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Designations of Credit
NetCE designates this continuing education activity for

1 CE credit.

About the Sponsor

The purpose of NetCE is to provide challenging cur-
ricula to assist healthcare professionals to raise their
levels of expertise while fulfilling their continuing edu-
cation requirements, thereby improving the quality of
healthcare.

Our contributing faculty members have taken care to
ensure that the information and recommendations are
accurate and compatible with the standards generally
accepted at the time of publication. The publisher dis-
claims any liability, loss or damage incurred as a conse-
quence, directly or indirectly, of the use and application
of any of the contents. Participants are cautioned about
the potential risk of using limited knowledge when inte-
grating new techniques into practice.

Disclosure Statement

It is the policy of NetCE not to accept commercial sup-
port. Furthermore, commercial interests are prohibited
from distributing or providing access to this activity to
learners.

Course Objective

The purpose of this course is to provide psychologists
with necessary information regarding psychosocial con-
ditions and issues that affect men in order to facilitate
more effective diagnosis, treatment, and care.

Learning Objectives
Upon completion of this course, you should be able to:

1. Describe the impact of stress and anger on
men.

2. Outline the presentation and approaches to
treatment for substance use disorder in men.

3. Describe the diagnosis and treatment of
depression in male patients.

Sections marked with this symbol include

evidence-based practice recommendations.

The level of evidence and/or strength

of recommendation, as provided by the

evidence-based source, are also included
so you may determine the validity or relevance of the
information. These sections may be used in conjunction
with the course material for better application to your
daily practice.
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INTRODUCTION

STRESS/ANGER

Psychosocial well-being is important to men, and
many conditions or situations can disrupt the sense
of well-being. Among the more common factors
that can have a negative effect on well-being for
both sexes are everyday stressors (positive as well as
negative), personal conflicts, traumatic events, and
depression. In general, men lack the social support
and interpersonal relationships that help women
to cope with stresses [1]. Because of this, men dif-
fer in their ability to handle stress, with many men
resorting to anger, violence, and substance misuse
to deal with stress or depression [2; 3]. As a result,
stress/anger, substance misuse, and depression are
among the psychosocial conditions with the most
serious health implications for men. Most men will
not seek help for psychosocial disorders and may not
recognize the symptoms of depression [3; 4; 5]. Thus,
it is important for healthcare providers to address
psychosocial well-being and potential threats to well-
being as part of routine health evaluations of men.

The American Psychological Association

(APA) recommends that psychologists and

other mental health professionals should

strive to reduce the high rates of problems

boys and men face and act out in their lives

such as aggression, violence, substance
abuse, and suicide.

(https://www.apa.org/about/policy/boys-men-practice-
guidelines.pdf. Last accessed March 21, 2025.)

Level of Evidence: Expert Opinion/Consensus
Statement

Stress and anger have long been associated with
negative health consequences. Most of the earlier
research focused on the effects of stress and hos-
tility on coronary heart disease, and additional
research has found a link between hostility and a
more rapid decline in lung function in older men
[6; 7; 8]. Appropriate expression of anger has been
suggested as a way to improve health, and control-
ling anger has been shown to promote well-being in

older individuals [9].

Safety is also of concern, as anger has been associ-
ated with an increased incidence of injuries and vio-
lence. In one study, higher levels of anger (at a given
moment) were associated with an increased risk of
injury, especially in men [10]. In that study, nearly
32% of individuals who had been injured reported
having some degree of irritability before the injury.

Men are the usual perpetrators of intimate partner
violence causing injury, and these men tend to
be younger (18 to 35 years of age), to be from a
racial/ethnic minority population, and to have low
socioeconomic status [11; 12]. Substance misuse
and unemployment are also associated with such
violence [11]. However, identifying a perpetrator
of intimate partner violence in a clinical setting is
difficult [12]. It is important to remember that men
can also be victims of intimate partner violence, and
this is especially true for men who have sex with

men (MSM) [13].
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Although the U.S. Preventive Services Task Force
(USPSTF) found insufficient evidence for or against
routine screening for intimate partner violence
(including child abuse and elder abuse), a survey
of patients within a private family practice network
showed that 97% of respondents believed that phy-
sicians should ask patients about family stress and
conflict [14; 15]. The survey sample included women
who had been physically hurt by intimate partner
violence as well as men who had admitted perpetrat-
ing such injury. These findings support early studies
that indicated patient preference for clinicians to ask
questions about physical and sexual abuse [16]. The
American Academy of Family Physicians (AAFP)
notes that family physicians have the opportunity to
provide early intervention in family violence through
routine screening and identification of abuse; thus,
physicians should be alert for the presence of family
violence in virtually every patient encounter [17]. It
seems reasonable and appropriate for clinicians to
include within routine health assessments of men
questions about feelings of anger and frustration and
urges to strike family members [11; 13]. Suggestions
for strategies that focus on anger management and
conflict resolution may be helpful, especially for
adolescents and young men [13].

SUBSTANCE MISUSE

As noted, substance misuse is higher among men
than among women in all age categories, and men
are more likely to have psychosocial problems
related to the misuse [2; 11]. Although the rate of
alcohol misuse is highest among younger men, men
older than 65 years of age are of special concern
because they are much more likely than women to
be “problem” drinkers and to misuse a wide range
of illicit as well as prescription drugs [11]. As the
general population ages, the misuse of illicit drugs

is expected to increase [18]. Adding to this problem
is the low rate of screening for alcohol misuse in the
older population and the secrecy of many men about

drug use [18; 19].

Additional concerns are the use of anabolic steroids
among adolescents and young adult men and the use
of methamphetamine among MSM. Use of anabolic
steroids begins during the teenage years in approxi-
mately 25% of cases, and about 10% of all users are
teenagers [20]. The prevalence of methamphetamine
use among MSM is approximately 10% to 20%, a
rate that is 10 times higher than that in the general
population [21].

Several professional organizations, including the
USPSTF, recommend screening and behavioral
counseling intervention to reduce alcohol misuse
[22]. However, reported rates of screening have been
low [23]. Several screening instruments have been
developed, and they vary in the number of questions,
the populations for which they are best suited, and
their usefulness in specific situations; no one tool is
perfect [24; 25; 26; 27]. The CAGE questionnaire,
which includes four questions, is best for detecting
alcohol dependency and is easy and quick to perform
[24; 25]. However, the test may not detect low, but
risky, levels of drinking [11; 28]. The Alcohol Use
Disorders Identification Test (AUDIT) is the most
accurate for detecting problem drinking [23; 26].

Screening in the older population is especially
important, as low levels of alcohol use can cause
morbidity due to age-related physiologic changes,
comorbidities, and the use of prescription medica-
tions [29]. Screening tools developed specifically
for older individuals should be used, such as the
geriatric version of the Michigan Alcohol Screen-
ing Test (MAST) or the Alcohol-Related Problems
Survey (ARPS) [29; 30; 31]. Clinicians should also

ask specific questions about drug use.
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A medical history is also helpful, and a family history
of alcoholism is a risk factor [23]. Clues to a problem
with alcohol can be provided by such symptoms as
amnesic episodes, mood swings, chronic fatigue,
gastrointestinal symptoms, anxiety, and excessive
sweating [23]. Several physical findings can suggest

that a patient has a problem with alcohol or drugs,
including [23; 28]:

e Mild tremor

*  Unsteady gait

e Tachycardia

e Odor of alcohol or marijuana

* Enlarged, tender liver

e Nasal irritation (cocaine use)

* Conjunctival irritation (marijuana use)

* Excessive use of aftershave or mouthwash

* Signs of chronic obstructive pulmonary
disease, hepatitis B or C, or HIV infection

Signs that should raise a “red flag” about substance
misuse are frequent absences from work or school,
history of frequent trauma or accidental injuries,
depression or anxiety, other substance misuse, labile
hypertension, sexual dysfunction, sleep disorders,
poor nutrition, gastrointestinal symptoms, and
interpersonal conflicts [11; 23; 28].

Clinicians should provide brief interventions, such
as short counseling strategies, for men who are
identified to have atrisk drinking. These interven-
tions have been shown to be effective [23; 28; 32].
Alcoholism and drug addiction are best treated
by an addiction medicine specialist or through an
inpatient or outpatient program [28]. Primary care
providers should have referrals for counseling and
treatment readily available, as well as resources on
support groups, such as Alcoholics Anonymous and
Narcotics Anonymous.

To help healthcare professionals carry out the
appropriate diagnosis and treatment of patients
with alcohol problems, the National Institutes on
Alcoholism and Alcohol Abuse (NIAAA) developed
the publication Core Resource on Alcohol, which
features an updated guideline on screening and
brief intervention. These resources are available on
the NIAAA website at https://www.niaaa.nih.gov/
health-professionals-communities/core-resource-on-
alcohol.

DEPRESSION

Depression is often regarded as a “woman’s disease”
because it is diagnosed more frequently in women
than men. However, researchers and the health
community at large now realize that depression is
of serious concern in men and is underdiagnosed
[2; 33]. According to data from 2020, the prevalence
of major depressive episode was 6.2% among men
and 10.5% among women [34].

Despite the lower rates of depression in men com-
pared with women, the rate of completed suicide is
nearly four times higher for men (25.8 vs. 7.1 per
100,000) [35]. Suicide is a leading cause of death
for men in many age groups and across all racial/
ethnic populations, except for the Black population
[35]. There is some evidence that loneliness, while
experienced by both men and women with depres-
sion, may be a stronger predictor of suicidal ideation
among younger men than other demographic
groups [36]. Researchers have hypothesized that
feeling understood and loneliness likely function
as serial mediators rather than as parallel media-
tors. In essence, the positive effect of disclosure of
distress and feeling understood on depression and
suicidality scores may be explained through loneli-
ness measures [37].
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The underdiagnosis of depression in men involves
clinician-related and patientrelated factors. Clini-
cians’ lack of appropriate training and discomfort
with dealing with depression contribute to a low
rate of diagnosis, estimated to be about 50% [38;
39]. In addition, no screening instrument for suicide
risk has been shown to reliably detect suicide risk in
primary care populations [40]. This is unfortunate,
as primary care providers appear to be in a position
to intervene. As many as 83% of people who died
by suicide had contact with their primary care phy-
sician in the year before death, with approximately
20% seeing their physician one day before death
[38; 41]. In addition, 50% to 66% of individuals
who committed suicide saw their primary care phy-
sician within one month of their death, with 10%
to 40% committing suicide within one week of the
visit [40]. Thus, better recognition of depression
and suicide risk by primary care providers may help
reduce suicide rates.

Many patientrelated factors in the underdiagnosis
of depression are primarily related to gender issues,

including [2; 3; 33; 38; 42; 43]:
* Reluctance of men to seek help

e Lack of men’s recognition of the
symptoms of depression

* Hesitancy of men to express emotions

e Tendency for men to see depression
as a weakness

e  Men’s misconceptions about mental
illness and its treatment

DIAGNOSIS

Because men are less likely to express their emotions,
they may recognize and discuss only the physical
symptoms of depression, making diagnosis a chal-
lenge [3; 5; 42]. A carefully taken history can elicit
information about risk factors, which include a
family history of depression, the use of some medica-
tions (beta blockers, histamine H2-receptor antago-
nists, benzodiazepines, and methyldopa), chronic
illness or other comorbidity, lack of social support,
recent life stressor, and single marital status [11; 44].
Substance misuse frequently occurs concomitantly
with depression, more often in men than women,
but the direction of the causal relationship is not

clear [3; 44].

Many of the symptoms of depression reported by
women are the same for men: depressed mood,
changes in appetite and sleep habits, problems with
concentration, and an inability to find pleasure in
once pleasurable activities [3]. It has been proposed
that the symptoms of depression in men represent
a male depressive syndrome, characterized by such
symptoms as irritability, acting-out, aggression, low
tolerance of stress, low impulse control, tendency
to blame others, and a greater willingness to take
risk [2; 3; 38; 42]. Men with depression may thus
present with a very different symptom profile [33].
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The APA recommends that those

assessing boys and men strive to be

aware of traditional masculine gender

role characteristics that render underlying

psychological states difficult to assess.

In clinical settings, ask boys and men
questions about mood and affect and be willing to
probe more extensively when faced with brief responses.
Clinicians should work to accurately assess masculine
socialization and ideology using gender-sensitive
assessment tools and to learn specific assessment
strategies for masculine depression.

(https://www.apa.org/about/policy/boys-men-practice-
guidelines.pdf. Last accessed March 21, 2025.)

Level of Evidence: Expert Opinion/Consensus
Statement

Identification of suicide risk is an essential compo-
nent of the evaluation of patients with depression.
Many of the risk factors for suicide are similar to
those for depression; when the circumstances sur-
rounding completed suicides were reviewed, the
following were found to be factors [35]:

* Loss of a partner
(through death or other means)

* Loss of job

* History of mental illness

*  Depressed mood

e Previous suicide attempts

* Physical health problems

* Intimate partner problem

* Preceding or impending crisis
(within two weeks)

* Financial problem

Clinicians should ask questions to determine the
duration of symptoms and explore possible triggers
of depression [33]. Because of their lack of experi-
ence with discussing emotions, many men may be
uncomfortable with open-ended questions such as,
“How do you feel?”; rather, discussing emotions in
situational contexts can help men better express
what they are feeling and why [42]. It may also be
helpful to de-emphasize the negative connotation of
depression and frame questions within the overall
context of health and well-being [18].

TREATMENT OPTIONS

The treatment approach will depend on the severity
of symptoms and the patient’s preference. In general,
a combination of psychotherapy and pharmacologic
management provides the best results for most
men [33; 44]. Potential psychotherapy approaches
include cognitive behavior therapy and interpersonal
psychotherapy [3; 11; 33]. Firstline pharmacologic
treatment involves the use of selective serotonin
reuptake inhibitors, such as paroxetine, sertraline,
and fluoxetine [11]. This treatment approach has
efficacy rates of 30% to 70% [33]. Clinicians should
emphasize the importance of taking the medica-
tion as prescribed, as it may be two to four weeks
before a benefit is evident [33]. Depression that
is associated with chronic illness is often seen as
an inevitable consequence of the disease, but the
depression should be treated. Frequently, the treat-
ment improves the overall outcome [44].

To improve outcomes for men with depression, it
is crucial to address the underlying genderrelated
factors that contribute to underdiagnosis and under-
treatment, including reducing stigma, promoting
help-seeking and early intervention, and consider-
ations of gender-specific factors when developing
treatment plans.
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CONCLUSION

The psychosocial well-being of men is a multifac-
eted issue that requires comprehensive attention
from healthcare providers. Stress, anger, substance
misuse, and depression are significant factors that
can adversely affect men’s health, often leading to
severe consequences such as violence and suicide.

Despite the challenges in diagnosis and treatment,
particularly due to societal norms and personal
reluctance, it is crucial for clinicians to incorporate
routine screenings and interventions into their
practice. By addressing these issues with sensitivity
and providing appropriate resources and support,
healthcare professionals can play a pivotal role in
improving the mental health and overall well-being
of men.
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