and that no model adjustments were necessary.  

Results 

Study Selection and Study Characteristics  

Of the larger database (Weisz et al., 2019), 4,233 ESs from 319 RCTs (N=20,513) met 

inclusion criteria for the current study (Figure S1, Online Supplement). These studies were 

published between 1963 and 2017. Our primary analytic sample included studies with samples of 

50% or more girls (1,069 ESs; 95 RCTs, N=7,696). Therapies targeted a variety of problems, 

including ADHD (1 study), conduct (14 studies), anxiety (46 studies), depression (33 studies), 

and anxiety and depression (1 study). Studies tested one or more: youth-focused behavioral 

treatments (n=52), youth-focused non-behavioral treatments (n=22), caregiver/family-focused 

behavioral treatments (n=7), caregiver/family-focused nonbehavioral treatments (n=4), or 
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multiple types of treatments (e.g., youth-focused behavioral and youth-focused nonbehavioral 

treatments; n=10).  

Previously conducted tests of publication bias (i.e., a funnel plot, Egger’s weighted 

regression test, trim-and-fill, and an analysis of “zero-effect” studies) and study quality (i.e., via 

mixed models, and included measures of participant blindness to assessment, attrition, and 

measurement objectivity) indicated that publication bias was present but minimally impacted 

results, and that study quality was unrelated to ES (see Weisz et al., 2017, 2019 for details).  

Associations between Cultural Sexism and Intervention Efficacy 

A two-level random effects meta-regression analysis indicated a significant interaction 

between cultural sexism and gender composition (p<.0001). Stratified analyses showed that 

higher state-level cultural sexism was associated with significantly lower effect sizes for studies 

with ³50% girls (adjusted β=-0.050, CI: -0.09, -0.01, p<0.05; Table 1); in contrast, state-level 

cultural sexism was unrelated to effect sizes in studies with >50% boys (N=224, k=3164; 

β=0.002, CI: -0.02, 0.02, p=0.82). This result indicates that the association between cultural 

sexism and intervention efficacy was specific to samples with a majority of girls (Figure 2). The 

robustness of these results was further supported by an additional analysis of studies with 75% or 

more girls (n=26; k=357). The beta estimate was stronger than in studies with 50% or more girls 

(adjusted β=-0.12, CI: -0.22, -0.03, p<0.05), demonstrating that the association between state-

level cultural sexism and smaller intervention effects became more robust as the proportion of 

girls in the study sample increased.    

State-level cultural sexism was subsequently examined as a categorical moderator 

representing tertiles, with the values dummy coded and compared, to further probe this finding. 

Among intervention samples with 50% or more girls, ESs were lowest in states in the highest 
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tertile of state-level cultural sexism (g=0.19), compared to states in the middle (g=0.21) and 

lowest (g=0.30) tertiles (Table 1). ESs differed significantly between states with low and high 

cultural sexism (t=-2.21, p<0.05), but not between states with median and low cultural sexism, 

nor between median and high cultural sexism. 

The beta estimate for county-level cultural sexism was slightly stronger than the state-

level analysis, but did not reach statistical significance (β=-0.065, CI: -0.17, 0.04, p=0.24). 

However, there was a cross-level interaction between state- and county-level cultural sexism, 

which revealed that intervention studies with 50% or more girls had the strongest effect sizes 

when they were conducted in counties and states with the lowest levels of cultural sexism 

(predicted g=0.34, p<0.001). This predicted ES was significantly larger than the ESs for studies 

in the high county/high state group (predicted g=0.24, t=2.1, p<0.05), and in the other two 

groups (i.e., studies in low county/high state and in high county/low state; ts=-3.3 and -3.9, 

respectively, ps<0.01).   

Discussion 

Our spatial meta-analysis indicated that psychotherapy randomized controlled trials with 

samples comprised of a majority of girls were significantly less effective in states with higher vs. 

lower levels of cultural sexism. This association was observed even after control for contextual-

level factors associated with cultural sexism and intervention efficacy, including another 

indicator of macro-level inequality (i.e., Gini coefficient). Importantly, the association between 

state-level cultural sexism and intervention efficacy became stronger as the proportion of girls in 

the study sample increased. Results also revealed an apparent dose-response relationship across 

categorical levels of cultural sexism, with substantive differences between the highest (predicted 

g=0.30) and lowest (predicted g=0.19) tertiles of state-level cultural sexism.  
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The estimate for county-level cultural sexism was comparable to that observed at the 

state level but did not reach statistical significance. This may be due to less precision at the 

county level, as fewer respondents contributed to the attitudinal measures at this geographic 

level, introducing measurement error in estimating the true mean values of county-level sexism. 

In addition, the range of cultural sexism at the county level was smaller than that at the state 

level, restricting variability, and thus statistical power. However, the cross-level interaction 

between state- and county-level cultural sexism was statistically reliable, indicating that the 

strongest benefits of psychotherapy studies with a majority of girls were observed in states and 

counties with the lowest levels of cultural sexism. Finally, the fact that state-level cultural sexism 

was unrelated to intervention efficacy for samples with a majority of boys suggests that our 

results are specifically attributable to cultural sexism, rather than to associated factors. In other 

words, if cultural sexism is merely a proxy for other contextual factors (e.g., socioeconomic 

status, conservatism), it should operate similarly (i.e., be associated with reduced treatment 

efficacy) among samples of both boys and girls.  

Spatial meta-analysis is uniquely suited to addressing our research question, because it 

capitalizes on the substantial heterogeneity in exposure to cultural sexism that occurs across 

individual studies. Because these individual studies are typically conducted in a single location, 

the context is invariant, and thus it is not possible to detect associations between contextual 

factors and intervention efficacy. As such, these results provide a novel demonstration that 

contextual features related to cultural sexism may undermine the efficacy of psychotherapy 

interventions comprised of samples with a majority of girls.  

 At the same time, our approach is less well-suited for answering questions of 

mechanism—that is, why therapies in high cultural sexism states are less effective among study 
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samples with more girls. Given established associations between community-level prejudice and 

adverse outcomes (Hatzenbuehler, 2016; 2017a, b), it is possible that girls in communities with 

high levels of cultural sexism arrive at treatment with elevated mental health symptoms and other 

psychosocial problems that render them less able to derive benefit from psychotherapy. 

Alternatively, girls may enter treatment in high and low sexism communities with similar levels 

of psychopathology, but cultural sexism may increase risk for certain psychosocial processes that 

negatively affect treatment engagement and/or retention once therapy is initiated. In preliminary 

support of this idea, macro-level stigma is associated with higher levels of social isolation 

(Perales & Todd, 2018), hypervigilance and hopelessness (Russell & Richards, 2003), and 

perceived stress (Rostosky et al., 2009), some of which impede upon intervention uptake or 

response, or both (Alfano et al., 2009; Gallagher & Resick, 2012). Finally, it is possible that 

cultural sexism continually undermines any gains made in psychotherapy because these contexts 

lack the type of structural supports necessary for girls to incorporate the skills learned in therapy 

into their daily lives. We are unable to test these competing explanations because, like all meta-

analyses, we are limited by the data that could be reliably coded across all of the studies included 

in the meta-analytic database. Future research is therefore needed to identify the causal 

mechanisms underlying our findings, which can point to the most effective ways to modify 

psychotherapies delivered in environments characterized by high levels of cultural sexism to 

ensure that they are maximally efficacious.   

Our results are consistent with those of Reid and colleagues (2014), who found that a 

health behavior intervention for African Americans was less effective in areas high in racial 

prejudice. Thus, there is now evidence across two studies focusing on different forms of macro-

level stigma and prejudice (race, gender) and different intervention foci (HIV prevention 
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interventions, psychotherapy) showing that psychological interventions conducted in 

communities with higher levels of stigma and prejudice are less effective than those conducted in 

low-stigma contexts. It is therefore worth considering the implications of these emerging results 

for clinical and public health interventions. If future research continues to replicate this finding, 

there would be additional evidence that cultural sexism should be addressed via structural- and 

community-level interventions to enhance the success of psychological interventions conducted 

and disseminated in these contexts. While structural interventions to reduce sexism are rare, 

examples of structural approaches in other areas exist (e.g., Chaudoir et al., 2017), supporting the 

utility of this approach.  

At the same time, changing social structures can be a protracted process, and thus clinical 

interventions are necessary to assist individuals in high-sexism contexts to cope effectively. In 

their meta-analytic study, Reid et al. (2014) found that interventions that tailored content to 

participants’ values and needs buffered against the adverse impact of structural racism on 

African Americans’ condom use, perhaps by reducing respondents’ distrust of intervention 

providers. The extent to which analogous forms of tailoring may improve girls’ therapy response 

in the context of cultural sexism remains an open question. Further, recent research (Pachankis et 

al., 2020) has demonstrated that brief, online interventions that promote personal (e.g., self-

acceptance) and interpersonal (e.g., social support) coping are effective in reducing 

psychological distress among sexual minority youth living in high-stigma, low-resource settings 

(i.e., Appalachia). This dual focus on individual and structural levels aligns with best practices in 

intervention research, as it is increasingly recognized that multi-level approaches are needed to 

reduce stigma and its negative consequences (e.g., Rao et al., 2019).  
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Our study has several limitations. First, our sample included only 32 states and 86 

counties, which resulted in a restricted range of our cultural sexism variables that over-

represented treatment trials in states and counties with lower levels of cultural sexism (see 

Online Supplement, Appendix S1). However, this restricted range would have reduced our 

statistical power to detect an association; thus, we have likely underestimated the association 

between cultural sexism and psychotherapy efficacy among samples with a majority of girls. In 

addition, this finding is important in its own right, because it suggests that psychotherapy 

interventions may not be currently disseminated in the communities where they are most needed 

(i.e., in high cultural sexism states and counties).  

Second, the datasets that we used to create the cultural sexism index had small sample 

sizes of survey respondents in most states and counties within individual years. Consequently, 

cultural sexism was aggregated across years to create a more stable estimate, and then analyzed 

as a time-invariant predictor. One potential limitation of this approach is that it does not capture 

changes in temporal trends in sexism. However, previous analyses of attitudinal data from the 

General Social Survey showed that while sexism decreased over time, the ranking of each state’s 

measure of cultural sexism relative to other states was stable across time (Charles et al., 2018). 

This finding indicates that the places with higher cultural sexism in previous decades remain so 

today despite national declines in sexism overall, suggesting that a time-invariant measure 

represents a valid measure of cultural sexism. Nevertheless, future research should determine 

whether the results obtained here are consistent when modeling cultural sexism as a time-varying 

moderator of intervention efficacy.  

Third, while the concept of macro-level sexism—in both its material and cultural 

dimensions—has existed for decades (e.g., Epstein, 1988; Kanter, 1977; Risman, 2004), its 
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operationalization in the health literature is a relatively recent occurrence, and most of the 

research has focused on examining material forms of macro-level sexism (e.g., Homan, 2019). 

We advance this literature by measuring cultural dimensions of macro-level sexism through the 

use of state- and county-level attitudinal measures. However, given that this field is still in its 

infancy, there is not yet a consensus on the best way to measure this construct. While we offer an 

empirically-derived approach to quantifying cultural sexism, further research is needed to 

determine the relative validity and precision of competing measurement approaches. In addition, 

future research could examine whether our results are generalizable to material dimensions of 

macro-level sexism, and whether material or cultural dimensions are more strongly associated 

with intervention efficacy among girls.  

 This is, to our knowledge, the first study to document that the social context surrounding 

girls may partially explain heterogeneity of treatment effects in therapies. Our findings suggest 

new avenues of research investigating whether existing psychotherapies might be adapted to 

enhance their effects among girls in environments with pronounced cultural sexism, and possibly 

a need for structural- and community-level interventions to target cultural sexism at its source. 

This research also joins an emerging body of evidence suggesting that the efficacy of 

psychological interventions may depend in part on the social contexts in which they are delivered 

(Johnson et al., 2017; Reid et al., 2014; Yeager et al., 2019). 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 26 

References 

Alfano, C. A., Pina, A. A., Villalta, I. K., Beidel, D. C., Ammerman, R. T., & Crosby, L. E. 

(2009). Mediators and Moderators of Outcome in the Behavioral Treatment of Childhood 

Social Phobia. Journal of the American Academy of Child & Adolescent Psychiatry, 

48(9), 945–953. https://doi.org/10.1097/CHI.0b013e3181af8216 

Aneshensel, C., & Phelan, J. C. (1999). Handbook of the sociology of mental health. Kluwer 

Academic / Plenum Publishers.  

Bloom, H., & Michalopoulos, C. (2013). When is the story in the subgroups? Prevention 

Science: The Official Journal of the Society for Prevention Research, 14, 179–188. 

https://doi.org/10.1007/s11121-010-0198-x 

Bronfenbrenner, U. (1979). The ecology of human development. the President and Fellows of 

Harvard College. 

Brown, L. S. (2018). Feminist therapy, 2nd ed (pp. xvi, 188). American Psychological 

Association. https://doi.org/10.1037/0000092-000 

Charles, K. K., Guryan, J., & Pan, J. (2018). The effects of sexism on american women: The role 

of norms vs. discrimination (Working Paper No. 24904). National Bureau of Economic 

Research. https://doi.org/10.3386/w24904 

Chaudoir, S. R., Wang, K., & Pachankis, J. E. (2017). What reduces sexual minority stress? A 

review of the intervention “toolkit.” The Journal of Social Issues, 73(3), 586–617. 

https://doi.org/10.1111/josi.12233	

Chen, Y.-Y., Subramanian, S. V., Acevedo-Garcia, D., & Kawachi, I. (2005). Women’s status 

and depressive symptoms: A multilevel analysis. Social Science & Medicine, 60(1), 49–

60. https://doi.org/10.1016/j.socscimed.2004.04.030 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 27 

Cheung, M. W.-L. (2014). Modeling dependent effect sizes with three-level meta-analyses: A 

structural equation modeling approach. Psychological Methods, 19(2), 211–229. 

https://doi.org/10.1037/a0032968 

Corrigan, P. W., Markowitz, F. E., & Watson, A. C. (2004). Structural levels of mental illness 

stigma and discrimination. Schizophrenia Bulletin, 30(3), 481–491. 

https://doi.org/10.1093/oxfordjournals.schbul.a007096 

Epstein, C. F. (1988). Deceptive distinctions: Sex, gender, and the social order. Russell Sage 

Foundation. 

Evans-Lacko, S., Brohan, E., Mojtabai, R., & Thornicroft, G. (2012). Association between public 

views of mental illness and self-stigma among individuals with mental illness in 14 

European countries. Psychological Medicine, 42(8), 1741–1752. 

https://doi.org/10.1017/S0033291711002558 

Flores, E., Fuhr, D., Bayer, A., Lescano, A., Thorogood, N., & Simms, V. (2017). Mental health 

impact of social capital interventions: A systematic review. Social Psychiatry and 

Psychiatric Epidemiology, 53, 107–119. https://doi.org/10.1007/s00127-017-1469-7 

Fowler, P., Tompsett, C., Braciszewski, J., Jacques-Tiura, A., & Baltes, B. (2009). Community 

violence: A meta-analysis on the effect of exposure and mental health outcomes of 

children and adolescents. Development and Psychopathology, 21(1), 227–259. 

https://doi.org/10.1017/S0954579409000145 

Frost, D. M. (2020). Hostile and harmful: Structural stigma and minority stress explain increased 

anxiety among migrants living in the United Kingdom after the Brexit referendum. 

Journal of Consulting and Clinical Psychology, 88(1), 75–81. 

https://doi.org/10.1037/ccp0000458 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 28 

Gallagher, M. W., & Resick, P. A. (2012). Mechanisms of Change in Cognitive Processing 

Therapy and Prolonged Exposure Therapy for PTSD: Preliminary Evidence for the 

Differential Effects of Hopelessness and Habituation. Cognitive Therapy and Research, 

36(6), 750–755. https://doi.org/10.1007/s10608-011-9423-6 

Gaub, M., & Carlson, C. L. (1997). Gender Differences in ADHD: A Meta-Analysis and Critical 

Review. Journal of the American Academy of Child, 36(8), 1036–1046. 

Gibbons, F. X., Yeh, H.-C., Gerrard, M., Cleveland, M. J., Cutrona, C., Simons, R. L., & Brody, 

G. H. (2007). Early experience with racial discrimination and conduct disorder as 

predictors of subsequent drug use: A critical period hypothesis. Drug and Alcohol 

Dependence, 88, S27–S37. https://doi.org/10.1016/j.drugalcdep.2006.12.015 

Gillespie, L. K., & Reckdenwald, A. (2017). Gender equality, place, and female-victim 

intimate partner homicide: A county-level analysis in North Carolina. Feminist 

Criminology, 12(2), 171–191. https://doi.org/10.1177/1557085115620479 

Hatzenbuehler, M. L. (2017). Advancing research on structural stigma and sexual orientation 

disparities in mental health among youth. Journal of Clinical Child and Adolescent 

Psychology, 46, 463-475.  

Hatzenbuehler, M. L. (2017). Structural stigma and health. In B. Major, J.F. Dovidio, & B.G. 

Link, (Eds.), The Handbook of Stigma, Discrimination and Health (pp. 105-121). Oxford: 

Oxford University Press. 

Hatzenbuehler, M. L. (2016). Structural stigma and health inequalities: Research evidence and 

implications for psychological science. The American Psychologist, 71(8), 742–751. 

https://doi.org/10.1037/amp0000068 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 29 

Hatzenbuehler, M. L., Flores, A. R., & Gates, G. J. (2017). Social Attitudes Regarding Same-

Sex Marriage and LGBT Health Disparities: Results from a National Probability Sample. 

Journal of Social Issues, 73(3), 508–528. https://doi.org/10.1111/josi.12229 

Hatzenbuehler, M. L., & Link, B. G. (2014). Introduction to the special issue on structural stigma 

and health. Social Science & Medicine (1982), 103, 1–6. 

https://doi.org/10.1016/j.socscimed.2013.12.017 

Hatzenbuehler, M. L., & McLaughlin, K. A. (2017). Sex, sexual orientation, and depression. 

https://doi.org/10.1093/oxfordhb/9780199973965.013.5 

Hatzenbuehler, M. L., & Pachankis, J. E. (2016). Stigma and Minority Stress as Social 

Determinants of Health Among Lesbian, Gay, Bisexual, and Transgender Youth. 

Pediatric Clinics of North America, 63(6), 985–997. 

https://doi.org/10.1016/j.pcl.2016.07.003 

Hatzenbuehler, M. L., Phelan, J. C., & Link, B. G. (2013). Stigma as a Fundamental Cause of 

Population Health Inequalities. American Journal of Public Health, 103(5), 813–821. 

https://doi.org/10.2105/AJPH.2012.301069 

Hedges, L. V. (2006). 29 Meta-Analysis. In Handbook of Statistics (Vol. 26, pp. 919–953). 

Elsevier. https://doi.org/10.1016/S0169-7161(06)26029-2 

Hedges, L. V., & Olkin, I. (1985). Statistical Methods for Meta-analysis. Academic Press. 

Hedges, L. V., Tipton, E., & Johnson, M. C. (2010). Robust variance estimation in meta-

regression with dependent effect size estimates. Research Synthesis Methods, 1(1), 39–

65. https://doi.org/10.1002/jrsm.5 

Homan, P. (2019). Structural Sexism and Health in the United States: A New Perspective on 

Health Inequality and the Gender System. https://doi.org/10.1177/0003122419848723 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 30 

Hunnicutt, G. (2007). Female status and infant and child homicide victimization in rural and 

urban counties in the U.S. Gender Issues, 24(3), 35–50. https://doi.org/10.1007/s12147-

007-9046-0 

Israeli, A. L., & Santor, D. A. (2000). Reviewing effective components of feminist therapy. 

Counselling Psychology Quarterly, 13(3), 233–247. 

https://doi.org/10.1080/095150700300091820 

Johnson, B. T., Cromley, E. K., & Marrouch, N. (2017). Spatiotemporal meta-analysis: 

Reviewing health psychology phenomena over space and time. Health Psychology 

Review, 11(3), 280–291. https://doi.org/10.1080/17437199.2017.1343679 

Kanter, R. M. (1977). Men and Women of the Corporation. 

https://www.hbs.edu/faculty/Pages/item.aspx?num=10807 

Kessler, R. C., Chiu, W. T., Demler, O., & Walters, E. E. (2005). Prevalence, Severity, and 

Comorbidity of Twelve-month DSM-IV Disorders in the National Comorbidity Survey 

Replication (NCS-R). Archives of General Psychiatry, 62(6), 617–627. 

https://doi.org/10.1001/archpsyc.62.6.617 

King, T. L., Kavanagh, A., Scovelle, A. J., & Milner, A. (2020). Associations between gender 

equality and health: A systematic review. Health Promotion International, 35(1), 27–41. 

https://doi.org/10.1093/heapro/day093 

Koenen, K. C., Lincoln, A., & Appleton, A. (2006). Women’s status and child well-being: A 

state-level analysis. Social Science & Medicine, 63(12), 2999–3012. 

https://doi.org/10.1016/j.socscimed.2006.07.013 

Leitner, J. B., Hehman, E., Ayduk, O., & Mendoza-Denton, R. (2016). Blacks’ Death Rate Due 

to Circulatory Diseases Is Positively Related to Whites’ Explicit Racial Bias: A 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 31 

Nationwide Investigation Using Project Implicit. Psychological Science, 27(10), 1299–

1311. https://doi.org/10.1177/0956797616658450 

Link, B. G., & Phelan, J. C. (2001). Conceptualizing stigma. Annual Review of Sociology, 27(1), 

363–385. https://doi.org/10.1146/annurev.soc.27.1.363 

Lipsey, M., & Wilson, D. (2001). Practical meta-analysis. https://idostatistics.com/lipsey-

wilson-2001-practical-meta-analysis-2001/ 

Lipsitch, M., Tchetgen, E. T., & Cohen, T. (2010). Negative controls: A tool for detecting 

confounding and bias in observational studies. Epidemiology (Cambridge, Mass.), 21(3), 

383–388. https://doi.org/10.1097/EDE.0b013e3181d61eeb 

Major, B., & O’Brien, L. (2005). The social psychology of stigma. Annual Review of 

Psychology, 56, 393–421. https://doi.org/10.1146/annurev.psych.56.091103.070137 

McLaughlin, K. A., Xuan, Z., Subramanian, S. V., & Koenen, K. C. (2011). State-level women’s 

status and psychiatric disorders among US women. Social Psychiatry and Psychiatric 

Epidemiology, 46(11), 1161–1171. https://doi.org/10.1007/s00127-010-0286-z 

Merikangas, K. R., He, J., Burstein, M., Swendsen, J., Avenevoli, S., Case, B., Georgiades, K., 

Heaton, L., Swanson, S., & Olfson, M. (2011). Service Utilization for Lifetime Mental 

Disorders in U.S. Adolescents: Results of the National Comorbidity Survey–Adolescent 

Supplement (NCS-A). Journal of the American Academy of Child & Adolescent 

Psychiatry, 50(1), 32–45. https://doi.org/10.1016/j.jaac.2010.10.006 

Miller, C. T., Grover, K. W., Bunn, J. Y., & Solomon, S. E. (2011). Community Norms About 

Suppression of AIDS-Related Prejudice and Perceptions of Stigma by People With HIV 

or AIDS. Psychological Science, 22(5), 579–583. 

https://doi.org/10.1177/0956797611404898 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 32 

Miller, C. T., Varni, S. E., Solomon, S. E., DeSarno, M. J., & Bunn, J. Y. (2016). Macro-level 

implicit HIV prejudice and the health of community residents with HIV. Health 

Psychology, 35(8), 807–815. https://doi.org/10.1037/hea0000314 

Miller, J. B. (1976). Toward a new psychology of women. Beacon Press. 

Moffitt, T. E. (2003). Life-course-persistent and adolescence-limited antisocial behavior: A 10-

year research review and a research agenda. In Causes of conduct disorder and juvenile 

delinquency (pp. 49–75). The Guilford Press. 

Morey, Y., Mellon, D., Dailami, N., Verne, J., & Tapp, A. (2017). Adolescent self-harm in the 

community: An update on prevalence using a self-report survey of adolescents aged 13-

18 in England. Journal of Public Health (Oxford, England), 39(1), 58–64. 

https://doi.org/10.1093/pubmed/fdw010 

Nilsen, T. S., Eisemann, M., & Kvernmo, S. (2013). Predictors and moderators of outcome in 

child and adolescent anxiety and depression: A systematic review of psychological 

treatment studies. European Child & Adolescent Psychiatry, 22(2), 69–87. 

https://doi.org/10.1007/s00787-012-0316-3 

Pachankis, J. E., Hatzenbuehler, M. L., Hickson, F., Weatherburn, P., Berg, R. C., Marcus, U., & 

Schmidt, A. J. (2015). Hidden from health: Structural stigma, sexual orientation 

concealment, and HIV across 38 countries in the European MSM Internet Survey. AIDS 

(London, England), 29(10), 1239–1246. 

https://doi.org/10.1097/QAD.0000000000000724 

Pachankis, J. E., Williams, S. L., Behari, K., Job, S., McConocha, E. M., & Chaudoir, S. R. 

(2020). Brief online interventions for LGBTQ young adult mental and behavioral health: 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 33 

A randomized controlled trial in a high-stigma, low-resource context. Journal of 

Consulting and Clinical Psychology, 88(5), 429–444. https://doi.org/10.1037/ccp0000497 

Perales, F., & Todd, A. (2018). Structural stigma and the health and wellbeing of Australian 

LGB populations: Exploiting geographic variation in the results of the 2017 same-sex 

marriage plebiscite. Social Science & Medicine (1982), 208, 190–199. 

https://doi.org/10.1016/j.socscimed.2018.05.015 

Phillips, S. P., & Hamberg, K. (2016). Doubly blind: A systematic review of gender in 

randomised controlled trials. Global Health Action, 9. 

https://doi.org/10.3402/gha.v9.29597 

Pickett, K. E., James, O. W., & Wilkinson, R. G. (2006). Income inequality and the prevalence 

of mental illness: A preliminary international analysis. Journal of Epidemiology and 

Community Health, 60(7), 646. https://doi.org/10.1136/jech.2006.046631 

Rao, D., Elshafei, A., Nguyen, M., Hatzenbuehler, M. L., Frey, S., & Go, V. F. (2019). A 

systematic review of multi-level stigma interventions: State of the science and future 

directions. BMC Medicine, 17(1), 41. https://doi.org/10.1186/s12916-018-1244-y 

Reardon, S., & Stuart, E. (2017). Editors’ introduction: Theme issue on variation in treatment 

effects. Journal of Research on Educational Effectiveness, 10(4), 671–674. 

https://doi.org/10.1080/19345747.2017.1386037 

Reid, A. E., Dovidio, J. F., Ballester, E., & Johnson, B. T. (2014). HIV prevention interventions 

to reduce sexual risk for African Americans: The influence of community-level stigma 

and psychological processes. Social Science & Medicine, 103, 118–125. 

https://doi.org/10.1016/j.socscimed.2013.06.028 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 34 

Risman, B. J. (2004). Gender as a social structure: Theory wrestling with activism. Gender & 

Society, 18(4), 429–450. https://doi.org/10.1177/0891243204265349 

Risman, B. J. (2017). 2016 Southern Sociological Society presidential address: Are millennials 

cracking the gender structure? Social Currents, 4(3), 208-227.  

Rostosky, S. S., Riggle, E. D. B., Horne, S. G., & Miller, A. D. (2009). Marriage amendments 

and psychological distress in lesbian, gay, and bisexual (LGB) adults. Journal of 

Counseling Psychology, 56(1), 56–66. https://doi.org/10.1037/a0013609 

Russell, G., & Richards, J. (2003). Stressor and resilience factors for lesbians, gay men, and 

bisexuals confronting antigay politics. American Journal of Community Psychology, 31, 

313–328. https://doi.org/10.1023/A:1023919022811 

Salk, R. H., Hyde, J. S., & Abramson, L. Y. (2017). Gender differences in depression in 

representative national samples: Meta-analyses of diagnoses and symptoms. 

Psychological Bulletin, 143(8), 783–822. https://doi.org/10.1037/bul0000102 

Simon, A. E., Pastor, P. N., Reuben, C. A., Huang, L. N., & Goldstrom, I. D. (2015). Use of 

Mental Health Services by Children Ages Six to 11 With Emotional or Behavioral 

Difficulties. Psychiatric Services, 66(9), 930–937. 

https://doi.org/10.1176/appi.ps.201400342 

Simpson, G. A., Cohen, R. A., Pastor, P. N., & Reuben, C. A. (2008). Use of mental health 

services in the past 12 months by children aged 4-17 years: United States, 2005-2006: 

(565112009-001) [Data set]. American Psychological Association. 

https://doi.org/10.1037/e565112009-001 

Smith, K. L. W., Matheson, F. I., Moineddin, R., Dunn, J. R., Lu, H., Cairney, J., & Glazier, R. 

H. (2013). Gender differences in mental health service utilization among respondents 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 35 

reporting depression in a national health survey. Health, 05(10), 1561–1571. 

https://doi.org/10.4236/health.2013.510212 

Twenge, J. M., & Nolen-Hoeksema, S. (2002). Age, gender, race, socioeconomic status, and 

birth cohort difference on the children’s depression inventory: A meta-analysis. Journal 

of Abnormal Psychology, 111(4), 578–588. https://doi.org/10.1037/0021-843X.111.4.578 

Viechtbauer, W. (2010). Conducting Meta-Analyses in R with the metafor Package. Journal of 

Statistical Software, 36(3). https://doi.org/10.18637/jss.v036.i03 

Vieraitis, L. M., Britto, S., & Kovandzic, T. V. (2016). The impact of women’s status and gender 

inequality on female homicide victimization rates: Evidence From U.S. counties. 

Feminist Criminology. https://doi.org/10.1177/1557085106294187 

Watson, H. J., & Nathan, P. R. (2008). Role of gender in depressive disorder outcome for 

individual and group cognitive–behavioral treatment. Journal of Clinical Psychology, 

64(12), 1323–1337. https://doi.org/10.1002/jclp.20524 

Weisz, J. R., Kuppens, S., Ng, M. Y., Eckshtain, D., Ugueto, A. M., Vaughn-Coaxum, R., 

Jensen-Doss, A., Hawley, K. M., Krumholz Marchette, L. S., Chu, B. C., Weersing, V. 

R., & Fordwood, S. R. (2017). What five decades of research tells us about the effects of 

youth psychological therapy: A multilevel meta-analysis and implications for science and 

practice. American Psychologist, 72(2), 79–117. https://doi.org/10.1037/a0040360 

Weisz, J. R., Kuppens, S., Ng, M. Y., Vaughn-Coaxum, R. A., Ugueto, A. M., Eckshtain, D., & 

Corteselli, K. A. (2019). Are psychotherapies for young people growing stronger? 

tracking trends over time for youth anxiety, depression, attention-deficit/hyperactivity 

disorder, and conduct problems. Perspectives on Psychological Science, 14(2), 216–237. 

https://doi.org/10.1177/1745691618805436 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 36 

Welch, V., Doull, M., Yoganathan, M., Jull, J., Boscoe, M., Coen, S. E., Marshall, Z., Pardo, J. 

P., Pederson, A., Petkovic, J., Puil, L., Quinlan, L., Shea, B., Rader, T., Runnels, V., & 

Tudiver, S. (2017). Reporting of sex and gender in randomized controlled trials in 

Canada: A cross-sectional methods study. Research Integrity and Peer Review, 2. 

https://doi.org/10.1186/s41073-017-0039-6 

Yeager, D. S., Hanselman, P., Walton, G. M., Murray, J. S., Crosnoe, R., Muller, C., Tipton, E., 

Schneider, B., Hulleman, C. S., Hinojosa, C. P., Paunesku, D., Romero, C., Flint, K., 

Roberts, A., Trott, J., Iachan, R., Buontempo, J., Yang, S. M., Carvalho, C. M., … 

Dweck, C. S. (2019). A national experiment reveals where a growth mindset improves 

achievement. Nature, 1–6. https://doi.org/10.1038/s41586-019-1466-y 

Zimmerman, F. J. (2005). Social and economic determinants of disparities in professional help-

seeking for child mental health problems: Evidence from a national sample: 

Socioeconomic determinants of mental health help-seeking. Health Services Research, 

40(5p1), 1514–1533. https://doi.org/10.1111/j.1475-6773.2005.00411.x	

 

 

 

 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 37 

 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 38 

 

 

 

 

 

 

 

 

 

 

 

 



	
CULTURAL SEXISM AND PSYCHOTHERAPY EFFECTS 39 

Table 1 

Psychotherapy effect sizes as a function of cultural sexism  

Variable β SE 95% CI 
Moderator t-

test (t-value) 

Unadjusted model: Cultural sexism without 

covariates  
-.06 .02 [-.10, -.01] -2.55* 

Adjusted model: Cultural sexism controlling for 

contextual covariates 
-.05 .02 [-.09, -.01] -2.33* 

Gini coefficient 
 

.02 .01 [-.002, .04] 1.75 

Median household income 
 

.03 .02 [-.01, .07] 1.71 

Tertile Analysis 

Cultural sexism [range] k Predicted g SE 95% CI 
Moderator t-

test (t-value) 

Minimum [-1.91, -0.87]  377 0.30 .03 [.24, .36] 9.38*** 

Median [-0.86, 0.019]   394 0.21 .03 [.15, .28] 6.52*** 

Maximum [0.19, 1.90]  298 0.19 .04 [.12, .26] 5.14*** 

Note: Predicted effect sizes (predicted g) are given at the minimum, median, and maximum values 

observed in the data. k = number of effect sizes in each category. Results were produced using (1) random-

effects meta-regression models excluding the intercept and including the "factor" function in the R metafor 

package, and (2) Knapp and Hartung adjusted t-tests (Viechtbauer, 2010). A significant moderator t-test 

result indicates that the effect for the cultural sexism tertile level is significant after adjusting for the other 

levels. Gini coefficient is a summary index of income inequality ranging from 0 (perfect equality) to 100 

(perfect inequality); it was available from the US Census American Community Survey 5-year estimates, 

which were pooled and averaged for the years 2006-2010. Median household income was available from 

the US Census Current Population Survey and was pooled and averaged across all years 2000-2010.   

*p < .05, **p <.01, ***p < .001	 

 

 

 


