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Introduction 
Mental health issues are being discussed more in current genera)ons than ever before. 
Historically people who have struggled with a mental illness might have done so in 
private and with fear. They might have avoided asking for help, engaging in rela)onships, 
or even a[ending work because of their illnesses. They likely experienced significant 
shame, anxiety, and worry related to the s)gma that has always existed in public as 
related to mental illness.  

While current genera)ons and young people appear far more willing to talk about their 
difficul)es, s)gma remains. This is especially true for men. For various reasons that will 
be discussed, men have been socialized to believe that they must remain strong, firm, 
and reliable. These are things that are o`en thought of as an)the)cal to mental illness. 
While men who live with mental illnesses and professionals in the field know this is not 
true, many fear the shame and rejec)on they might experience if they “come out” with 
their mental illness. Because of this, they remain silent in their struggle and their 
symptoms become worse. This causes poor health outcomes such as substance use and 
self-harm, for example.  

Men’s mental health must become a normal topic of conversa)on in communi)es and 
the field of mental health by professionals. There are ways that mental health 
professionals can improve the experience, and therefore outcomes, of men who need to 
or do access mental health services.  

This course will explore men’s mental health in-depth: common diagnoses and 
experiences, common reasons for s)gma and shame, and appropriate ways that mental 
health professionals can interact with men when providing behavioral mental health 
services.  

Section 1: Prevalence and Statistics 
Sec$on 1: Introduc$on 

Men and women are impacted by mental illness in different ways. This is caused by a 
variety of reasons: biology, environment, and socialized norms and beliefs about gender 
roles. Because of this, mental health professionals must understand the differences 
between the sexes and genders where diagnosing and treatment is concerned.  
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Men are less likely to access mental health services than women are. When they do, the 
care they receive must be person-centered, appropriate, and consistent with their 
unique needs and experiences. The following informa)on discusses the difference 
between men and women in the prevalence of mental illness.  

Sec$on 1: Prevalence 

Because men are o`en less likely to report mental health disorders, it is difficult to 
capture the true prevalence of mental illness in this cohort of the United States 
popula)on. According to Mental Health America (2020), there are 151,781,326 million 
men in the US and generally, they are most impacted by depression, anxiety, bipolar 
disorder, psycho)c condi)ons, and ea)ng disorders.  

6 million men in the US report experiencing depression every year. Men are more o`en 
diagnosed with depression as related to fa)gue, irritability, and loss of interest in 
pleasurable ac)vi)es, whereas women are more likely to report feelings of sadness and 
emp)ness.  

Where 19.1 million adults in the US report anxiety, 3,020,000 men report experiencing 
anxiety, panic, or agoraphobia. Generally, the age of onset for men is from 16-25 years 
old.  

A smaller percentage of the popula)on experiences bipolar disorder than depression 
and anxiety. 2.3 million Americans generally report a diagnosis of bipolar disorder, and it 
appears that there is an equal amount of men and women who experience this. The age 
of onset for men is generally between 16 and 25 years old. 

Surprisingly, one million more individuals report a psycho)c condi)on than bipolar 
disorder. Approximately 3.5 million people in the US report psychosis or schizophrenia, 
however, 90% of those individuals diagnosed by age 30 are men. This number is 
staggering in its discrepancy between men and women.  

Finally, men make up only 10% of the popula)on that is treated with anorexia and 
bulimia, and approximately 35% of those who are treated for a binge-ea)ng disorder 
(Mental Health America, 2020).  

In addi)on to these sta)s)cs iden)fied by Mental Health America, the University of 
Rochester Medical Center (2020) states that men also commonly experience Post 
Trauma)c Stress Disorder (PTSD). While women o`en experience PTSD because of 
physical or sexual violence as well as other situa)ons, many men report PTSD symptoms 
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from their )me in the military and this is something the university suggests in their 
research (University of Rochester Medical Center, 2020). This isn’t to say that women 
don’t also experience PTSD from military service, but men generally enter the military at 
higher rates than women. In fact, according to the Council on Human Rela)ons (2020) 
only 16% of military service members are women. Men with PTSD might be commonly 
on guard or anxious, be emo)onally withdrawn or feel numb, become angry and 
aggressive, or use substances to cope (University of Rochester Medical Center, 2020).  

Sec$on 1: Men and Suicide 

While men may report fewer mental illnesses, they are unfortunately more likely to 
a[empt or die by suicide. This is important for mental health professionals to consider 
when working with male pa)ents. The highest suicide rates in the United States, 
according to Mental Health of America (2020), are caucasian men over the age of 85 
years old. Addi)onal sta)s)cs report:  

• Suicide in men has been increasing since 2000 

• Suicide is the 7th leading cause of death in men 

• Gay men are more likely to a[empt or die by suicide, especially gay men under 25 
years old 

• In 2010, more than ¾ of the suicide deaths in the US were men 

• Men are more than 4X as likely as women to die by suicide 

According to this research, the risk factors for increased suicide among men include the 
following: 

• Social isola)on 

• Substance use 

• Unemployment 

• Military-related issues and traumas 

• Gene)c predisposi)on 

• Mood disorders (Mental Health America, 2020) 
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The following recommended steps are made for safety planning related to suicidal 
idea)on: 

1. Iden)fy the pa)ent’s warning signs - this will indicate to pa)ents that the crisis 
plan should be enacted/implemented (US Department of Veterans Affairs, 2020) 

2. Iden)fy any internal coping strategies - pa)ents will iden)fy what tools and 
resources within them that they can use to cope with the suicidal thoughts and 
triggers. For example napping, deep-breathing, journaling, or any other strategy 
that helps them to reduce the severity of the feeling  

3. Iden)fy social contacts who can help - pa)ents should work with their clinicians to 
iden)fy the people in their lives who can be kind, loving, and suppor)ve during 
their moments of feeling suicidal. Clinicians should be prepared to help pa)ents to 
iden)fy who and what can serve as a distrac)on during a crisis 

4. Iden)fy family members or close friends who can support - pa)ents should have at 
least one to two people in their lives who they can lean on in )mes of significant 
crisis. If using the individuals in step three as a kind of distrac)on is unsuccessful, 
they should rely on closer rela)ons who can help them navigate the crisis that 
could lead to suicide  

5. Iden)fy professional agencies to call for help - pa)ents should iden)fy the specific 
agencies that can support them as needed during suicidal idea)on. This could 
include their local hospital, their counselor, their primary care provider, and 
anyone else they feel could support them 

6. Create a safer environment - clinicians and pa)ents should work together to 
reduce the risk in their environment that leads to death or severe harm. It is 
important to note that many veterans and men have access to weapons and 
firearms. It is ideal if these can be removed or handled by a safer party who lives 
in the home. Reducing access to lethal means will improve the likelihood of 
pa)ents staying alive while feeling suicidal (US Department of Veterans Affairs, 
2020) 

Sec$on 1: Summary 

One of the most important considera)ons for mental health professionals when trea)ng 
men is the difference in likelihood for men to die by suicide compared to women. Men 
are more likely to engage in suicidal idea)on, planning, and a[empts than women. 
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Mental health professionals must be prepared to safety plan around suicidal idea)on 
and prevent risk as much as possible.  

Addi)onally, men are not unlikely to have a mental illness, despite what society wants its 
people to believe. Men can have depression, anxiety, personality disorders, psychosis, 
and any other mental illness. While they may be more likely to have some disorders than 
others, professionals must be prepared for effec)vely trea)ng men in the mental 
healthcare system.  

Section 2: Differences in Symptoms  
Sec$on 2: Introduc$on  

Men and women are biologically different. They are also socialized differently and have 
different norms, customs, and expecta)ons that they are taught to adhere to. It is no 
wonder then, given these differences, that they present with various discrepancies in 
the symptomology of mental illness. The following sec)on discusses those differences 
in-depth as well as the differences in substance use behavior between men and women, 
as there are significant differences there as well. 

Sec$on 2: Differences 

While men and women are both experiencing a variety of mental illnesses every day in 
this country, men do generally display a different set of symptoms than women will. This 
could be related to a variety of causes: hormonal differences, socialized norms, or simply 
differences in gene)c predisposi)on. Common symptoms that men present are as 
follows:  

• Anger (Na)onal Ins)tute of Mental Health, 2015) 

• Mood changes 

• Changes in energy level  

• Changes in appe)te 

• Difficulty sleeping 

• Increased worry 

• Increased substance use 
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• Suicidal thoughts 

• Flat affect 

• Engaging in high-risk ac)vi)es 

• Aches, headaches, and diges)ve issues 

• Obsessive thoughts or compulsive ac)ons 

• Interference with work 

• Unusual or concerning thought process (Na)onal Ins)tute of Mental Health, 2015) 

It is worth no)ng that while women also experience a variety of the above-listed 
symptoms, men are more likely to engage in high-risk ac)vi)es, act out in anger, and 
experience suicidal idea)on, planning, or a[empts.  

Sec$on 2: Men and Substance Use 

One of the most significant discrepancies between men and women, besides suicidal 
idea)on, is the amount of substance use that men use versus women. According to the 
Na)onal Ins)tute of Health (NIH) (2020), men are using more illegal substances than 
women are. This o`en causes more visits to emergency rooms and accidental overdoses 
and death in men than women. Men have higher rates of dependence on illegal drugs 
and alcohol than women do. While women are equally as likely as men to have a 
substance use disorder, men are using more dangerous substances than women are.  
According to the NIH, the following illegal and legal drug informa)on pertains to men 
and women: 

1. Marijuana - Men use more marijuana than women do. Using marijuana is 
frequently associated with depression and anxiety, however, in men who use 
marijuana, there are higher rates of an)social personality disorder. Men develop 
more marijuana use disorders than women do 

2. S)mulants - While women generally use larger amounts of cocaine, men exhibit 
blood flow abnormali)es when taking cocaine. This suggests that cocaine may be 
more detrimental in men than in women. Women generally use 
methamphetamine more than men do, however, men generally are less likely to 
access treatment for their methamphetamine use 

8



3. Ecstasy - Ecstasy results in more overdose deaths in women than men, however, 
men generally have a higher blood pressure response to ecstasy than women do. 
Women also experience more hallucina)ons when taking ecstasy than men do. 
The difference in usage is unclear 

4. Heroin: Men generally use more rates of heroin than women do. They are also 
more likely to inject heroin than women are. Women are more likely to experience 
peer pressure and sexual pressure from their male counterparts that results in 
injec)on heroin use 

5. Alcohol - men have higher rates of alcohol use and binge drinking than women do 
across the lifespan, except for from the ages of 12-20 when women generally drink 
more alcohol than men do. Women metabolize alcohol differently than men do 
and therefore are more easily able to become intoxicated compared to men 

6. Nico)ne - men smoke more cigare[es than women do and inhale more than 
women do. Men o`en smoke for different reasons than women do. For example, 
women are more likely to smoke for mood-regula)ng reasons, whereas men are 
more likely to smoke as a rou)ne or habit. Women are more likely to quit smoking 
and relapse mul)ple )mes compared to men (Na)onal Ins)tute of Health, 2020) 

Unfortunately, women are more likely than men are to seek treatment and women have 
access generally to be[er treatment programs compared to men (Green, 2020). Women 
who a[end treatment programs also have be[er outcomes than men who a[end 
treatment programs where staying sober is concerned (Green, 2020). The following 
recommenda)ons are made for trea)ng men with substance use issues: 

1. Help men understand the reasons for their substance use issues instead of just 
assuming that substance use and masculinity are inherently connected (Addic)on 
Center, 2020) 

2. Help men to reframe the idea that they are weak or a failure by needing treatment 

3. Support men to have to be less stoic and apply vulnerability in their lives 

4. Help men to establish rela)onships with other men separate from drugs and 
alcohol as men are more likely to use substances in groups than women are 
(Addic)on Center, 2020) 

Sec$on 2: Summary 
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Major differences in symptomatology occur that differen)ates men from women. One of 
the most common examples is that men tend to have fewer presenta)ons of hopeless 
and self-ha)ng symptoms and an increased presenta)on of impulsivity and anger-
related symptoms. This could be related to masculinity norms and pressures. 
Addi)onally, men are more likely to be at risk for illegal substance use behavior and 
o`en have more shame related to accessing necessary substance use treatment 
programs. Mental health professionals must be prepared for how to best support men 
with their impulsivity, anger, substance use, and other symptoms that set them apart 
from women.  

Section 3: Men and Stigmatized disorders 
Sec$on 3: Introduc$on 

While men’s mental health is generally less discussed and diagnosed for a variety of 
reasons, they are also at increased risk for disorder-specific s)gma. Many afflic)ons  that 
might be considered common in women are highly s)gma)zed in men. In this sec)on, 
those disorders are discussed.  

Sec$on 3: Ea$ng Disorders and Men 

Mainstream media and medical field professionals are quick to assume that men are not 
impacted by societal norms regarding what “beau)ful” is and how it looks. This is 
anything but true, however. Approximately 1 in 4 individuals diagnosed with anorexia 
are men (Zaydlin, 2017). 36% of those who are diagnosed with bulimia are men 
(Wooldridge & Lemberg, 2016). The binge-ea)ng disorder impacts more men than the 
combina)on of anorexia and bulimia. Finally, research is showing that men are 
developing disordered ea)ng habits faster than women for the first )me in history. This 
is concerning because there is s)ll li[le research on disordered ea)ng that includes men 
(Wooldrige & Lemberg, 2016).  

The beauty ideal in women is o`en perceived as the female body being thin and toned 
(Zaydlin, 2017). For men, perfec)on is defined as being lean, muscular, and sexualized. 
Many men develop ea)ng disorders as a way of a[emp)ng to achieve this body 
presenta)on. Addi)onally, men develop ea)ng disorders as a way of coping with 
emo)onal turmoil.  

Men are taught that they should be strong and engage in masculine ac)vi)es such as 
exercise and spor)ng events. Approximately 1 in 10 men who a[end a gym may 
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experience a form of body dysmorphia called muscle dysmorphic disorder (MDD). This 
causes men to feel preoccupied with becoming large-muscled. This disorder leads to 
compulsive exercise, bodybuilding, and ea)ng lean. It may also contribute to compulsive 
par)cipa)on in weight training and “cuung,” which is a form of restric)ve ea)ng. Many 
nega)ve side effects of this form of body dysmorphia occur including anxiety, 
depression, injuries such as stress fractures and muscle strains, and excessive weight 
loss. Forcing the body to change in an unhealthy way  to be consistent with societal 
norms and ideals is o`en celebrated instead of community members inquiring if their 
friends are doing okay. When people are praised for changing their body, it o`en fuels 
the ea)ng disorder. Men are not immune to this (Maydlin, 2017).  

There are many reasons that ea)ng disorders are underdiagnosed in men compared to 
women. One explana)on for this is because men o`en present with excessive exercise 
instead of restric)ng or purging food (Rogers Behavioral Health, 2018). Because of this, 
and because men may be less likely to appear sickly or emaciated, the signs and 
symptoms of their mental illness are o`en missed. Addi)onally, because ea)ng disorders 
are o`en considered a “female issue,” men are less likely to seek support or address 
their compulsive exercising or disordered ea)ng behavior. This kind of public s)gma and 
shame is directly correlated with men avoiding necessary supports (Rogers Behavioral 
Health, 2018).  

It also appears that men have a high likelihood of co-occurring issues with their ea)ng 
disorders (Bloomer, 2019). The following characteris)cs are common among male 
pa)ents with ea)ng disorders: 

• High levels of substance use, personality disorders, and depression 

• High levels of accidents, injuries, and self-harm 

• High use of prescrip)on drugs, an)psycho)cs, and an)depressants 

• High rates of gastrointes)nal issues and drugs for these issues 

It could be that because these issues are common, that the ea)ng disorder struggles are 
overlooked because those consequences took priority, whereas the disordered ea)ng 
disorder did not or was not detected at all. Mental health and medical professionals 
should be prepared to no)ce the correla)on between ea)ng disorders in men and these 
other health/mental health struggles (Bloomer, 2019).  

The Na)onal Ea)ng Disorder Associa)on recommends the following for suppor)ng men 
who are struggling with disordered ea)ng:  
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• Schedule )me to talk to a professional (Zaydlin, 2017) 

• Communicate concerns about your health to a professional or friend 

• Communicate concerns to the person you are worried could have an ea)ng 
disorder 

• Avoid conflicts or ba[les of “will” with friends who are struggling 

• Avoid placing shame or guilt on individuals with disordered ea)ng behavior 

• Avoid giving solu)ons to people with disordered ea)ng and instead, just create 
space for them to share their feelings 

• Express support as o`en as possible (Zaydlin, 2017) 

Wooldridge & Lemberg (2016) report this process for trea)ng ea)ng disorders: 

1. Engage the pa)ent - in this ini)al step in treatment, the pa)ent and the clinician 
must work together to iden)fy the disordered ea)ng behavior. Once it is 
iden)fied, medical professionals must provide immediate treatment to return any 
physical symptoms to baseline (or as close as possible). This is an area that is o`en 
under-addressed in men as a result of s)gma in the medical field where male 
ea)ng disorder pa)ents are concerned. During this ini)al phase in treatment, it is 
essen)al that the treatment team address any underlying embarrassment than 
the male pa)ent may have where disordered ea)ng is concerned. They must also 
address any nega)ve beliefs that the male pa)ent holds toward mental health 
services and therapy. The interven)ons u)lized should address the beliefs that 
men do not need mental health treatment. This process should aim toward 
reducing toxic masculinity 

2. Assessment and diagnosis - in the second step of treatment, formal assessments 
should occur to diagnose the specific type and severity of the ea)ng disorder. It is 
important to acknowledge that formal assessment ques)ons in disordered ea)ng 
are o`en geared toward women instead of men. This is an area of the field that 
needs to be addressed and made more gender-neutral. Because of this, men o`en 
score less significant levels of distress on ea)ng disorder assessments. Although 
their  even though psychopathology is actually consistent with women, the 
assessment ques)ons simply do not appropriately target them. Addi)onal 
considera)ons need to be made for the LGBTQ+ community as well. Gay and 
transgender men are at increased risk for inappropriately using diet pills and 
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laxa)ves to a[empt to control the physical presenta)on of their bodies. Finally, 
athletes are at an increased risk for ea)ng disorders. This is especially true for boys 
and men who par)cipate in boxing, wrestling, gymnas)cs, and cross-country. 
These boys and men are more likely to purge, fast, and over-exercise although no 
assessments are specifically tailored to this popula)on 

3. Treatment - trea)ng ea)ng disorders is generally more successful when done from 
a mul)disciplinary team approach. Treatment teams should include the following: 
a psychologist, a psychiatrist, a social worker, a physician, a die)cian, and anyone 
else who the pa)ent feels is appropriate for the treatment team (Wooldridge & 
Lemberg, 2016) 

Sec$on 3: Men and Borderline Personality Disorder 

Borderline personality disorder (BPD) is a Cluster B personality disorder characterized by 
a lifelong experience of mood instability, emo)onal regula)on issues, and severe 
feelings of self-worthlessness, shame, and self-hate. It is o`en thought of as an afflic)on 
that dispropor)onately impacts women,  but this couldn’t be further from the truth.  

Amongst professionals, the rates of BPD are assumed to be equally dispersed between 
men and women ; however, women receive BPD diagnoses at higher rates than men do 
(Schwartz, 2019). 75% of those diagnosed with BPD are women. This is unacceptable 
because many men who are suffering are going without necessary treatment.  

The following reasons are iden)fied as poten)al causes for the discrepancy in diagnosing 
BPD between men and women: 

1. Men with BPD o`en have behavior considered more “explosive” in nature than 
women. This can o`en be misdiagnosed as substance use disorders, narcissis)c 
personality disorder, and an)social personality disorder. Misdiagnosis is common 
for men with BPD and prevents them from accessing necessary treatments and 
services. It is important to note that research finds that men have equal levels of 
emo)onal turmoil and distress when compared to women with BPD. They are also 
likely to engage in self-harm, whereas it is o`en thought that they are not likely to 
do so 

2. Men are incarcerated more than women are and because of this, they are o`en 
treated for disorders that lead to incarcera)on at higher rates than BPD. For 
example, substance use issues or narcissism are commonly iden)fied and 
treatment is a[empted in jail for such issues 
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3. Symptoms consistent with BPD may be viewed as more socially acceptable in men 
than women and therefore diagnosed less. For example, anger is a common 
symptom for people with BPD, however, it is viewed as more normal in men than 
it is in women. Explosiveness and impulsivity are also common for people with 
BPD but may be viewed as “boys being boys,” whereas they could be a trigger for 
diagnoses in women  

4. Men are more likely to access substance use treatment services when compared 
to accessing therapy or pharmacology. Because of this, they may be less likely to 
be screened for any other condi)on than substance use and their BPD diagnosis 
may be missed (Schwartz, 2019) 

According to the Na)onal Alliance on Mental Illness (NAMI) (2020) the following are red 
flags that clinicians should look for in men when a[emp)ng to diagnose BPD: 

1. Frequent in)mate rela)onships - men with BPD o`en date mul)ple women and 
have a difficult )me commiung to monogamous rela)onships as the result of 
their fear of abandonment. They might struggle to stay in one rela)onship for long 
periods, which may be related to other difficult BPD symptoms (aggression or 
impulsiveness, for example). This can o`en lead to entering another rela)onship 
quickly therea`er or even before the ini)al rela)onship ends  

2. Drama)c behavior or autudes - while behavior perceived as drama)c may look 
different in men, it is common for men with BPD to have behavior considered 
emo)onal or erra)c. Examples include tex)ng old roman)c partners years later or 
becoming emo)onally detached for no apparent reason 

3. Roller coaster of emo)ons - men with BPD will o`en display behavior that 
transi)ons or cycles rapidly. They may present as “hot” or “cold” soon a`er one 
another in how they interact with others. They may be angry and then calm. This 
kind of cycling is many less easy to see in men but will be present in someone with 
BPD 

4. Difficulty interpre)ng the behavior of others - many men with BPD will struggle to 
understand body language, emo)ons, and interpret communica)on that they 
receive from others. An example of this could be a man becoming very upset or 
worried when his wife talks to another man in public, even when she isn’t 
behaving inappropriately at all 
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5. Frequent suicide a[empts or self-harming behavior - men have higher rates of 
suicidal idea)on and planning and certainly, pa)ents with BPD have even higher 
rates of suicidal behavior. Men with BPD may engage in cuung, headbanging, and 
other self-harm  

6. A[en)on seeking behavior - while this is also considered a “classic” symptom of 
BPD when thinking about women, men also display a[en)on-seeking behavior. 
Examples include flir)ng with women inappropriately in public, picking fights, 
domes)c abuse, unprotected sex, or gang par)cipa)on (NAMI, 2020) 

Sec$on 3: Men and Self-Harm 

Self-harm is highly s)gma)zed where men are concerned. It is almost as if self-harm is 
thought of as “not that big of a deal” for girls and women by the general public because 
it is thought of as so common, whereas if men are engaging in these behaviors are 
perceived as “weak” or “feminine.” Because of this, men fail to be appropriately 
supported or even ask for help on their journey to recovery with self-harm.  

What is especially interes)ng about this s)gma is that while young girls may be engaging 
in self-injurious behaviors at higher rates than boys, in young adulthood and adulthood 
the sta)s)cs show that self-harming rates are similar between men and women (CAMH, 
2020).  

Mental health clinicians who work with men who harm themselves should be prepared 
for how to reduce the s)gma associated with these prac)ces. They can do so by teaching 
the individual about self-harm. The following informa)on by NAMI (2020) can be helpful 
to teach to pa)ents as psychoeduca)on: 

• Self-harm is commonly associated with depression, anxiety, personality disorders, 
ea)ng disorders, and trauma - offering a diagnosis (more informa)on) can be 
libera)ng to the client and mental health professionals should aim to do this 

• Self-harm is associated with higher substance use rates 

• Self-harm is a way of coping with emo)onal distress 

• By self-harming, o`en the emo)onal distress becomes worse in the long-run, 
despite having an immediate reduc)on in discomfort at the moment  

• Self-harm o`en causes feelings of shame. This is especially true if the person has a 
scar or mul)ple scars on their body that are visible 
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• Self-harm is not the same as a[emp)ng suicide but it can increase the risk of 
suicidal idea)on 

• Self-harm is treatable through therapy and learning new coping mechanisms 
(NAMI, 2020) 

Sec$on 3: Summary 

Disordered ea)ng and borderline personality disorder are two of the most s)gma)zed 
mental illnesses for men to experience. Society teaches men to be lean and muscular 
and that frequent exercise should be celebrated. This is counter-intui)ve to health 
because it is o`en celebrated despite acknowledging the compulsive behavior related to 
exercise. Men are not immune from ea)ng disorders and they face male-specific body 
dysmorphia issues o`en as a result of the pressure to be muscular and lean.  

Men may also experience borderline personality disorder, which is commonly thought of 
as being only diagnosed in women, despite being equally as present in men. Men with 
BPD o`en present with different symptoms than women, but they are just as likely to be 
impacted and struggle with the self-hate, fear of rejec)on, and other difficul)es that 
come with a BPD diagnosis. Clinicians must be prepared for how to iden)fy and treat 
BPD in men.  

Finally, men are not immune to self-harming behavior and while this is not a diagnosis-
specific issue, it is necessary to discuss. Men are self-harming, similar to women. It must 
be discussed and recognized by mental health professionals. It must be normalized and 
alterna)ve coping mechanisms should be iden)fied as well as clinicians should help 
reduce the self-s)gma that occurs when men self-harm. 

Section 4: Men and Therapy 
Sec$on 4: Introduc$on 

Men are impacted by mental health issues and their consequences. As discussed above, 
they commonly experience depression, anxiety, and a variety of other mental illnesses. 
They can also encounter any other mental illness at any )me, just as women can. It is 
assumed, however, that they experience them less because men have historically not 
sought help or par)cipated in research studies related to mental illness. Because of this, 
there is less data to pull from and a diminished understanding of the most effec)ve way 
to treat men with behavioral health needs.  
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Sec$on 4: The differences between men and women in therapy 

There are a variety of reasons that men avoid asking for support when they are 
struggling with behavioral health issues. Before discussing this, however, it is essen)al to 
understand the reality of how o`en men are accessing mental healthcare. According to 
Gateway Counseling (2017), Only about ⅓ of pa)ents receiving mental health services 
are men. The following interes)ng sta)s)cs show the discrepancies between how men 
and women access mental health services:  

•  72% of women with depression a[end treatment whereas 60% of men with 
depression a[end treatment 

• 9% of women u)lize outpa)ent mental health services and 5% of men u)lize 
outpa)ent mental health services 

• 16% of women u)lize the medica)on for mental health and behavioral health 
needs and 9% of men do so (Gateway Counseling, 2017) 

A study published online by Liddon, Kingerlee, and Barry (2018) found many 
discrepancies between men and women not only in how o`en men access services but 
in the types of services they access, as well as in their coping strategies. Their research 
found the following: 

• Women like tradi)onal talk psychotherapy more than men do 

• Men like support group therapy more than women do 

• When coping with stress, women share their emo)ons more than men do 

• Women find talking with mental health professionals more comfortable than men 
do 

• Women tend to a[end therapy sooner a`er iden)fying a need than men do, while 
men tradi)onally “put off” therapy 

• Most men do not have a preference for the sex of their therapist whereas most 
women prefer to see female therapists 

• Women are more likely than men to discuss their struggles with friends 

• Women are more likely to engage in maladap)ve “comfort ea)ng” than men  

• Women are more likely than men to ruminate when stressed  
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• Men are more likely than women to want a “quick fix” solu)on when in therapy 

• Men are more likely than women to u)lize substances when stressed 

• Men are more likely than women to u)lize porn, sex, and gambling as a 
maladap)ve coping strategy for stress and worry 

• Women are more likely than men to rely on their self-understanding and self-
awareness when they begin to struggle whereas men have a more difficult )me 
iden)fying their oncoming mental health struggles 

• Men are more likely to seek mental healthcare if prompted by a family member 
than women are 

• Men are more likely than women to not seek help at all and believe they can solve 
their problems or struggles 

• Men are more likely than women to report systemic barriers to accessing mental 
healthcare (Liddon, Kingerlee, & Barry, 2018)  

Sec$on 4: Why is There a Discrepancy and So Much S$gma?  

The research shows that women are accessing mental health services at a much higher 
rate than men are, even though men are experiencing mental illnesses at some)mes 
equal or increased rates, depending on the illness being examined. So, why is there a 
discrepancy?  

Unfortunately, this is a complex ques)on with a complex answer.  

Toughness and dominance 

Masculinity has long been viewed through the “tough” lens. Men who are perceived as 
strong, gri[y, able to stand on their own and support others, have been consistently 
celebrated in socie)es for decades, if not centuries.  

The pressure put on men to feel “tough” is dangerous to their mental health (Gateway 
Counseling, 2017). Because men have been taught to be able to weather any storm, they 
may struggle to understand or read their own emo)ons. For example, a man might be 
depressed and he might not even understand or be able to name that because he has 
not been taught to in the same way that a woman might have learned to no)ce these 
symptoms growing up.  
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Men have historically been told things such as “don’t cry” and “rub some dirt in it” from 
an early age. These kinds of statements are internalized and therefore some men truly 
believe that to feel emo)ons is to be weak. This kind of long-standing belief is 
preven)ng many men from accessing mental health services that could change or save 
their lives.  

Independence 

In addi)on to feeling as though they must be tough, men also face the socialized belief 
that they must be independent at all )mes. Growing up boys are o`en told to do things 
on their own or to go help their siblings. They are not taught to ask for help the same 
way that li[le girls are expected to ask for assistance when needed. Because of this, men 
are unwilling or even afraid to seek support from a counselor, doctor, or friend.  

When we teach boys and men that they must be completely self-sufficient but we do not 
teach them to no)ce and name their emo)ons, there is a serious risk in our 
communi)es where unmet male mental health needs are concerned. As mental illness 
rates rise, these kinds of socialized beliefs and norms must be torn down.  

Trust 

Men also struggle to trust others because they are taught to only trust themselves or 
their family where mee)ng needs are concerned. It is difficult for many men to believe 
that they can connect with or depend on a therapist or establish a therapeu)c 
rela)onship. Some experts find that men have been raised to be on guard and hesitant 
where trust is concerned (Gateway Counseling, 2017). This would make par)cipa)ng in 
mental health services very difficult because the bulk of the benefit of the work comes 
a`er a trus)ng, therapeu)c rela)onship has been established.  

Control 

Men are also taught that they should constantly be in control of their environment 
(Mental Health Founda)on, 2020). O`en when people are struggling with mental health 
symptoms or illnesses, they report feeling out of control. For men who have been 
socialized to believe they must always be able to manage their situa)ons, the thought of 
feeling out of control may seem daun)ng or shameful. Because of this, many men might 
fran)cally try to maintain their sense of control or simply ignore the symptoms that 
make them feel like they are not in charge. While this is managed in the short-term, it 
becomes difficult to cope with the long-term. This can lead to burnout, exhaus)on, and 
other nega)ve consequences.  
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S6gma 

Chatmon (2020) provides further informa)on on the above data. Benita Chatmon’s 
research defines s)gma around mental health as “an umbrella term that includes social 
s)gma, self-s)gma, professional s)gma, and cultural s)gma.” They are further defined 
below: 

1. Social s)gma: the autudes toward individuals with mental illness that are nega)ve 
and disapproving. This is o`en rooted in the belief that a mental health struggle 
makes an individual weak. The impact of social s)gma is o`en discrimina)on, 
avoidance, and rejec)on of the person experiencing mental illness. This is very 
dangerous because it leaves people alone and unsupported  

2. Self-s)gma: when individuals internalize the social s)gma that they receive in their 
communi)es. Essen)ally, people who are struggling begin to believe that they are 
weak and unworthy because those in their surroundings imply or express this. The 
impact of self-s)gma is o`en shame. This can result in self-harming behavior or 
suicidality very easily  

3. Professional s)gma: when systems reinforce the s)gma from socie)es. Examples 
of this include the healthcare system and legal system 

4. Cultural s)gma: when familial and cultural communi)es reinforce societal s)gmas. 
Examples of this include when religious communi)es shame or judge someone for 
using substances. Culture considers a person’s values, beliefs, and the norms that 
they par)cipate in when they belong to a specific group. The culture an individual 
is raised in will help them to develop their ideas and behaviors. This will promote 
whether they feel it is appropriate or acceptable to ask for help or not. It will guide 
the type of help that they seek. It will influence the coping skills they u)lize or do 
not u)lize. Chatmon (2020) references an example in the Black community: 
“distrust of the health-care system s)ll exists… Black culture may find it difficult to 
accept a mental health problem or diagnosis and seek help”  

The American Psychiatric Associa)on (2020) offers these examples of public s)gma:  

1. Believing that people who live with a mental illness are dangerous or unable to 
support themselves  

2. Believing that people who live with a mental illness are unpredictable and 
incompetent 
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This kind of public s)gma o`en results in:  

1. Lack of employment because employers do not want to hire the individual with a 
mental illness 

2. Lack of housing because landlords do not want to rent to the individual 

3. Poor healthcare because professionals provide lower-quality care to the individual 
with a mental illness when compared to a neurotypical individual  

The American Psychiatric Associa)on also iden)fies several examples of self-s)gma: 

1. Individuals with mental illness may believe that they are dangerous 

2. They believe they are incompetent or stupid 

3. They believe that their mental illness is their fault 

This kind of self-s)gma o`en results in: 

1. Poor self-esteem 

2. Poor self-efficacy 

3. Poor self-worth 

Finally, the American Psychiatric Associa)on teaches that when these stereotypes and 
s)gmas are included in systems or ins)tu)ons, then there is a significant loss of 
opportunity for the individuals who have a s)gma)zed disorder (American Psychiatric 
Associa)on, 2020). 

Chatmon also names the problem impac)ng men in mental health: masculine norms. 
Chatmon (2020) states that “the standards of masculinity are killing them” when 
referring to men not accessing necessary mental health services and dying by suicide at 
such high rates. Hegemonic masculinity is defined by power, dominance, and privilege 
when compared to women. Masculinity is further categorized into toxic masculinity 
when individuals are par)cipa)ng in masculine norms to such extremes that they 
restrict necessary behaviors to ensure that their masculine iden)ty and status remains 
intact. For example, avoiding going to the doctor or therapy when necessary is behavior 
consistent with toxic masculinity.  
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Toxic masculinity o`en results in difficulty with the expression of emo)ons, aggression, 
and violence. With this kind of culture or belief system, boys are taught to “be boys” and 
that it is acceptable to break the rules to get ahead. Toxic masculinity o`en results in:  

• Increased depression and anxiety 

• Substance use 

• Health risks (cardiovascular health) 

• Difficul)es with da)ng and in)macy 

• Increased risk of violence 

• Increased psychological distress 

• Homophobia 

• Decreased access to necessary mental healthcare and physical healthcare 
(Chatmon, 2020) 

Sec$on 4: Summary 

There are significant differences in the rates of women who access mental health 
therapy versus men who access mental health therapy. Men are accessing therapy less 
likely than women are and they are o`en seeking less intensive or in)mate forms of 
treatment such as coaching instead of therapy.  

The difference between men's and women’s access in services is o`en related to various 
forms of s)gma: self-s)gma, public-s)gma, and systemic-s)gma. S)gma, or the nega)ve 
associa)on or belief about something, is more present for men with regards to mental 
health than it is for women. This o`en prevents men from accessing necessary services 
and receiving a proper diagnosis of their condi)ons. The s)gma must be reduced for 
men to meet their mental health needs.  

Section 5: What is the Impact of Stigma on Men’s 
Mental Healthcare? 
Sec$on 5: Introduc$on 

S)gma has many nega)ve and dangerous health outcomes. The associa)on or belief 
that men who have mental illnesses or struggles are weak o`en prevents them from 
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asking for help and receiving necessary support. Men must know that they can ask for 
help and that this makes them brave and not inferior. In this sec)on, the nega)ve impact 
of mental health s)gma related to men is discussed.  

Sec$on 5: The impact of s$gma 

S)gma in men’s mental health is unfortunately dangerous as evidenced by the higher 
rates of suicidal a[empts and death by suicide in men. S)gma o`en results in worse 
symptoms in mental health. (American Psychiatric Associa)on, 2020). It also results in a 
lower likelihood that men access mental health services when they need them.  

S)gma o`en results in:  

• Less hope for recovery or overcoming the mental health struggle 

• Lower self-esteem 

• Increase in symptoms (when they go untreated this is very dangerous) 

• Difficul)es in interpersonal rela)onships 

• Difficul)es with employment (this o`en impacts housing) 

• Lower likelihood of adhering to treatment sugges)ons or staying in a treatment 
program 

• Poor long-term recovery (o`en pa)ents with higher self-s)gma are more likely to 
need to a[end mul)ple rounds of treatment) 

• Isola)on from others 

• Poor familial support 

• Fewer opportuni)es to engage in pleasurable social ac)vi)es 

• Bullying, harassment, or being subjected to physical violence 

• Poor coverage of needs via health insurance 

• Poor belief in the individual’s future (American Psychiatric Associa)on, 2020) 

• Avoidance behaviors - for example, substance use (BMI Healthcare, 2020) 

• Substance use behavior o`en reduces the posi)ve impacts of mental health 
medica)ons 
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• Self-harming behavior 

• Extreme anxiety 

• Paranoia 

• Feeling out of control or a lower sense of control 

• Situa)ons that can endanger the man or someone else  

• Increase in depressive episodes 

• Poor sleep hygiene (BMI Healthcare, 2020) 

• Sexual dysfunc)on (S)awa, Muller-S)erlin, Staiger, Killian, Becker, Gundel, 
Beschoner, Grinschgl, Frasch, Schmaub, Panzirsch, Mayer, Si[enberger, Krumm, 
2015) 

The S)awa, et al. (2015) study found that men are o`en less percep)ve with regards to 
their mental health than women because of a combina)on of s)gma and masculine 
norms. Mental health professionals in the research study reported that men had less 
insight than women into their health status and their mo)va)on to begin treatment and 
improve their health status was delayed. This is an important impact of s)gma because 
it shows that men have a lower emo)onal intelligence when compared to women. This 
study also found that men have expecta)ons that treatment will be effec)ve in a shorter 
dura)on than women believe. This is generally because men underes)mate the severity 
of their needs as well as the )me and effort that it takes to achieve a recovered state or 
to find a healthier baseline. Men are wired to search for solu)ons and because the 
solu)on in mental health treatment is not always straigh}orward or easily iden)fied, 
this can be frustra)ng to them.  

Sec$on 5: Summary 

S)gma related to men’s mental health is o`en associated with dangerous behaviors. 
Substance use, suicidal idea)on and planning, and gang-affilia)on are some of the more 
dangerous examples. Men are facing such significant pressure to be perceived as 
masculine, capable of solving problems independently, and taking care of others that 
their own mental health needs are o`en ignored, overlooked, or downplayed. The 
s)gma associated with men’s mental health must be addressed so that current and 
future genera)ons of men feel safe and empowered to ask for support.  
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Section 6: How to Alleviate Stigma Related to Men’s 
Mental Healthcare? 
Sec$on 6: Introduc$on 

As discussed above, s)gma results in dangerous situa)ons for men. It puts them at risk 
for mental health crises and behavior that could result in incarcera)on or death. 
Because of this, mental health professionals and community members must work 
together to reduce the s)gma in men’s mental healthcare.  

Sec$on 6: Ways to Reduce S$gma 

Reducing the s)gma associated with men’s mental health is crucial in literally keeping 
men alive as Chatmon (2020) referenced in the research journal. Because of the 
dispari)es between men and women’s mental health access, the following 
recommenda)ons are made to promote be[er mental healthcare for men:  

• Develop policies that offer mandatory cultural competency training to 
professionals in the mental health field  

• Implement public campaigns related to reducing s)gma 

• Ensure that the provider pool in mental health is diverse and competent in men’s 
health 

• Redefine what “manhood” or “masculinity” is and how we interpret it in 
communi)es 

• Promote the need to help men communicate their feelings effec)vely  

• Ensure that there are posi)ve and diverse role models communica)ng the 
importance of men accessing mental health services (Chatmon, 2020)  

The American Psychiatric Associa)on (2020) also discusses many ways to reduce s)gma 
in men’s mental health. The first point they address is that simply knowing someone and 
inten)onally having contact or being exposed to the individual and his or her struggle 
with mental illness can help reduce s)gma. Therefore, it is essen)al that people who 
struggle with mental illness talk about their difficul)es and share their stories. This is 
o`en done via media: social media, podcas)ng, books, etc. It should be acceptable to 
discuss mental health openly  in conversa)ons with friends and family. Young men, 
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especially, are more interested in learning about their mental illness through the 
storytelling of peers and individuals they can look up to.  

An)-s)gma research and marke)ng must con)nue. These kinds of campaigns, when 
directed at men’s mental health, are effec)ve in increasing the use of mental health 
services. This reduces s)gma and therefore the nega)ve impacts associated with s)gma.  

The American Psychiatric Associa)on (2020) also iden)fies the following ways to reduce 
s)gma:  

• Openly share and discuss mental illness and mental health 

• Educate others about the reality of mental illnesses - this helps to reduce the 
common misconcep)ons  

• No)ce the language used - words significantly impact the way that communi)es 
view mental illness. Person-centered language should be used at all )mes 

• Equality should be encouraged - this is especially true when comparing mental and 
physical illnesses. Neither should be priori)zed  

• Be compassionate - community members should try to be as compassionate as 
possible to one another - mental health professionals should emphasize this to 
pa)ents they are trea)ng 

• Be honest about how the treatment is going - if individuals are honest about the 
reali)es of mental health treatment when sharing, the s)gma will be reduced. 
When it is hidden, there is a greater s)gma associated with mental healthcare 

• Choose to be empowered - many men feel disempowered by their mental health 
struggles. By empowering people to feel neutral or even proud of their mental 
health struggle and recovery, s)gma is reduced  

The Associa)on also addresses the need to reduce s)gma and discrimina)on in the 
workforce. This can be done through the following: 

• Properly funding insurance  

• Allowing mental health days to be u)lized 

• Promo)ng the use of an employee assistance program 
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• Following a proper change of command and maintaining anonymity by 
management and supervisors 

• Openly discussing the health (both physical and mental) of employees as being a 
priority (American Psychiatric Associa)on, 2020) 

Sec$on 6: Summary 

Some of the easiest ways to begin breaking down the s)gma associated with men’s 
mental health and mental health services generally include simply being willing to 
discuss mental health struggles. By storytelling and prac)cing vulnerability in 
conversa)on with others, individuals promote the belief that it is okay to struggle. At 
mezzo levels, mental health professionals should be engaging in ongoing educa)on, 
creden)aling, and advocacy to create policies and procedures that promote men 
accessing mental health. Programs must serve men and their norms just as well as they 
do women. At macro levels, large programs should be specifically targe)ng men in the 
treatment process. Educators and teachers should be discussing mental health in the 
classroom. No one solu)on will reduce s)gma, but rather a combina)on of solu)ons at 
all levels will eventually support the reduc)on in s)gma associated with men’s mental 
health.  

Section 7: How Mental Health Professionals Should 
Work with Men 
Sec$on 7: Introduc$on 

Mental health professionals need to interact with men differently than they do women. 
They may need to take it slower in sessions and focus more on reducing the self-s)gma 
that men may be more likely to hold and present than women. Clinicians must be 
prepared for how to support men in a way that is collabora)ve and engages men in the 
process. This is the only way to ensure that they have access to the care that they need.  

Sec$on 7: Suppor$ng Men 

Mental health professionals must be prepared to work with men and boys in a way that 
is inherently different than suppor)ng women. The rules of masculinity that men have 
been taught o`en must be nego)ated through and considered during the therapeu)c 
rela)onship. The American Psychological Associa)on (2018) recommends the following 
guidelines for therapists when working with male pa)ents: 
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1. Recognize that masculinity is socially constructed and there are social and cultural 
perspec)ves to consider from each pa)ent - therapists must consider that 
masculinity is different in white culture versus La)no culture versus any other 
racial or ethnic background. The therapist should work to assess and understand 
these norms and the impact they have on the pa)ent.  

2. Recognize that boys and men will integrate many different social and cultural 
iden))es in their lives - iden)ty is mul) contextual and this must be understood. 
The intersec)on of various iden))es will impact the way that men are or are not 
willing to access mental health services. Various factors to consider include race, 
age, religious affilia)on, sexuality, professional iden)ty, educa)on, military service 
or not, ability (physical or mental health), etc. Therapists should also understand 
the risk associated with some of these iden))es. For example, a person with a 
military service history may be more likely to use substances or have Post-
Trauma)c Stress Disorder than another person.  

3. Recognize the impact of power and privilege on boys as they develop into men 
and the impact this has on their rela)onships - while power is o`en something 
that boys and men inherently experience, it does come with the requirement of 
par)cipa)ng in stereotypical male roles and promo)ng masculinity. Because of 
this, mental health professionals may have to tackle men who have ingrained toxic 
masculinity that requires unlearning. They should be prepared to work with male 
pa)ents in a way that addresses these posi)ons of power and helps men learn the 
impact of privilege. The APA iden)fies a few examples: gender-based violence, 
choosing stereotypical masculine careers, and work-family conflicts.  

4. Develop an understanding of what influences the interpersonal rela)onships of 
boys and men - it is important to understand that many boys and men were taught 
to avoid emo)onal in)macy and discussing their feelings. This o`en has serious 
nega)ve impacts in later life when rela)onships are hugely important. 
Addi)onally, masculinity has taught men that sexuality should focus on power and 
promiscuity. For example, men are more likely to prompt unprotected sex and 
have more interest in “hooking up.” Men also are more likely to have fewer close 
friends than women are because masculinity teaches boys to avoid discussing 
feelings, which are the very thing that helps people become close.  

5. Encourage healthy and posi)ve rela)onships between boys and their fathers and 
family - many fathers report feeling unsure of the best ways to parent because 
women are viewed as the primary caregivers. Because there are more resources 
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and training programs available to women in paren)ng, men are o`en le` feeling 
unsupported and unprepared for parenthood. This can result in difficul)es 
bonding with children and can leave the father feeling inadequate like he is not a 
good parent. Addi)onally, when men begin to parent they are o`en confronted 
with the impact of their childhood and how their father was or was not involved in 
their lives. Mental health professionals should support pa)ents in a way that 
promotes emo)onal health for both children and fathers. They should teach men 
how to engage in the family system in an emo)onally-present way.  

6. Support educa)on that responds to the needs of boys and men - data suggests 
that a large number of school-aged boys are underperforming. This could be 
related to the socialized masculinity norm that o`en values physical performance 
over intellectual or academic performance. It is also important for mental health 
professionals to understand that boys and men are more likely to have learning 
disabili)es than girls and women. Boys are also o`en punished more in the 
classroom than girls are, and especially boys of color. These classroom experiences 
o`en shape the development and mental health of men. Therefore, mental health 
professionals must be prepared to support school-aged boys through the system 
in a way that promotes learning and development. They should also be prepared 
to support adult men in processing the impact that their school years had on their 
mental health. Mental health professionals must act as advocates to promote 
healthier and more sustainable educa)onal systems through policy and program 
development.  

7. Reduce the rate of aggression, violence, substance use, and suicide that boys and 
men face - boys and men commit almost 90% of the violent crime that occurs in 
the United States. This kind of behavior is o`en taught or reinforced by 
mainstream media such as television, movies, music, and video games. Violence is 
o`en a way that men prove their masculinity and enhance their confidence. 
Mental health professionals must be prepared to address such maladap)ve and 
dangerous thought processes and provide teaching of healthier thought pa[erns. 
Mental health professionals must also be prepared to teach about suicidal 
idea)on, planning, and preven)ng risk. Men and boys who a[end therapy must 
have a safety plan to prevent suicidal planning or a[empts. It is also essen)al to 
understand the impact that adverse childhood experiences have on boys as they 
grow into men. Mental health professionals must be trauma-informed in their 
work. 
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8. U)lize methods that support men in engaging in healthy behaviors - according to 
the APA, men have a shorter life expectancy by at least five years when compared 
to women. Accidents are the leading cause of death for men and this is o`en 
directly correlated with risky behavior. For example, speeding while driving, 
climbing rocks unprepared, and other accidents are common in males. 
Addi)onally, men are less likely to a[end important medical screenings and 
appointments and other preventa)ve medical services. Mental health 
professionals should be prepared to offer psychoeduca)on on such important 
health-related behaviors. This supports men in adop)ng lifestyles that are 
conducive to health and longevity.  

9. Promote gender-sensi)ve mental health services - much research has found that 
men o`en do not seek out mental healthcare because they believe that the 
services are not aligned with the norms they have been subjected to. Because of 
this, it is essen)al that mental healthcare not further support the belief that 
people who access care are weak or should feel shame. Care provided must be 
affirming to all iden))es but it should also understand that many men will have a 
difficult )me expressing emo)ons. Clinicians must understand that tradi)onal 
signs and symptoms of mental illness may look different in men when compared 
to women. Externalized behaviors, such as aggression or risk-taking behavior, must 
be no)ced and treated more in men o`en than in women. These symptoms are 
o`en masking depression, for example. Clinicians must also understand that o`en 
men will under-represent their severity of difficulty or symptomatology. It can be 
beneficial to refer to mental health services or to adopt prac)ces such as coaching 
or consulta)on. O`en this can feel less s)gma)zed or in)mida)ng to tradi)onal 
male roles and culture.  

10.Work toward cultural and systemic change that prevents men from accessing 
necessary mental health services - men are o`en dispropor)onately impacted by 
systems in United States culture. For example, men make up 93% of those 
individuals who are currently incarcerated. This is an important data point to 
understand because the judicial system should serve and support men be[er than 
it does. Mental health professionals working in macrosystems should strive to 
improve the systems that men interact with. Another example is tradi)onal 
healthcare. Be[er screening, preven)on, and educa)on for common disorders 
such as anxiety and depression should be implemented. Men are also more likely 
to be discriminated against for housing, especially where public housing is 
concerned. Mental health professionals and advocates must work toward 
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improvement in housing systems. This is essen)al because housing significantly 
impacts mental health. For example, those who are living unhoused are less likely 
to be mentally and emo)onally at baseline than those who are housed (American 
Psychological Associa)on, 2018).  

Men must learn to iden)fy and name their emo)ons. This should be a focus of the 
mental health therapy process when working with male pa)ents. Boys are taught to 
avoid their emo)ons as early as elementary school (Gruber, 2018). This results in men 
suppressing their feelings later in life and difficulty regula)ng emo)onal states. 
Emo)onal regula)on skills are learned through prac)ce and trial and error. If men are 
missing these essen)al opportuni)es to prac)ce, it is obvious that the result is an 
inability to name and address emo)ons (Gruber, 2018). The following recommenda)ons 
are made to teach boys and men to iden)fy and name their emo)ons: 

1. Give individuals vocabulary for their emo)ons - for children, it can be helpful to 
use a poster with emo)onal states labeled and drawings (Fitzell, 2020) 

2. Make a habit of asking the individual what their feeling state is. Language such as 
“what are you feeling?” or “can you name that feeling?” can be helpful 

3. Roleplay can be used to iden)fy feeling states 

4. Teach boys and men to no)ce body language - both theirs and others. No)cing 
their body language is o`en a key way for men to name their feelings. This also 
helps men to understand how their body language impacts others in interpersonal 
rela)onships, work seungs, and other environments  

5. Teach boys and men that anger is a secondary emo)on - o`en men think that 
anger is a primary emo)on that they experience o`en. This should be addressed 
because anger is o`en masking other feelings such as sadness, anxiety, jealousy, 
and more. Once boys and men can understand that anger doesn’t serve them as 
well as naming and processing the primary emo)on does, they will be less likely to 
use substances or engage in inappropriate domes)c violence, verbal aggression, 
and other risk-taking behaviors  

6. Teach boys and men empathy - teaching empathy promotes emo)onal intelligence 
because it asks the individual to no)ce, validate, and make space for the emo)ons 
of others (Fitzell, 2020)  

Sec$on 7: Summary 
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Mental health professionals may be interac)ng with men in various systems differently 
than the way in which they generally  interact with women. For example, because men 
are incarcerated more and a[empt suicide more, mental health professionals may be 
mee)ng men in moments of crisis more o`en than they do women. This will impact the 
therapeu)c rela)onship. Clinicians must be prepared to normalize whatever seung and 
situa)on that the male pa)ent is in while effec)vely establishing a therapeu)c 
rela)onship. It is also important that clinicians are prepared to not immediately tear 
down the masculine standards and norms but rather operate around and within them 
while the therapeu)c rela)onship is being established. If this does not occur, the 
rela)onship could be adversely impacted and the man may not want to return to 
treatment. Suppor)ng men simply is different than suppor)ng women because of the 
differences in symptoms, presenta)on, and life experience that men have in the world.  

Section 8: Case Studies 
Case Study #1: Jose  

Jose is a 37-year-old man who resides with his long-term girlfriend. They have been 
together for almost 15 years and just recently his girlfriend gave him an ul)matum of 
sorts because he has been struggling with substance use issues for much of their )me 
together. Jose’s drug of choice is heroin, although he does not use it daily. He generally 
goes through several weeks of using and then several months of not. This has been a 
struggle in his rela)onship for many years, but his girlfriend has stayed with him because 
they have a deep love for one another and they grew up together. Jose and his girlfriend 
were raised in a low-income neighborhood and neither had parents who were 
consistently around. Jose was responsible for suppor)ng his mother and younger 
siblings financially from the age of 16 on. Jose’s father was in and out of jail and passed 
away several years ago. This is when Jose began using heroin.  

Jose’s girlfriend asked him to a[end treatment for his substance use issues because she 
is no longer feeling safe in the rela)onship with him. She is unsure if she can remain in 
the rela)onship with him the way that it currently is. He saw a therapist and together 
they decided it would be more helpful for Jose to a[end an inpa)ent treatment program 
to address his substance use behavior rather than a[end outpa)ent services. Inpa)ent 
treatment will allow him to access intensive supports to ensure that he can achieve and 
maintain sobriety while also addressing the reasons that he uses heroin.  
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When in treatment, Jose was able to par)cipate in cogni)ve behavioral groups and 
acknowledge that his substance use behavior was related to years worth of feeling 
insecure and that he was not worthy of love. Jose worked with his therapist around the 
trauma of having a father who was not present and who was aggressive when present. 
Jose learned to iden)fy and name his emo)ons. He found that as he began naming his 
emo)ons and using adap)ve coping strategies (such as exercise, journaling, reframing, 
and deep breathing) that his desire to use substances was reduced. A`er approximately 
four weeks in inpa)ent treatment, Jose was discharged into an outpa)ent treatment 
program. He began seeing a therapist weekly and a[ending groups that focus on 
sobriety.  

Approximately 12 months a`er treatment, Jose remained sober and reported that his 
rela)onship was the strongest it had ever been.  

Jose’s case illustrates how substance use o`en masks internal pain and emo)onal 
distress in men. Once he addressed that pain, he felt less compelled to use substances.  

Case Study #2: Trevor  

Trevor is a 46-year-old man who has a history of depression and anxiety. He can 
remember feeling anxious as young as 6 years old. He was told by his father to “shut up 
and ignore it” growing up when he would try to express the fear and panic he was 
experiencing. This led to Trevor avoiding managing his anxiety, which eventually led to 
many depressive episodes in adulthood that went untreated. Trevor’s anxiety recently 
began increasing again. He had been having panic a[acks daily that would cause him to 
call out of work approximately once per week for months. A`er years with the same 
employer, Trevor was fired because of missing too much work. He was devastated and 
realized it was )me to address this lifelong experience with mental illness.  

Trevor established care with a therapist. Together they had to process the trauma 
associated with being told to ignore his sustained anxious states. This led to his inability 
to navigate adult rela)onships and in)macy. Trevor feels devastated because he 
acknowledges that his life could have been more full of love, connec)on, and joy than it 
has been.  

Trevor’s therapist starts very small with him. Together they work at naming emo)ons 
and developing a toolbox of coping skills. These skills include a cope-ahead plan for 
leaving his home, despite anxiety and panic; grounding strategies; mindfulness 
strategies; and the use of an)-anxiety medica)on. Trevor and his therapist work 
together to reframe his thoughts so that he no longer perceives his emo)ons as being 
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weak and shameful, but rather as essen)al for feeling joy. They also work through the 
self-s)gma he has. Ini)ally, in therapy, he was referring to himself nega)vely by using 
crude names and language, and they were able to neutralize the language.  

A`er several months in therapy, Trevor’s anxiety was under control enough for him to 
return to his past employment. Upon returning to work, Trevor felt such pride for 
managing his emo)ons and naviga)ng anxiety, that he met someone in another 
department and felt enough confidence to ask her on a date. Trevor reported never 
feeling so confident and healthy in his life as he did a`er commiung to therapy.  

Several years a`er treatment, Trevor’s anxiety is s)ll being well managed with the 
combina)on of skills and medica)on management. He has been in a healthy rela)onship 
with his girlfriend and is a[ending work consistently. He no longer thinks of himself as 
weak for having anxiety and depression and simply recognizes that it is a part of him that 
ebbs and flows.  

Trevor’s case is an effec)ve example of the impact that not addressing masculine norms 
has: individuals become anxious, depressed, and struggle to func)on in society. Trevor’s 
treatment is representa)ve of addressing the childhood trauma associated with not 
being supported in his feelings as well as addressing the impact of that trauma, which 
for him was anxiety and depression.  

Case Study #3: Jason 

Jason is a 19-year-old gay man who has not come out to anyone. He was raised in a 
tradi)onal Chris)an household with parents who ins)lled gender norms and the 
importance of being a masculine man in him. He engages in behaviors that he believes 
will make others believe that he is straight and therefore love him: drinking beer, 
shoo)ng guns, and studying business.  

Jason has been in a rela)onship with a woman for approximately six months and they do 
not have sex because he knows that he is not a[racted to her. Jason feels as though he 
has to either have sex with her or come out of the closet. He is afraid of the rejec)on he 
may likely face if he comes out as gay to his family.  

Jason has begun feeling depressed and even suicidal. He has thought many )mes “it 
would be easier to die than to come out.” Jason feels afraid of his health because these 
thoughts have con)nued to rise, despite his a[empts to avoid thinking them.  
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Because of this, Jason recently began seeing a therapist, without telling his family. In 
therapy, Jason is diagnosed with depression. His therapist teaches him that it is not 
uncommon for gay men, and especially those who are closeted, to experience 
depression. This normalizes the experience for Jason, and he begins feeling more 
comfortable in therapy over )me, despite being told by his family that therapy is not 
something that men a[end.   

Jason and his therapist work together to help him feel less shame about being gay and 
understand that this is not something that he can change about himself, nor is it a 
reason that his god would not love him. Jason’s religious beliefs are important to him. 
His therapist helps him find a local Chris)an and affirming community for Jason to 
integrate with and also prac)ce coming out in. As Jason begins coming out to 
individuals, he feels more and more comfortable being himself and is less depressed. He 
also feels safe to come out to his family knowing that he has a community of people 
suppor)ng him. Jason’s family, while not thrilled, was suppor)ve and loving enough 
toward him for Jason to feel okay and accepted and his authen)c self. Jason eventually 
le` his girlfriend and began da)ng men.  

In doing this, Jason also had to address the internalized role that masculinity has played 
in his life. He felt inadequate as a man because of being gay and made up for this in 
hyper-masculine ways: spor)ng, drinking, etc.  

Within one year of a[ending therapy, Jason’s depressive symptoms were greatly 
reduced and he feels comfortable being his authen)c self. He even begins to mentor 
others through their process of coming out. Jason now feels great purpose and joy in his 
life, where this was missing before.  

Jason’s case demonstrates the impact of toxic masculinity as well as the influence of fear 
of rejec)on by family on mental health. His therapist suppor)ng him to live his authen)c 
self on his )meline and when he was ready was an important part of Jason’s recovery 
story.  

Case Study #4: Craig  

Craig is a 22-year-old, black man. Craig experiences depression and psychosis; however, 
he has never been treated for a consistent amount of )me because of the historical fear 
of physicians and therapists in the black community and because of his paranoia. Craig’s 
paranoia has made it difficult for him to trust that another person could support him. He 
feels that he does not have psychosis, despite having had mul)ple doctors diagnose him. 
He believes when he is unmedicated that everyone is lying to him and that they are “the 
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crazy ones” and not him. Craig recently lost his housing because of the inability to 
maintain employment. This is o`en common for individuals with psycho)c disorders and 
Craig is no excep)on. He had been employed at a local movie theatre and enjoyed his 
work but was let go because he stopped showing up to work or would refuse to 
complete some of the tasks that he was responsible for.  

Craig’s mother and siblings met with him and asked him to enter a treatment program 
a`er years of avoiding mental health services. Craig, while hesitant, accepted this offer 
because of his living situa)on and knowing that he has nowhere to go. He is afraid of 
being on the streets for too long because he knows that it could be dangerous for him.  

Craig begins a treatment program and immediately begins to learn a great deal about 
himself. He realizes that his psycho)c symptoms occurred in childhood but they were 
o`en overlooked because he was just thought of as being crea)ve and energe)c. In 
treatment, Craig learned to recognize the signs and symptoms that would indicate a 
psycho)c episode was coming. He also learned skills to effec)vely communicate with 
friends, family, and employers when he was beginning to struggle with his symptoms. 
The treatment program helped him to access some disability services that will help him 
maintain employment in the future because he will have protected status. He has also 
been prescribed medica)on that would be effec)ve in helping him manage his 
psychosis.  

In treatment, Craig realized that he has been holding long-standing beliefs about his 
mental health. These include the thought that he is crazy, out of control, and unworthy. 
In treatment and outpa)ent care, Craig begins to address these s)gma)zing thoughts 
and realizes that his quality of life could be much greater than it has been historically.  

Within several years, Craig is much more func)onal than he was previously. He 
establishes care with a case manager and mental health therapist who was crucial in 
helping him to learn more adap)ve strategies. He was able to find housing, access 
suppor)ve employment, and begin to have more effec)ve rela)onships with his family. 
Craig has a safety plan because he learned in treatment that he had been having suicidal 
idea)on for years.  

Craig’s case illustrates how the combina)on of life supports (psychosocial supports, 
medica)on management, and case management) and processing self-s)gma can have a 
posi)ve impact on recovery.  

Case Study #5: Steve  
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Steve is a 32-year-old man who has a diagnosis of borderline personality disorder. He has 
been in and out of treatment several )mes since he was an adult. While he was 
diagnosed in his early 20’s, Steve s)ll struggles to find a community of people to support 
him and understand his specific struggle with BPD. The majority of treatment programs 
he has a[ended for BPD have had female pa)ents and his therapists have been female. 
He belongs to a few online recovery-focused groups through social media but he also 
no)ces that the majority of people who par)cipate are women.  

Steve has been struggling with the sense of isola)on he feels because he is unable to 
find other men with whom he can connect with and feel normal around. This has 
resulted in Steve feeling depressed and shameful. He recently said something to his 
therapist that was concerning to her: “it’s like nobody else is like me and I’d rather die 
than live this way.” Steve has had mul)ple suicide a[empts and hospitaliza)ons. He has 
a crisis plan that he can follow as needed. He takes medica)on that helps reduce his 
depressive symptoms and he uses skills to manage his feelings of worthlessness, but 
Steve’s symptoms have been steadily increasing.  

Over the next few months, Steve’s counselor works with him and his psychiatrist to 
adjust his medica)ons to be[er address the increase in symptoms. They also do work 
around normalizing the experience of having BPD in men. His counselor directs him to a 
group of male providers and a male outpa)ent treatment program for him to become 
connected to. Eventually, Steve chooses to transi)on to the male therapists and a[ends 
a group one night per week for men with BPD.  

Within a few months, Steve’s sense of isola)on and shame is reduced. He no longer feels 
as “crazy” or “different” as he once did. His depressive symptoms are under control and 
he is no longer feeling like he wants to die or disappear.  

Steve’s case is a good example of how the s)gma around men having BPD or the lack of 
support and informa)on for men compared to women with BPD can lead to poor 
outcomes. For Steve, this was isola)on and depression, which can become very 
dangerous. It can lead to self-harm and suicide.  
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