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Foreword 
Alastair Campbell

This book is a welcome and important contribution to a thankfully growing debate. 
Mental illness remains in some ways the last great taboo in our society, a taboo which 
leads directly to stigma and discrimination which for some can be even worse than 
the symptoms of their illness. If it is true that one in four of us will at some point 
have direct experience of mental illness – and sometimes I believe this widely quoted 
fi gure is an underestimation – then as a society we have to be far more open and 
honest about the issues that fl ow from that. It is also the case, in very general terms, 
that men are more likely than women not to be open, and not to reach out for help 
when they may need it. Good mental health isn’t simply an absence of mental health 
problems, but a positive state of well-being that enables us to realise our own abil-
ities, contribute productively to society and cope with the normal stresses of life. 
The term ‘mental health’ for many people though is simply another way of talking 
about mental illness; something which, for men especially, largely remains off limits. 
Men’s reluctance to acknowledge emotional pressures to others, or frequently even 
to themselves, can create a build-up of pressure which often only fi nds release at the 
point of crisis. When the crisis hits, the stigma of mental illness and its incompatib-
ility with dominant notions of masculinity mean that men are more reluctant than 
women to seek the help that they may need.

This book in part is about encouraging men who have reached crisis point to 
seek help. Equally it’s about prevention, and sets out some of the excellent work 
being done on that.

As well as practical work which is happening in communities around the coun-
try, there is also much work to be done to change representations of mental health 
issues in the media – to help de-stigmatise mental illness. Too often, mental illness 
in the media is linked to violence, whereas in truth the mentally ill are more likely 
to be the victim than perpetrator of violence.

While a lot of good work is already being done, the targeted promotion of men-
tal health to men and boys is still in its infancy. In highlighting some of the work 
already being done, I hope it can inspire practitioners and policy-makers to initiate 
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similar interventions, develop new ones and lift the promotion of men’s mental 
health much higher up the agenda, both in the UK and abroad.

Alastair Campbell
Mind Champion 2009, author of All In The Mind

Spokesman and Chief Strategist to the Prime Minister, 1994–2003
March 2010
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Foreword 
Louis Appleby

Men’s health in general is poor in comparison to women’s. Male life expectancy at 
birth in England is fi ve years less than women. Men are worse at using the health 
service than women, and more likely to use anonymous sources of health advice like 
websites. Our challenge is persuading men to take their health more seriously, and 
to make better use of the services available.

We also know that men are three times more likely than women to take their 
own lives. From the 1970s to the 1990s, whilst the suicide rate fell in older men and 
in women it was rising in men under the age of 35. That is why, in developing our 
national suicide prevention strategy, we made sure it included measures aimed at 
young men. We set out to tackle risk factors such as depression; alcohol problems; 
drug misuse; unemployment; family and relationship breakdown. The suicide rate 
in men under 35 is now falling. 

However, we still need to know more about why men fi nd it diffi cult to talk about 
their problems; why they are more resistant to health promotion messages; and why 
they were reluctant to seek help when in distress. We need to be more innovative in 
the way we try to reach men. We can do this by moving out from more traditional 
health settings – I have seen mental health teams working in sports halls and high 
streets. Most importantly, we need to listen to what men, and young men in particu-
lar, are saying to us so that we can provide services that they will access when they 
need them.

This book will help stimulate further discussion and hopefully encourage men to 
seek help or support. It also highlights some positive work going on in the United 
Kingdom and elsewhere which could be replicated further.

Professor Louis Appleby 
National Clinical Director for Mental Health

March 2010
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Preface

Good mental health is much more than simply the absence of mental illness. It’s 
easy, of course, to think of men who have a diagnosable mental disorder as being in 
poor mental health. There are countless others though whose state of mental well-
being is severely hampering their ability to live a happy, well-balanced and fulfi lled 
life who will never be offered (or seek) professional help, or whose problems will 
unnecessarily be left to escalate to a point where they qualify for medical interven-
tion. Health promotion of all types is about enabling people to get the most from 
their lives, for as much of their lives as possible – to participate in society, to build 
positive relationships with others, to experience satisfying and meaningful work, 
and to make the most of one’s potential unhampered by the restraints of avoid-
able physical or psychological impairment. Although very important, a reduction 
in the prevalence of illness is just one outcome of this work and thus mental health 
promotion is about more than simply preventing mental disorders. Its aim is to 
promote positive mental health in a broad sense by increasing psychological well-
being, competency and coping skills, and by creating supportive living and working 
environments (WHO 2004).

Our aim with this book has been to highlight the breadth of the challenges to 
achieving mental well-being that men are facing and, through examples of good prac-
tice, provide a guide for those working in primary care on how best to target and help 
those men who need support. It should be noted that this book does not address 
working with men with a diagnosis of mental illness who are already under the care 
of mental health services. Rather, it responds to the increasing recognition, as the 
costs associated with mental distress become realised, that restricting activity to just 
managing those who have developed a mental illness is too limited an approach. 
The infl uential Sainsbury Centre for Mental Health produced a policy report (2006) 
that had as its vision for 2015 a world in which the promotion of the mental health 
and well-being of the population was a key component of all public service delivery. 
The World Health Organization summary report (WHO 2004) on promoting men-
tal health has a similar quest. The need for a cross-cutting approach has also been 
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emphasised by the Men’s Health Forum’s report on the mental health of men and 
boys, Untold Problems (Wilkins 2010). This vision is starting to materialise at the pol-
icy level, with the launch in 2009 of a series of EU Presidential conferences to support 
the development of the ‘European pact on mental health and well-being’ (EC 2008).

In our fi rst book, Men’s Health – How to Do It (Conrad and White 2007), the focus 
was on trying to capture the work of the Bradford Health of Men team, who had 
been developing outreach services specifi cally aimed at men across a broad range 
of health issues. In this book we have returned to some of the team for their expert 
knowledge on working with men with mental and emotional problems, but we have 
also moved further afi eld to capture best practice in the rest of the United Kingdom 
as well as examples from Europe and America.

Within the book there are chapters that explore the state of our understanding 
of men’s mental health and discuss specifi c mental health issues faced by different 
groups of men, along with some of the contemporary cultural and other societal fac-
tors that have an infl uence on men’s mental well-being. There are also chapters that 
demonstrate how some of these many challenges to men’s mental well-being can be 
addressed through practically focused initiatives and male-friendly ways of working.

The main message that we hope comes from this book is that many men are 
fi nding the world a stressful and emotionally draining place and that this is causing 
problems for them and for those who live and work with them. If there is a serious 
wish to improve the health and well-being of men then we have to accept that relying 
on the current orthodoxy on mental ill-health will not be enough. For real progress 
to be made we have to become more aware of and responsive to men’s emotional 
and mental health needs.

David Conrad
Alan White
March 2010
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CHAPTER 1

Introduction
Alan White

Go along to any sporting event and you’ll fi nd no shortage of men giving vivid dis-
plays of their current mental state! But in other settings we see a very different picture 
– we see boys having diffi culty sharing their grief over bereavement, we see sadness 
erupting as anger, or unexpected suicide in men who were found to have hidden 
depths of despair. This book seeks to unravel the complexities of men’s mental health 
and offer practical guidance on how services can be developed that can reach out to 
men at the most vulnerable times of their lives.

Though the book is aimed specifi cally at practitioners, its message also needs to 
be heard by those setting health policy and strategy, as we have to see a shift in the 
way that health services are provided for men with emotional and mental health 
problems – something that cannot happen without their support. We also hope that 
this book is not just of interest to those working in the health and social care sector. 
Men themselves have to become more aware of their mental and emotional health 
needs and so do their families and friends. It’s necessary for us to get the messages 
out to teachers and others who work with boys and men as well, such that they can, 
perhaps, interpret behaviour in a different light and offer support and guidance to 
those boys and men who are experiencing diffi culties.

The World Health Organization (WHO) has a broad defi nition of mental health, 
describing it as a state of well-being in which the individual realises his or her own 
abilities, can cope with the normal stresses of life, can work productively and fruit-
fully and is able to make a contribution to his or her community (WHO 2002). 
This defi nition neatly refl ects the range of issues that make up mental health, but 
can also be broken down further into more specifi c elements. In 1997, the ‘Key 
Concepts’ project (EC 2004) was set up by the European Commission to look at 
how mental health is conceptualised and concluded that mental health is best con-
sidered as including positive (mental well-being) and negative (mental ill-health) 
elements. Positive mental health, or mental well-being, is not merely the absence of 
mental ill-health but the ability to cope with adversity. Negative mental health, or 
mental ill-health, can be further divided into psychological distress and psychiatric 
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disorders. Psychological distress is a continuum of mental health diffi culties often 
associated with common negative and stressful life events that would not meet the 
diagnostic criteria for discrete psychiatric disorders. As such, psychiatric disorders are 
not necessarily worse than psychological distress but they may be chronic, whereas 
distress may be transient.

Whichever way you look at it, it’s apparent that the mental health of the popu-
lation is increasingly being recognised as one of the most important areas of public 
health.

WHO have estimated that unipolar depression will be the second most signifi c-
ant contributor to the global burden of disease by 2030 (Mathers and Loncar 2006). 
The case for the new European Pact on Mental Health and Well-being is in part based 
on the recognition that mental disorders are on the rise in the EU, with almost 50 
million citizens (about 11% of the population) estimated to experience mental dis-
orders and depression – the most prevalent health problem in many EU-Member 
States (EC 2008). In the UK, one in four people suffer some form of mental illness 
at some point in their lives and at any one time one sixth of the population are suf-
fering from a common mental health problem (DH 2009).

The high cost of mental health problems can be seen not only in the misery of 
the disrupted lives of those affected on a day-by-day basis, but also starkly through 
the mortality data. The inability to deal with problematic emotions is seen as a 
major contributing factor in the continued high numbers of suicides, with 2481 men 
(and 684 women) dying from intentional self-harm in England and Wales in 2007, 
the majority of these deaths occurring in middle-aged men (ONS 2008). If the 
deaths that are categorised as ‘event of undetermined cause’, which are often seen as 
unproven suicides, are included (men with 827 deaths and women with 333 deaths 
recorded) then some 3304 male deaths have as a core an emotional cause. This is 
not just a problem in the UK; across the world men’s suicide levels are extremely 
high, such as in Lithuania where the suicide rate is over 10 times higher than that 
for women in the 35–44 age range (White and Holmes 2006).

The problems of mental health go well beyond the mortality data. The Sainsbury 
Centre for Mental Health (2007) has estimated that in the UK alone mental health 
problems account for:

 ➤ £8.4 billion a year in sickness absence. The average employee takes seven days 
off sick each year, of which 40% are for mental health problems. This adds up 
to 70 million lost working days a year, including one in seven directly caused 
by a person’s work or working conditions.

 ➤ £15.1 billion a year in reduced productivity at work. ‘Presenteeism’ accounts 
for 1.5 times as much working time lost as absenteeism and costs more to 
employers because it is more common among higher-paid staff.

 ➤ £2.4 billon a year in replacing staff who leave their jobs because of mental 
ill-health.

A recent Kings Fund report on the cost of mental health care in England to 2026 
(McCrone et al. 2008) forecasts that the combined cost of lost productivity due to 
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mental health problems and the direct cost of health and social care will double in 
real terms.

MEN AND MENTAL HEALTH
It has been suggested that the way that men present with mental or emotional dif-
fi culties is different from women and that this also causes problems in the effective 
diagnosis of the problem and referral on for effective treatment (Brownhill et al. 
2005, White 2006). This was recognised within the European Mental Health report, 
where it is noted that whilst women have higher levels of depression and anxiety 
(or internalising disorders) men have higher levels of substance abuse and antisocial 
disorders (or externalising disorders) (EC 2004) which can be detrimental for men, 
their friends and family, and their community (Stewart and Harmon 2004, Kupers 
2005, Winkler et al. 2006).

In England and Wales, for the category of deaths ‘Mental and Behavioural causes’ 
(ONS 2008) there were 5390 male and 11 192 female deaths recorded in 2007, but 
if you break these down by age you fi nd that in the 15–64 (working) age range there 
are 1034 male deaths, compared to 331 female deaths (a ratio of 3:1). These deaths 
do not include suicide and in this younger age group are predominately made up of 
accidental deaths due to psychoactive substance use (alcohol, opioids and depend-
ence). It is also salutary to note that a recent large-scale study from Denmark (Nielsen 
et al. 2008) has shown that chronic long-term stress can affect life expectancy, the 
effects being most pronounced amongst younger and healthier men.

In 2001, White (2001) undertook Scoping Study on Men’s Health for the then 
Minister for Public Health. Four key areas emerged as the most relevant in under-
standing men’s health problems: men’s access to health services; men’s lack of 
awareness of their health needs; men’s seeming inability to express emotions; and 
men’s lack of social networks. All of these were interlinked in terms of how men have 
been socialised to manage their health and well-being, but they also refl ect a society 
that has not given suffi cient attention to targeting men, either through services that 
refl ect their needs or through the enablement of men to manage their health more 
effectively. As Micale (2008) notes, it is often the case that men’s emotional prob-
lems are explained away rather than being seen as the cry for help they often are. 
As we come to recognise the complex pathways men take to get help for their emo-
tional and mental health diffi culties, we need to be able to identify ways in which 
public health interventions can be made more accessible (Möller-Leimkühler 2002; 
Brownhill et al. 2002; Brownhill et al. 2005; Emslie et al. 2006; White 2006; Payne 
2008).

In 2006, the Men’s Health Forum focused their National Men’s Health Week on 
men’s mental health. In their accompanying policy document ‘Mind Your Head’ 
(Wilkins 2006) and through the collaboration of over 41 organisations for the 
development of the ‘Brain Manual’ (Banks 2006) there was the fi rst national recog-
nition of the state of men’s problems with their emotional and mental health. More 
recently a principal mental health charity, Mind, focused their 2009 mental health 
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week onto ‘Men and Mental Health’, accompanied by their report ‘Get It Off Your 
Chest’ (Mind 2009). Both these campaigns have called for a more proactive approach 
to reaching out to men.

POLICY DEVELOPMENTS
The wish to see a broader approach to men’s mental health has come at a good time 
with regard to health policy developments, both in the UK and across the globe. In 
the UK there have been signifi cant changes to the way healthcare is being viewed, 
one of the main catalysts being the publication of Lord Darzi’s ‘High Quality Care 
For All’ report (DH 2008), which advocates that comprehensive well-being and 
prevention services should be commissioned to meet the specifi c needs of local 
populations, with family doctors being encouraged to help individuals and their 
families stay healthy. The report also notes the benefi ts to general well-being from 
stronger mental health promotion.

In the UK, the National Service Framework for Mental Health (DH 1999) has 
been the main guide for how services should be confi gured. It is now being replaced 
by the ‘New Horizons’ strategy,* which aims to promote good mental health and 
well-being whilst also improving the services for people who have mental health 
problems. Its ten-year goal is to reduce the stigma associated with mental health 
and to promote a whole-population approach to the challenges posed by an increas-
ingly stressed community. It is important that this new strategy coincides with the 
European Pact on Mental Health and Well-being, the focus of which is also on trying 
to reduce the burden of mental distress on the state, the individual and their families.

There is an added impetus for this text and that is to help guide those tasked with 
meeting the needs of the Equality Act of 2006, which has placed a gender equality 
duty on all those providing services that have to meet the needs of men and women. 
The basis of this duty is that the legal responsibility has moved to the provider to 
ensure that they have considered whether their population group has had their spe-
cifi c needs incorporated within the design and delivery of their provision. For men, 
with regard to their mental health, this must include an understanding of their dif-
fering presentation of mental health problems, their specifi c needs with regard to 
their help-seeking behaviour and the type of approach that would be most effective 
in reaching out to them.

Taking on a whole-population approach to mental health, as advocated within 
the UK Government’s ‘New Horizons’, requires us to look beyond mental illness into 
those aspects of our lives that affect our emotional stability. As these are many and 
varied, we need to be looking for a complex solution to what is obviously a complex 
problem. It requires us to understand how men manage their mental and emotional 
health if we wish to fully comprehend the genesis of the diffi culties that they face. We 
then need to adopt a much broader strategy in tackling men’s mental health needs.

* www.newhorizons-mentalhealth.co.uk
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CHAPTER 2

On the edge? An introduction to 
men’s mental health

Peter Branney and Alan White

INTRODUCTION
This chapter aims to outline three main issues in men’s mental health:
1 conceptions of mental health marginalise the diffi culties that men have with 

emotional and mental well-being.
2 referral and diagnostic procedures exclude many of men’s mental health 

diffi culties.
3 mental health services fail to reach many of the groups where there may be men 

with mental health diffi culties.

ARE MEN ON THE EDGE?
‘Mental disorders’, ‘mental illness’, ‘mad’, ‘insane’, ‘troubled’ and even ‘neuropsy-
chiatric disorders’; the terms for mental health are manifold and this is in a large 
part because it can cover such a wide range of issues. There is depression, anxiety, 
and psychosis. Along with these three, there are many others that can be included; 
alcoholism, epilepsy, dementia, learning disorders and violence to name but a few. 
Combine the breadth of issues of mental health with those associated with gender 
and there is a great deal to consider. An overview such as this cannot give adequate 
attention to all of the issues related to and on the margins of mental health and, if it 
intends to remain true to the practical focus of this book, nor should it. Practitioners 
have a diffi cult job; they have numerous demands on their time and when it comes 
to working with either a specifi c issue or a particular person it is likely that the prob-
lem will be complex, involving many diffi cult decisions. As such, a practitioner will 
have to take stock of what they know and decide on the main issues and it seems 
sensible that this chapter should have the same scope.
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Our aim is to delineate the main issues for promoting men’s mental health and in 
doing so we have to make a number of choices. In making our choices we are ignoring 
other issues but we want to clarify three points about our decision-making process. 
First, we have selected three issues because we think they are particularly important 
but this does not mean that they will always be important. Indeed, the hope behind a 
practical-based book such as this is that it will result in changes to how mental health 
in men is managed, which should therefore alter the main issues that need tackling. 
Second, issues related to mental health will differ across the globe and within coun-
tries. Our hope is that exploring the large-, or macro-scale issues will help when it 
comes to defi ning and dealing with issues at a local, or micro, level. It is important 
to remember that context does affect gendered differences in mental health (Emslie 
et al. 2002). Finally, the main issues of men’s mental health that we are presenting
 are specifi c to the context of this book, which is the promotion of mental health.

The title of this chapter provides a hint at what we think are the main issues, which 
we present as three partial answers to the question, ‘are men on the edge?’. Asking 
such a question will annoy many because it is representative of a somewhat dated and 
negative view of mental ill-health as contained within individuals who have lost con-
trol. Unfortunately, such a view predominates and if we are to promote men’s mental 
health then we need to be aware of how it is manifest. In the Introduction, Alan 
White defi ned mental health as both positive (emotional well-being) and negative 
(what is usually meant by the term ‘mental health’). Structures that deal with men-
tal health explicitly are largely, if not always, focused on the negative aspects. These 
‘structures’ are mental health services that are along a continuum from those that are 
run in the community to those that are in the hospital, with a variety of services in 
between. The question ‘are men on the edge?’ also provides a metaphor of teetering 
on the edge of a precipice that encapsulates the three answers to the questions that 
we are going to present. We hope to show that this precipice is not one of individual 
rational control but it is the services that are designed to tackle mental ill-health.

Answer 1: men are on the edge of conceptions of mental health
Mental ill-health is a substantial problem and can be expressed in terms of what’s 
referred to as ‘Disability Adjusted Life Years’ (DALYs), which are a combination of 
the years of life lost due to premature mortality and the years of life spent living in 
disability due to a specifi c condition. Across the world, mental ill-health accounts for 
almost a third of the DALYs from non-communicable disease (Prince et al. 2008) and 
just over a tenth of the DALYs from all diseases (WHO 2001). There are a wide vari-
ety of mental illnesses and it will be easier if we focus on those that cause the most 
disability, which will be expressed as the greatest proportion of DALYs. The World 
Health Organization (WHO) annually publishes statistics on health from across the 
world. In 2001 WHO focused on mental health, providing statistics for the top 20 
causes of disability for those aged 15 to 44 years old. These statistics are particularly 
useful here because they help us compare mental ill-health to other causes of dis-
ability, such as traffi c accidents, asthma and HIV/AIDS, and they exclude children, 
where mental ill-health may be categorised in very different ways.
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Unipolar depressive disorders emerge as a major cause of disability and in 
both sexes it is second only to HIV/AIDS in terms of DALYs. In women depression 
accounts for a little over one in ten of all DALYs but in men it is a little less at one in 
fi fteen. Schizophrenia and bipolar affective disorder are the eight and ninth causes 
of disability but there is little difference between men and women. Depression, bipo-
lar disorder and schizophrenia are some of the more traditional mental ill-health 
diagnoses because they attempt to defi ne an internal problem of the individual, par-
ticularly, but not exclusively, with how they feel. Combined, they account for 15.9% 
of DALYs in women and 11.6% in men, which means that women have greater dis-
ability from these internal mental ill-health conditions.

There are two other mental ill-health problems that are within the top 20 causes 
of disability, which do not fi t easily with the focus on the internal functioning of 
an individual. Alcohol-use disorders are the fi fth leading cause of disability in those 
aged 15 to 44 years. When considering men and women separately however, alcohol 
misuse shows big differences. For men, alcohol misuse is the fourth leading cause of 
disability but does not even enter into the top 20 causes of disability for women. Self-
infl icted injuries are, after alcohol, the sixth main cause of disability although there is 
little difference between men (3.0%) and women (2.4%). As a condition of mental 
ill-health these two stand out because they are concerned not with the inner work-
ing of the individual but with what they do. That is, not with how they feel but with 
how much alcohol they drink, not with how they perceive the world but with how 
they (mis)treat their body. Combined, these behavioural mental health conditions 
account for well over three times more DALYS in men (8.1%) than in women (2.4%).

The differences between internal and behavioural mental ill-health – confi rmed 
by a review of mental health in the European Union (EC 2004) – are important 
because the condition with which someone is classifi ed can determine the options 
available to them, and to health professionals, when faced with services for mental 
health. However, there is a need to stop to think about these for a while. At their most 
basic, aren’t the differences between internal and behavioural merely conceptual? 
Someone can feel deeply sad or anxious and there may be many ways, including 
drinking too much or infl icting damage on the body, in which they may mistreat 
themselves. It is therefore possible that it is not just a fact that women have more 
internal problems and men have more behavioural diffi culties but rather that we 
have different ways for conceptualising the mental ill-health of men and women. 
Yes, these problems can occur together – they can be co-morbid – as someone can 
be diagnosed as both depressed and as an alcoholic but this does not explain the 
conceptual differences.

You may notice something a little confusing about the distinction between 
internal and behavioural and this explains why it seems that men are on the edge of 
conceptions of mental health. ‘Internal’ and ‘mental’ both refer to the inner workings 
of the individual, particularly the individual’s mind, and so it seems that internal 
mental ill-health is simply mental ill-health. This means that conceptually the beha-
vioural mental ill-health, focusing on the actions of the individual, seems to suggest 
that the workings of the inner mind are less relevant. As the greatest proportion of 
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those with DALYs due to internal mental ill-health are women and those with DALYS 
due to behavioural mental ill-health are men it seems that men’s mental ill-health 
somehow fails to fi t with understandings of mental health. A more applied way to 
consider conceptions of mental health is to explore practices for deciding what, if 
any, mental health diffi culties an individual has.

Answer 2: men are on the edge of processes of referral and diagnosis
While the conceptions of mental health considered above sound like something that 
only interests academics they are particularly important in practice. The relevance 
of such conceptions for practitioners emerges when we start to consider whether 
someone should be seen by a mental health service. In this context, another term for 
‘conception’ would be ‘diagnosis’. In the academic and clinical domains, diagnosis 
can mean a specifi c procedure which identifi es a discrete mental illness. In practice, 
however, it can be diffi cult to decide which diagnosis is most appropriate and often 
someone does not necessarily need a formal diagnosis to be referred to or be seen by 
a mental health service. As such, our focus is on the broader processes of referral and 
diagnosis. Unfortunately, focusing on something so broad means that it is diffi cult 
to identify such processes with any certainty and then to make any comment on it. 
Looking at depression may help us along our way because there is a body of research 
that is linked to referral and diagnostic procedures but also because depression is 
one of those internal mental health diffi culties that affects women more than men.

In terms of depression there is a well-documented disparity between clinical 
(Offi ce of National Statistics 2000; ISD Scotland 2004) and community (Bland et al. 
1988; Wells et al. 1989; Blazer et al. 1994; Meltzer et al. 1995; Singleton et al. 2000; 
Wilhelm et al. 2002) samples in the rate of depression in men. That is, when we look 
at clinical samples – those containing people who are under the care of a (mental) 
health service and have a diagnosis of depression – we fi nd many more women with 
depression than men. When we look at community samples the differences in rates 
of diagnosis between men and women are smaller. In the UK, for example, nationally 
collected fi gures show that for every four men diagnosed with depression in general 
practice there are ten women with the same diagnosis (Offi ce of National Statistics 
2000). This contrasts with a national household survey in the UK, which found that 
there were eight men for every ten women with depression (Singleton et al. 2000). 
Putting aside complexities of this research, there are at least three possible explana-
tions for this disparity; fi rst, that there is an under-diagnosis of men; second, that 
there is an over-diagnosis of women; and last, that there are systematic biases in the 
diagnoses of both men and women. The last answer is potentially more accurate 
as it would allow for over-diagnoses of groups of men, such as has been found in 
relation to black and minority ethnic groups (Keating et al. 2002; Bhui et al. 2003; 
Healthcare Commission 2007).

Looking at classifi cation systems offers the potential for further insight into bias 
in the diagnosis of depression. These systems – specifi cally the tenth edition of the 
International Statistical Classifi cation of Diseases and Related Health Problems (ICD-10) 
and the fourth edition of the Diagnostic and Statistical Manual of Mental Disorders 
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(DSM-IV) – defi ne clusters of symptoms as specifi c disorders (depressive episode, 
recurrent depressive disorder, dysthymia, etc). In practice, health professionals can 
draw upon the list of symptoms for each disorder to help them diagnose the diffi culty 
a specifi c individual has and then subsequently to make the most appropriate referral 
or devise a treatment plan. As such, the classifi cation systems are like a top-down pro-
tocol guiding practitioners in how to understand the diffi culties their patients present 
with. Research has taken a bottom-up approach and looked at people who have been 
diagnosed as depressed and asked them to list their symptoms (including symptoms 
that are not listed as diagnostic of depression). Box 2.1 is taken from a review of 
approaches to depression and men (Branney and White 2008) and shows the dia-
gnostic and non-diagnostic criteria and highlights those symptoms that occur most 
often in men or women. Symptoms that have been shown to occur more frequently 
in depressed men are slow movements, scarcity of gestures and slow speech (Kivelä 
and Pahkala 1988), non-verbal hostility (Katz et al. 1993), trait hostility (Fava et al. 
1995) and alcohol dependence during diffi cult times (Angst et al. 2002), which are 
not common to diagnostic criteria for (adult) depression. Increased hostility might 
be indicative of a conduct disorder mixed with depression but is limited to onset in 
early childhood. It appears that the symptoms that are indicative of depression in 
men are absent from classifi cation criteria for depression.

BOX 2.1 Diagnostic criteria for depression

ICD-10 F32 Depressive Episode
 ➤ Depressed mood
 ➤ Loss of interest or enjoyment
 ➤ Reduced energy leading to increased fatigability and diminished activity
 ➤ Marked tiredness after slight effort
 ➤ Reduced concentration and attention
 ➤ Reduced self-esteem and self-confi dence*
 ➤ Ideas of guilt and unworthiness
 ➤ Bleak and pessimistic views of the future
 ➤ Ideas or acts of self-harm or suicide*
 ➤ Disturbed sleep
 ➤ Diminished appetite.*

DSM-IV Major Depressive Episode
 ➤ Depressed mood
 ➤ Loss of interest or enjoyment
 ➤ Weight loss
 ➤ Insomnia or hypersomnia
 ➤ Psychomotor agitation
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 ➤ Fatigue
 ➤ Feelings of unworthiness*
 ➤ Reduced concentration.

Non-diagnostic
 ➤ Alcohol dependence during diffi cult times†

 ➤ Bodily pains*
 ➤ Hostility (non-verbal)†

 ➤ Hostility (trait)†

 ➤ Scarcity of gestures†

 ➤ Slow movements†

 ➤ Slow speech†

 ➤ Stooping posture.*

* Shown to discriminate between sex, occurring more frequently in women.
† Shown to discriminate between sex, occurring more frequently in men.
Source: Branney and White (2008)

We are not trying to say that classifi cation systems are the only reason for the disparity 
between depression in men in the clinic and in the community. Nor are we suggest-
ing that they explain the difference in the effect of internal and behavioural mental 
illnesses on men and women. In practice there is often more fl uidity in diagnosis 
and referral than these systems suggest. For example, aggression may be recognised 
as part of depression by many practitioners. It is very diffi cult to explore referral and 
diagnostic processes as they occur to explain the clinic-community disparity, which 
means that studying classifi cations systems is one, if imperfect, approach. At the very 
least, the approach we have taken allows us to move on from conceptions of men-
tal health to the more practical concern with referral and diagnosis, where it seems 
that men are on the edge.

It is also noteworthy that there seems to be an overlap with the conceptions of 
mental illness that affect men more than women – that is, behavioural mental ill-
health such as substance misuse and suicide – and symptoms that differentiate men 
and women with depression. It appears that the symptoms men have are predomi-
nantly concerned with their behaviour; that is, how men move and talk, how they 
(violently) interact, and how they use alcohol. There is also an overlap between the 
internal conceptions of mental health that affect women more than men and the 
symptoms that women with depression have more often than men. In particular, 
the symptoms for women are concerned with their internal mental states – with self-
esteem, self-confi dence and feelings of unworthiness. This is where we can move to a 
distinction that sits a bit better (than the internal behavioural distinction) alongside 
mental health. This distinction is between problem-focused and emotion-focused 
diffi culties, which is often used when referring to the way men and women experi-
ence and express mental ill-health (e.g. Busfi eld 1996). What we are suggesting, 
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therefore, is that processes of referral and diagnosis seem to focus on emotion, which 
means that those whose diffi culties are problem-focused are under-served by men-
tal health services. This leads us onto questions of whether services are managing to 
reach men who have mental health diffi culties.

Answer 3: men are on the edge of the reach of mental health services
In the Introduction, we pointed out that structures that explicitly target mental health 
largely limit themselves to the negative aspects. That is, mental health services focus 
on ill-health and one way to consider if men are on the edge is to explore whether 
services reach men with such diffi culties. Even the best evidence-based service is little 
use if it cannot persuade relevant people to use it. There are three different bodies of 
information that we can draw upon to consider the reach of mental health services 
in relation to men.

First, the starting point is to ask if there are people with diffi culties that would be 
classifi ed as having a mental disorder who are not under the care of a specifi c service. 
Another way of putting this is to ask if there are people who fi t a service’s inclusion 
or referral criteria but who are not using the service. That there are fewer men with 
depression in clinical samples than there are in the community suggests a specifi c 
area where services are failing to reach men. The diffi culty with this approach is that 
it is usually limited to the notions of mental ill-health that are given in formal clas-
sifi cation systems. We have already suggested that conceptions of mental health and 
processes of referral and diagnosis do not adequately fi t many men so they could 
easily be missed by such an approach. It is also possible to argue that mental health 
services do not have to reach everybody who would get a diagnosis but only those 
that want help. Unfortunately, if those that want to promote mental health only con-
cern themselves with people who want good emotional well-being they may fi nd 
that they end up working only with the converted.

Second, it is possible to look at aspects that are related to a service’s work that 
are not specifi c referral criteria. Many mental health services are directly or indirectly 
concerned with helping to prevent harm but it can be diffi cult to pick up individu-
als before they have, for example, actually harmed themselves. Suicide is a key here 
because nothing can be done once it has been completed. Globally the rate of sui-
cide mortality for men is four times higher than that for women (White and Holmes 
2006) – China is the only country where women’s suicide mortality is greater than 
men’s (Hawton 2000). Many people who complete suicide have never been in con-
tact with a mental health service and it is possible that they have never shown any 
signs that would have resulted in a referral to such a service and in these cases it may 
be that there is little that could have been done to prevent it occurring. Alternatively, 
because conceptions of mental health somewhat marginalise behavioural or prob-
lem-focused diffi culties it could be that mental health services do not currently deal 
with problems that could lead up to suicide.

The last approach is to look at information that is indicative, rather than dia-
gnostic, of mental ill-health. Given the importance that problem-focused diffi culties 
seem to have with men and their mental ill-health, there is a great deal to which 
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we can turn. For every 100 000 people in the world about 140 are imprisoned (this 
includes those at pre-trial stages; Tkachuk and Walmsley 2001) and these people 
are usually men. In prison populations, the proportion of men ranges from 95% 
(England) to 90% (US).* This is such a well-recognised gender gap that it is extra-
ordinarily diffi cult to fi nd statistics on global crime levels that separate fi gures for 
male and female perpetrators (the assumption being that there are too few female 
criminals to justify the extra work). Some, such as the Men’s Health Forum (Wilkins 
2006) want to suggest that these crime fi gures are, at the very least, indicative of 
low-level mental distress but they have to tread carefully for two reasons. First, it 
is unlikely that any evidence will unequivocally prove that crime is underlined by 
mental ill-health. Second, suggesting that all criminals (whether male or female) are 
mentally ill risks pathologising a large proportion of the population as both bad and 
mad. Looking at crime rates in more detail demonstrates that men tend to commit 
offences that endanger people, or what would be called violent crimes (CrimeInfo 
2008),† which includes common assault (i.e. no injury), harassment, homicide, ser-
ious or less serious wounding, and sexual offences. Posing a risk to others is one of 
those signs that would concern many mental health professionals and, indeed, is 
often one of the key referral criteria for mental health services.

Each of these three different approaches points towards groups of men that men-
tal health services are failing to serve. In relation to mental health, these groups seem 
to be defi ned by their focus on problems rather than emotions. It is little surprise 
that mental health services fail to serve groups that are defi ned by their outward 
behaviour, such as violent criminals. Unfortunately, it is extremely diffi cult to ima-
gine how services could be transformed to provide for these groups while ensuring 
that they do not criminalise people with mental health diffi culties or pathologise 
criminals. A focus group study by Brownhill and colleagues (2005) on depression in 
men and women is instructive because it provides a framework, called the ‘Big Build’, 
(see Figure 2.1) to understand problem-focused diffi culties in terms that relate well 
to mental health. The difference with depression in men and women that seemed 
most important was not how depression was experienced but how it was expressed. 
Their study seems to suggest that depression is part of an inner emotional world 
that is contained, constrained or set free by gendered practices. The model explains 
how masculine practices in relation to depression result in a debilitating trajectory 
of destructive behaviour and emotional distress. These practices start as avoidance, 
numbing and escaping behaviours that may escalate to violence and suicide. The 
point seems to be that emotional diffi culties are aligned with the enactment of what 
may be termed antisocial behaviours.

* World Prison Brief, International Centre for Prison Studies, Kings College, London. Downloaded 
1 August 2008 from www.kcl.ac.uk/depsta/law/research/icps/worldbrief/.

† www.crimeinfo.org.uk/servlet/factsheetservlet?command=viewfactsheet&factsheetid=110&category=
factsheets
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CONCLUSION: A NOTE OF CAUTION
The aim of this chapter is to delineate the main issues for promoting men’s mental 
health and we have tried to achieve this by providing three different answers to the 
question, ‘are men on the edge?’. As men are worst affected by behavioural men-
tal health diffi culties where the inner mental world is seen as less relevant, the fi rst 
answer was to say that men are on the edge of conceptions of mental health. It is in 
referral and diagnostic procedures that conceptions of mental health become relev-
ant for practice and these seem to focus on emotions rather than the problems that 
many men would evidence. As such, the second answer was that men are on the edge 
of processes of referral and diagnosis. This led onto further questions about whether 
mental health services are reaching people, particularly men, with problem-focused 
diffi culties. There are many groups that are defi ned by their problems where men 
predominate, such as violent criminals. As such, the fi nal answer was that men are 
on the edge of the reach of mental health services. The last answer also brought us 
full circle because it provides a potential way of conceptualising mental health dif-
fi culties where the inner emotional world is aligned with outward signs of antisocial 
behaviour in what is termed a ‘Big Build’ (Brownhill et al. 2005).

In taking a renewed focus on outward problems, such as in the Big Build, for-
ward into the promotion of men’s mental health, there are two cautionary notes that 
must be added. First, focusing on antisocial behaviour or, more broadly, outward 
signs of mental health diffi culties should not be at the expense of dealing with emo-
tional diffi culties. Second, neither should a focus on outward behaviour be seen as 
merely a way of reaching men so as to tackle their inner mental health. Both risks 
highlight that it is important that any attention on the individual should not be at 

Stepping over the line
Deliberate self harm

Escaping ‘it’
Escape behaviours, such as extramarital affairs

Numbing ‘it’
Self-medication

Avoiding ‘it’
Avoidance behaviours, such as overwork

Hating me, hurting you
Aggression towards self and others

Acting out

Acting in

FIGURE 2.1 ‘Big Build’

Source: Brownhill et al. (2005)
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the expense of considering the social structures that make problem-focused mental 
health diffi culties a possibility in contemporary society. If, for example, a particu-
lar man’s abusive behaviour is underlined by emotional diffi culties then we need to 
fi nd ways to support him while also challenging the social edifi ce for making abuse 
a way of being (mentally ill) for him.
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CHAPTER 3

Cultural representations 
of masculinity and mental health

David Conrad and Louise Warwick-Booth

INTRODUCTION
In the fi eld of men’s health we talk a lot about how a large proportion of men are 
trapped in a traditional masculine identity which is detrimental to their health and 
discourages them from addressing health problems. Men in Western post-industrial 
society have been described as being in a state of crisis – struggling to fi nd meaning 
and identity in a world where women are breadwinners too and stable jobs based 
purely on male muscle are harder to come by than ever before (e.g. Clare 2000). 
There’s the idea that while new and alternative masculinities are on offer to men, 
the majority cling pointlessly but relentlessly to their ‘old man’ gender roles, spir-
alling into torment as they become increasingly anachronistic. There may not be 
much evidence that men themselves are experiencing this sense of crisis (Gauntlett 
2008) but there is evidence that traditional notions of masculinity still play a major 
role in how men behave and wish to be perceived by their peers. O’Brien and col-
leagues (2005) conducted focus groups with men to discuss a range of aspects of 
health, including the issue of consulting the GP about depression. Even in this con-
text, with the discussion of mental health legitimised by the research setting, most 
of the groups responded to the topic with an impenetrable wall of machismo. When 
there were hints from the discussion that one or more of the group participants had 
experienced problems with depression there was often a strong resistance to explor-
ing the issues on any kind of personal level, particularly among the group comprised 
of younger men.

But where do our notions of masculinity come from? Who sets the rules about 
how men should behave, how they should feel about mental health issues and how 
they should deal with their own? Of course, gender roles are largely self-replicating, 
as each generation is socialised into them by the one before. But we also know that 
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gender roles can change – women are no longer just seen as housewives and that’s 
something that has to varying degrees changed across the social spectrum in the UK. 
Representations of women in the media have also changed, partly in response to the 
changes in society but also partly as a cause of those changes.

Popular culture can play a big role in steering the attitudes of each generation in 
a particular direction, whether that be in reinforcing existing values and beliefs or 
promoting new ones. Whole books have been written on debates around the con-
struction of gender identities and representations of gender and health in the media, 
but we aim in this chapter to touch on just a few of the key themes that partly help us 
understand how men’s attitudes to masculinity and mental health might be formed.

WHERE DO CULTURAL NORMS OF MASCULINITY COME FROM?
Let’s fi rst focus on cultural representation as a concept. Culture is about shared mean-
ings embodied in collective practices, specifi cally relating to identity and formed 
through the social interactions in which we participate. We demonstrate cultural rep-
resentation when we express ourselves and carry out our everyday practices. Indeed, 
cultural representation is also a form of regulation in terms of social conduct. These 
cultural representations appear normal but they actually position subjects in certain 
societal roles (Hall 1997).

All men are socialised with regards to gender roles and this infl uences how they 
see themselves in terms of masculinity and expectations of how they should behave, 
what they should wear, work roles and activities such as drinking and sexual con-
duct. Boys and girls are treated differently from birth and messages about gendered 
actions are reiterated via the media (White 2007). The dominant (hegemonic) cul-
tural representation of being male and masculine is of being independent, powerful, 
physically strong and almost invincible (see Newman 1997). Furthermore, the dom-
inant construct of masculinity is not associated with feeling or indeed expressing 
emotions, which doesn’t make it conducive to encouraging men to seek help with 
mental health problems. For the majority of men in Western culture being masculine 
is about being healthy in a physical sense but also being emotionally strong and it’s 
this model of masculinity which they measure themselves against.

Social constructionist theories of masculinity recognise that gender is not indi-
vidual but rather something ‘done’ and achieved in the context of social interactions. 
The construction of gender identity is a joint effort and the role of the peer group 
is key. People’s ideas about health and illness are an example of what Berger and 
Luckman (1971) term objectifi cations of the social world. Through language and 
their everyday practices, men order their social world in terms of gender roles and 
expectations; this becoming internalised as an objective fact.

Queer theorists see gender as a performance (though not necessarily a conscious 
one) which is continuously reinforced through repetition. They consider the mas-
culine/feminine divide to be a social construction, resulting from the man/woman 
divide which is itself a social construction. They see the notion of fi xed identity as 
an illusion, thus laying open the possibility of change. The lifelong playing out of 
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hegemonic masculinity by the majority of men is therefore not regarded as some-
thing inevitable that we can’t do anything about (Gauntlett 2008).

MASCULINITY IN THE MEDIA
There’s been much criticism of media representations of mental health issues, which 
frequently focus on violent and criminal acts conducted by the mentally ill (Wahl 
2003). The resulting stigmatisation of the mentally ill has compounded the effects 
of hegemonic masculinity on men’s willingness to even discuss mental well-being 
issues, let alone acknowledge a diagnosable mental illness.

Crawshaw (2007) looked at representations of health in the mainstream UK 
magazine Men’s Health. He found that a neo-liberal model of health was promoted 
in which men were constructed as active and entrepreneurial citizens able to take 
charge of maintaining their own health through self-management in ways that fi tted 
with a hegemonic masculine identity. 

As such, there was no acknowledgement of other masculinities and non-hetero-
sexual desires or relationships were excluded from the picture.

One could argue, of course, that the magazine is not setting out to foist hege-
monic masculine values onto the nation’s men, merely to address the issues which 
are relevant for that portion of the male population who already subscribe to these 
values and are the target audience of the publication. A magazine like Men’s Health 
will, to a large extent, be preaching to the converted in terms of its messages around 
masculinity and what it is to be a healthy man. However, in failing to acknow-
ledge alternative masculinities or to frame hegemonic masculinity as just that, the 
exclusion of anything (or anyone) that fails to conform to the heterosexual, visibly 
physically fi t, independent, groomed and well-self-managed macho stereotype sends 
the message that anything else is, if not unacceptable, at the very least not healthy.

Crawshaw points out that Men’s Health presents self-help strategies as the means 
by which health is achieved. While there’s nothing wrong with encouraging men to 
access information which they can work through by themselves, this should really be 
presented as one of a range of ways of accessing help and advice. Otherwise, rather 
than being encouraged to make use of appropriate services when necessary, the mes-
sage that men should always be able to manage their own health without having to 
involve other people could hinder rather than improve their health. The reality is 
that a state of mental well-being is not something that we can achieve and maintain 
in isolation. The hegemonic construct of masculinity has been built on concepts of 
self-reliance and the notion that strength is a refusal to show weakness; informing 
men in a publication dedicated to their pursuit of health that this is indeed the road 
to perfect well-being has dangerous implications.

It wouldn’t be accurate, however, to suggest that the mainstream press have only 
presented a single stereotype of masculine identity with any consistency. The shift 
from the post-industrial ‘new man’ of the 1980s to the ‘new laddism’ of the 1990s 
shows how the media have the capacity to foist onto their audiences alternative mas-
culinities of their choosing when they see fi t. In terms of mental well-being the ‘new 
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man’ seemed to have a lot more going for him than the emotionally stifl ed paranoid 
macho ‘old man’ that he superseded (Beynon 2004). ‘New man’ rejected sexism, 
embraced his nurturing side, was in touch with his emotions and wasn’t afraid to 
express them. But just how many new men were out in the real world as opposed to 
posing on the pages of glossy magazines is open to question (Nixon 1996).

Whilst media representations of men may have blurred the boundaries between 
masculine and feminine, gay and straight, these changes were and still are mostly 
irrelevant for the bulk of the UK population, whose lives bear little relation to the 
metropolitan lifestyles of which certain sections of the press present an almost por-
nographic depiction. The post-industrial ‘new man’ was a middle class, educated and 
very much Western-centric fi gure who had little connection to the traditional blue-
collar man whose job may have disappeared but whose lifestyle and culture largely 
remained the same (Beynon 2004). Working-class men were suddenly unfashion-
able, but they were still there. The portrayal of ‘new man’ may have pointed a way 
for ‘old men’ to be reborn as emotionally sensitive champions of equality, liberated 
from the shackles of their traditional values and all set to do the washing-up, but 
how many of them were equipped with the means to get to the starting post, or even 
accepted the notion of a need to get there?

Like the ‘new man’, that other prominent 1980s characterisation of masculine 
identity, the ‘Yuppie’, sent a clear message to the traditional working-class male that 
he was no longer relevant. But he also had another message for ‘old man’ – that he 
was a failure. Accumulating fi nancial wealth, not producing commodities, was the 
new mark of a man’s success. It didn’t matter how you achieved it or whether you’d 
gone to a good school. It was OK to be a barrow boy who’d made good as long as 
you fl ashed the cash and a suitably bulging Filofax to prove it. Just as the ‘new man’ 
had been comically portrayed by some as a tree-hugging wimp who’d lost all dig-
nity, the Yuppie was also lampooned in popular culture, but the difference was that 
this became seen as a celebration of this form of masculinity rather than undermin-
ing it. The TV portrayal of the obnoxious wad-waving ‘Loadsamoney’ character by 
comedian Harry Enfi eld, which satirised the values and aspirations of the unsoph-
isticated and uneducated male whose sense of self-worth seemed to rest entirely on 
his ability not only to accumulate wealth but to belittle every man around him by 
thrusting it about in a primeval show of one-upmanship, became more of a mascot 
than an embarrassment for those it set out to ridicule.

This was also true of Michael Douglas’ famous portrayal of the ruthless red-
braces-clad bond-trader character of Gordon Gekko in the 1987 fi lm ‘Wall Street’. 
The fi lm perfectly portrayed the clash between old industrial man, whose life had 
become an anachronism and who was set to be thrown on the scrap heap with his 
masculinity and sense of self-worth in tatters, and the emotionally sterile, unashamed 
selfi shness of the Yuppie for whom even his own well-being, let alone that of oth-
ers, was insignifi cant in comparison with the quest to achieve ever greater status 
through the accumulation of money for its own sake. ‘Greed is good’ and ‘lunch is 
for wimps’ became proud slogans for those who sought to emulate the character of 
Gekko (Jennings 2005), whose creation probably did more to encourage young men 
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into a career in the fi nancial markets than it did to put them off from it.
When ‘new laddism’ took hold in the 1990s with the arrival of ‘Loaded’ maga-

zine, it seemed like a resurgence, a reinvigoration and proud return to glory, for the 
kind of juvenile, un-politically correct, unashamedly sexist, loud, drunken yobbish 
masculinity that had fallen out of favour in popular culture but which, in reality, had 
never gone anywhere. It was essentially a working-class masculine identity, but one 
which also fi tted easily with the student lifestyle of binge drinking and skirt chasing, 
valuing play over work and baring your arse to authority without ever threatening 
to put down that traffi c cone and get serious for long enough to overturn it. Young 
middle-class men were now quite happy to be mistaken for working class. Bettering 
yourself meant lowering yourself, not donning a sharp suit and an aluminium brief-
case to show that you’d risen above the masses. With the likes of the band Oasis, 
radio host Chris Moyles and the famously wealthy TV and radio presenter Chris 
Evans seemingly never off the air, there was no shortage of reminders that now you 
didn’t have to behave yourself in order to get ahead and become sexually successful, 
admired, socially accepted and rich.

Eventually even new laddism began to grow stale and fell out of favour, but new 
types of men are constantly being invented and offered up by the media (Beynon 
2004). Some have the memetic qualities to take off and remain in the collective con-
sciousness for years (especially if they can be used to sell products); others never get 
beyond wrapping the next day’s chips.

So hegemonic masculinity isn’t the be all and end all – alternative masculinities 
have been popularised by the media. But at every turn men are burdened by them. 
The ‘old (industrial) man’, who bears the closest resemblance to what still stands as 
the hegemonic construct of masculinity, has his behaviour and attitudes mocked in 
certain circles as some kind of outdated circus performance of hyper-masculinity. At 
the same time he has to maintain that identity in order to avoid being mocked by 
his peers. He’s no longer valued by wider society and in many cases also has to deal 
with the stresses of having his livelihood taken away. The heterosexual ‘new man’ 
may be in touch with his emotions and keen to express them in a healthy way but 
ultimately hegemonic masculinity holds suffi cient sway for him to be labelled a tree-
hugger and his sexuality to be called into question. Although the broadsheet press are 
more likely to refl ect on hegemonic masculinity and acknowledge it as problematic 
to mental health, it will still be promoted as a more desirable alternative when com-
pared to ‘feminised’ masculinities (Coyle and Sykes 1998). The unfeeling ‘Yuppie’, 
who disregards his own emotional needs and those of everyone else in the pursuit 
of wealth, is now especially vilifi ed in the credit-crunch era and anyway is probably 
heading for an ulcer, a heart attack, a breakdown, or is setting up a catalogue of future 
mental health problems for his children.

MEN UNDER PRESSURE
There is a danger that in attempting to explain men’s attitudes and behaviours, and 
in promoting men’s health, we portray men as passive and naïve (Gough 2006). In 
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truth, gender identities arise from a combination of structural- and individual-level 
infl uences (Giddens 1986) and the balance and relationship between the two is 
what determines men’s gender practices. Men therefore shouldn’t be seen as mere 
unthinking recipients of whatever popular culture throws their way, but at the same 
time we have to acknowledge that men’s identity and their attitudes to mental health 
are formed and performed within an arena of cultural infl uences (Beynon 2004).

Even those who reject hegemonic notions that men shouldn’t show emotion or 
ask for psychological support may still feel restricted in how they can behave for fear 
of the reactions of men who don’t. Whether or not men conform to the dominant 
construct of masculinity, they are still measured against it (White 2007). Examples 
of this in action were found in O’Brien and colleagues’ (2005) focus groups. The 
authors reported how men describing episodes of severe depression seemed to fear 
being exposed as weak by the group. Conscious of the power of other men to defi ne 
and police their masculinity, they framed their depressive symptoms as ‘workplace 
stress’ – a more ‘manly’ term which suggests the battle-weariness of the dedicated 
macho breadwinner, rather than a ‘feminine’ emotional collapse. This fi ts with the 
fi nding of Emslie and colleagues (2006) that some men will discuss depression in 
the context of a ‘heroic’ struggle with the more feminine aspects of their identity.

We can’t really blame men for feeling the need to protect themselves from neg-
ative judgements in this way. The tendency in Western society to see outpourings 
of emotion as undesirable on the basis that they represent a failure in reasoning 
(Crossley 1998), coupled with perceptions of ‘inappropriate’ emotions related to 
gender roles, both in terms of ‘masculine’ displays of emotion by women and ‘femin-
ine’ displays of emotion by men, create a very real pressure to internalise our feelings. 
There are certain circumstances in which a show of emotion by a man which breaks 
from the hegemonic construct of masculinity is considered acceptable, as long as it 
remains within certain parameters of intensity and duration. Men are allowed to step 
quietly outside the rules for a brief period of time in what society deems exceptional 
circumstances, but not to skip away from them naked with their arms waving and 
blowing a kazoo just whenever they feel like it. We don’t think less of a man crying 
in a TV interview over the death of hundreds of colleagues in the World Trade Center 
attacks of 9/11, for example, but we almost see it as our collective duty to ridicule Tom 
Cruise for whooping, jumping on a couch and repeatedly punching the fl oor on a TV 
talk show to express joy about fi nding romance. Ironically, had Tom been exhibiting 
the same behaviour at a bar to express joy about his favourite sports team winning a 
tournament we’d probably see this as acceptable masculine behaviour – even if he’d 
burst into tears. It may seem far more rational to be jumping around and crying tears 
of joy over fi nding romance than over watching a bunch of total strangers winning a 
football match, but if you’re a man only the latter is culturally acceptable. Of course, 
this would depend on the sport. In the UK it’s OK to be a man crying over a soccer 
match because the sport has such a strong and longstanding association with hege-
monic masculinity. Publicly getting emotional over it just goes to show your fellow 
men how committed you are to this manly interest and how important you see it as 
being to your life. But if you’re a man crying over a lacrosse tournament, you might 
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want to do it in private. Lacrosse, like romance, is labelled as a feminine pursuit in 
our culture. The same goes for emotional problems and mental ill-health.

We can’t tear down hegemonic masculinity overnight, but we can work to encour-
age men to see mental well-being as something that’s a normal aspect of everyday 
living, not something embarrassing, wimpish or just a politically correct way of refer-
ring to serious mental illness. We also know that we need to do more to get men who 
are experiencing mental health problems to seek medical help early on. Traditional 
‘masculine’ ideas about being able to cope in the face of problems, dealing with pain 
and not being weak are often cited by men as reasons why they don’t seek medical 
help when feeling ill (O’Brien et al. 2005). When they are in a healthcare setting, men 
will typically do their best to control their emotions (Moynihan 1998), emphasising 
physical symptoms over psychological ones even if the underlying issue is a mental 
health problem. Common perceptions of GPs in terms of leadership, medical arrog-
ance and omnipotence create consultations in which male sexuality, embarrassment 
and personal relationships are all evaded (Banks 2001), and that’s if men actually 
attend a consultation to begin with. We certainly shouldn’t dump the whole problem 
onto doctors, but they do have a crucial role to play in allowing their male patients 
to partly release themselves from the constraints of hegemonic masculinity (at least 
for the duration of the consultation).

CONCLUSION
Despite representations of various alternative masculinities in popular culture 
over time, the dominant perception of masculine identity still demands a lifelong 
performance of self-control, independence, emotional strength and self-manage-
ment of physical and mental health problems. In a culture in which the popular 
press associate mental illness with criminal acts of violence or public displays of 
extremely unusual behaviour, and in which it’s more acceptable for men to cry over 
a football match than it is for them to cry over a relationship, it’s little wonder that 
they’re reluctant to access health services to own up to symptoms of depression.

Gender identities are changeable and it’s certainly tempting to dream of a future 
where men are freed from the shackles of constructed masculinities which set them 
up to ruthlessly police their own (and each other’s) behaviours for signs of ‘fem-
inine’ deviance. Such a world may be achievable, but we’re not there yet. However 
much some may be understandably alarmed by health promotion tactics which 
makes use of hegemonic masculine stereotypes to engage men, and thus arguably 
reinforce them (Scott-Samuel 2006), we owe it to men to fi nd ways to make mental 
health accessible to them, whatever construct of masculinity they subscribe to and 
however much we might wish that they didn’t.
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CHAPTER 4

S ocial capital and men’s 
mental health

David Conrad

INTRODUCTION
Positive, mutually benefi cial and sustainable relationships are an important aspect 
of good mental health which can be easily taken for granted. At both an individual 
and a community level, good social relations are good for health and negative rela-
tions are bad for health. As well as helping to protect us from the onset or recurrence 
of mental ill-health, strong social networks can also help us to recover from mental 
disorders (Whiteford et al. 2005).

The concept of ‘social capital’ captures the value of good social networks and 
the trust and norms of reciprocity which are required for developing and sustaining 
mutually benefi cial relationships. Although it’s been around in different forms for 
some time, it was Robert Putnam’s book Bowling Alone, charting the decline of com-
munity in the US over the latter half of the 20th century, that fi rst popularised the 
concept in 2000. Since then, there has been a rapid growth in social capital research, 
with academics from a range of fi elds attempting to further clarify it, measure it, 
quantify its effects and understand how it works. As the evidence base has grown, the 
importance of social capital for public health and community building has become 
increasingly refl ected in government health policies. In the UK, the Government 
has highlighted the development of social capital as an important feature of mental 
health promotion and local authorities have been encouraged to implement meas-
ures which improve people’s social networks and increase community participation 
as part of their efforts to improve mental health (see De Silva 2005).

This chapter provides a brief introduction to social capital, its importance for 
mental well-being and the implications for promoting men’s mental health.
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WHAT IS SOCIAL CAPITAL?
The term ‘social capital’ was fi rst coined by LJ Hanifan, state supervisor of rural 
schools in West Virginia, US in 1916, who used it to refer to the benefi ts for people in 
being part of a group. Since then, a wide range of defi nitions have been put forward 
(see Halpern 2005), often less straightforward than Hanifan’s original explana-
tion. Putnam’s defi nition is the most widely accepted in the fi eld of public health 
(Muntaner et al. 2001), but incorporates a broad range of factors, defi ning it as ‘fea-
tures of social organisation such as networks, norms and social trust that facilitate 
coordination and cooperation for mutual benefi t’ (Putnam 1995).

A key issue in the different approaches to social capital is the question of whether 
it operates at an individual or community level. In other words, is it about how the 
nature of our connections to others affects us as individuals, or how the way that 
a community is connected as a whole affects those living in it, regardless of their 
own individual connectedness? Thinking about the benefi ts of social support steers 
us more toward the individual approach, but thinking about norms of coopera-
tion, such as strangers helping each other out or people doing things that benefi t 
their whole neighbourhood, steers us toward the community approach. The reality, 
though, is that social capital incorporates both these aspects (Kawachi et al. 2004).

Distinctions have also been drawn between ‘structural’ and ‘cognitive’ social 
capital. Structural social capital is that which exists in formal social structures with 
established roles, rules and procedures and is enabling of benefi cial cooperative 
behaviour (Hitt et al. 2002). Cognitive social capital includes the shared norms and 
attitudes that predispose people towards benefi cial cooperative behaviour (Krishna 
and Uphoff 1999).

The number of competing defi nitions can make the concept of social capital seem 
rather confusing, but each is really just focussing on different pieces of the same 
 puzzle. Whether we think of social capital as being comprised of networks, trust and 
norms of reciprocity, social support, the things that we can access through our net-
works, or simply as a resource comprised of the benefi ts of social connections and 
relationships (Conrad 2008), all defi nitions are based on the principle that social 
capital provides advantages to those who have access to it (Burt 2000). These advan-
tages can range from better prospects in fi nding a job (Granovetter 1973) to more 
mundane things which enable the functioning of our everyday lives. For this reason, 
social capital is a concept that’s used in a range of fi elds, including public health, 
business, economics, political studies and sociology. There are books about how to 
use it to build stronger communities (e.g. Leonard and Onyx 2004) and books about 
how to use it to get ahead in your work and career (e.g. Baker 2000).

WHERE DOES SOCIAL CAPITAL COME FROM?
Social capital-rich relationships are built on a principle of generalised reciprocity. 
Rather than a tit-for-tat exchange in which favours are counted and tracked, help is 
accessible from each party without expectation of some specifi c and equal return. In 
order to be willing to help others we need to be able to trust that norms of reciprocity 
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will be adhered to. Trust can be divided into two types: thick trust and thin trust. 
Thick trust is the kind that we have in our close relationships and thin trust applies to 
our weaker relationships – the people that we don’t know very well – and to the wider 
community. Feeling safe without locking your front door is an example of thin trust. 
Trusting that your wife or business partner won’t run away with your life’s savings 
or tell your most embarrassing secrets to the neighbours are examples of thick trust.

There are two main types of social capital: bonding and bridging. Bonding social 
capital is generated by our relationships with people who’d be considered our natural 
social acquaintances because of shared or common circumstances. Typical sources 
would be relationships with family members or friendships with colleagues that are 
based on working in the same offi ce, sharing similar backgrounds or doing similar 
kinds of jobs. Harvard sociologist Xavier de Souza Briggs (1998) said that bonding 
social capital is good for ‘getting by’. In other words, bonding with our natural neigh-
bours and acquaintances is useful for the smooth running of our everyday lives. It 
gives us a feeling of belonging and provides a reliable stock of resources that we can 
draw on to fulfi l our established roles. Bridging social capital is generated by rela-
tionships with people who are outside of our normal social circle. Whereas bonding 
social capital is good for getting by, bridging social capital is good for getting ahead. 
Instead of enabling us to function in our current circumstances, it enables us to 
change those circumstances. Woolcock (1998) also introduced the idea of ‘linking 
social capital’ to distinguish connections formed across formal or institutionalised 
strata of power or authority from bridging connections with people outside of our 
personal social arena but of roughly equal status.

SOCIAL CAPITAL AND MENTAL WELL-BEING
First, it’s important to acknowledge that there is a need to exercise caution when 
interpreting the research evidence around social capital due to the variety of defi ni-
tions and research methods being used. You can fi nd two papers on social capital and 
discover that they’re actually measuring quite different phenomena. The different 
methods and approaches used by researchers have also made the published studies 
diffi cult to synthesise in a truly meaningful way. Another limitation is that studies 
looking at social capital often focus on networks within a geographical space, but 
with the rapidly increasing usage and normalising of web-based social networking 
we may need to look beyond just those relationships which are based primarily on 
face to face interactions.

In Bowling Alone Putnam (2000) detailed an array of research evidence that sug-
gests that our social connectedness impacts on our mental and physical health. 
A signifi cant body of research now exists linking access to social support and ill-
ness. Mortality rates for people with fewer social relationships have been shown 
to be many times higher than for those with larger social networks (McKenzie and 
Harpham 2006) and a study of social capital indicators across 50 countries found a 
signifi cant association with lower suicide rates and higher life satisfaction (Helliwell 
2004). Although the mechanisms by which social capital affects our health are not 
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fully understood, better social networks are believed to help the spread of health 
education messages and improve access to informal caring. Social capital has also 
been shown to facilitate better access to health services (Hendryx et al. 2002). A case 
control study in the Netherlands, for example, found that strong trust and social 
cohesion within a neighbourhood mitigate the effect of socioeconomic deprivation 
on children’s mental health service use (van der Linden et al. 2003). Strong social 
networks may also help changing societal norms which have an impact on health to 
take hold, such as stigmatising of drink-driving (Whiteford et al. 2005).

The strongest evidence linking social capital and mental health is around aspects 
of social support, the health impact of which was being researched long before the 
concept was entwined with social capital. We know that people who suffer from 
poor mental health tend to report smaller social networks, with fewer intimate rela-
tionships and a lower quality of support (see Halpern 2005). The fi ndings of studies 
looking at multiple indicators of social capital and mental health have been less con-
sistent, however.

A study by Pevalin and Rose (2003) published by the Health Development 
Agency (HDA) investigated the links between social capital and health using the 
British Household Panel Survey (BHPS). Social capital was measured in four ways: 
social participation, level of contact with friends, extent of crime in neighbourhood 
and level of attachment to neighbourhood. Social participation was found to reduce 
the likelihood of an onset of common mental illness and low social support reduced 
the likelihood of a recovery. However, they concluded that social capital played only 
a minor role in the processes leading to the onset of and recovery from common 
mental illness and poor self-rated health.

De Silva and colleagues (2005) conducted a systematic review of research on 
social capital and mental illness, looking at data from 21 quantitative studies. 
Fourteen measured social capital at the individual level and seven at an ecological 
level. The former offered evidence for an inverse relation between cognitive social 
capital and common mental disorders. There was also moderate evidence for an 
inverse relation between cognitive social capital and child mental illness, and com-
bined measures of social capital and common mental disorders. The authors’ overall 
conclusion though was that current evidence is inadequate to inform the develop-
ment of specifi c social capital interventions to combat mental illness.

Rather than focussing solely on how social capital links with defi nable mental 
illnesses, however, we need to think much more in terms of its impact on men-
tal well-being. Good mental health is not simply the absence of mental illness. 
People who live their lives in a state of unhappiness, stress, frustration or anxiety 
who wouldn’t meet the criteria to be diagnosed with a mental illness could not be 
described as mentally healthy either. Some might argue that in our world of limited 
resources for health interventions it’s not the role of the health promoter or clinician 
to help to make people happy when there is still so much work to be done in treat-
ing and preventing defi ned illnesses. Let’s consider, though, some of the things that 
can result from being in these negative states – repressed anger; insecurity that pre-
vents people from having the confi dence to make the most of their lives (or to access 



30 PROMOTING MEN’S MENTAL HEALTH

health services); alcohol and drug abuse; violence and threatening behaviour; bul-
lying; domestic violence; lack of emotional intelligence that makes people into bad 
workmates and bad parents; risk-taking behaviour; and the sense of demotivation 
and lack of self-worth that makes people resistant to health promotion messages. 
Should we really say that these issues aren’t public health concerns because they can’t 
be found in the pages of the DSM-IV?*

Social capital, with its entanglement of confused defi nitions, may not instinc-
tively seem like a concept that has much to offer those seeking to understand and 
address problems of mental well-being on the ground, especially when the evidence 
is unclear. But when we think of what it means to be without access to social cap-
ital – to be isolated; to have no one to trust in a moment of crisis or to turn to for 
sympathy at the end of a tough working day; to feel disconnected and distrustful of 
those around you; to face life’s challenges without reliable sources of help and advice; 
to doubt your place in your community and in wider society – then its relevance to 
promoting mental well-being becomes clear.

The importance of these things is felt by us all. Surveys conducted in Scotland 
which asked members of the public aged 16 and over about mental health issues 
found that good relationships with family and friends and a social life were consid-
ered to have positive effects on mental health. Also, younger and middle-aged people 
were more likely to say that relationship problems affected mental health negatively 
(Braunholtz et al. 2004). In an analysis of US data from 1952–1993 Twenge (2000) 
identifi ed low social connectedness and high environmental threat as the factors 
which most contributed to a sense of anxiety in young people. The (2008) NICE guid-
ance on ‘Occupational therapy interventions and physical activity interventions to 
promote the mental well-being of older people in primary care and residential care’ 
states that social activities, social networks and family contact are among the factors 
most frequently mentioned by older people as important to their mental well-being.

The impact of adverse life events is modulated by the psychological, social and 
physical resources available to us. When we’re in crisis the social capital richness of 
our networks determines how much help and support we can access (and how eas-
ily). Whiteford and colleagues (2005) suggest that those with less access to social 
capital are exposed to more psychosocial stressors and there’s some evidence to 
support this theory. Researchers examining associations between community sup-
port, social support networks, sense of place and psychological stressors in a rural 
Australian community found that lower community support was associated with 
greater psychological distress among non-farm workers (Stain et al. 2008). A study 
which looked at the relationship between social capital and basic welfare in Russia 
(Rose 2000) found that measures of social integration explained almost 10% of the 
variance in emotional health.

* The Diagnostic and Statistical Manual of Mental Disorders (DSM), published by the American Psychiatric 
Association, is the standard classifi cation of mental disorders used by mental health professionals in 
the United States.
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IS SOCIAL CAPITAL ALWAYS HEALTHY?
Sociologist Nan Lin (2001) suggests that one of the reasons that social capital is so 
important is that our relationships give us a sense of recognition and reinforce our 
identity. This is crucial for our own self-esteem and for being perceived by the peo-
ple around us as a worthy member of society (or some smaller social group, such as 
a family). The need for recognition and the role of those around us in forging our 
sense of identity can of course lead to negative consequences for individuals and 
society as a whole. One of the early criticisms of Putnam’s work was that it idealised 
a period in American history when stronger community was maintained by exclusion 
of those whose face didn’t fi t and a repressive atmosphere in which there was little 
tolerance of individuality. Strongly bonded groups can become distrustful of those 
outside them and can spread negative behaviour just as easily as they can spread 
positive behaviour. The main advantage of small, well-established social circles is 
that they tend to contain strong levels of bonding social capital. The major disad-
vantage, however, is that access to this social capital is largely maintained by peer 
pressure. Sometimes this takes the form of one person openly pressuring another to 
conform, but often it’s the unspoken threat and fear of disapproval if the norms of 
the group are not adhered to.

As young people seek greater autonomy and independence from their parents 
typically they increasingly transfer their allegiance to their peer group. The peer 
group, rather than the family, then supplies the means of resolving identity confl icts 
and dealing with uncertainties on the road to adulthood (Helve and Brynner 2007). 
This becomes problematic where the identity of the group is based on a rejection of 
positive mainstream values and unhealthy behaviour. Throughout our lives almost 
all of us are exposed to some degree of pressure to behave in certain ways by the 
people around us and to a degree this is necessary in order to hold society together. 
Negative peer pressure is at its worst when it becomes a source of stress for the indi-
vidual, promotes attitudes and behaviours that are harmful to the individual and 
to society and holds social capital to ransom with the threat of rejection from the 
group or the weakening of ties as a response to non-conformity.

HOW DOES MEN’S SOCIAL CAPITAL DIFFER FROM WOMEN’S?
Studies have suggested that men’s social support is generally inferior to that of 
women and that women report higher levels of social support than men (Mickelson 
and Kubzansky 2003; Turner and Marino 1994). A report by the HDA based on qual-
itative research concluded that men tend not to be involved in health-enhancing 
networks because of the constraints of playing out hegemonic masculinity (Swann 
and Morgan 2002). A study of 205 men in the US (Burda and Vaux 1987) found 
that the more they believed in traditional sex role values, the less they had access to 
social support.

Women and men rely on different types of relationships for support (Aukett et al. 
1988; Fischer and Oliker 1983). Women tend to engage in more reciprocal and con-
fi ding relationships than men and rely more on wider family and friends for support. 
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Female family members are men’s primary source of emotional support and in a time 
of crisis men tend to rely on their wives or partners (Burda and Vaux 1987; Sixsmith 
and Boneham 2002). A study by Kjerstad (2009) which looked at middle-aged men 
attending a health promotion intervention in the North-West of England found the 
prevalence of psychological distress to be more than double in those who weren’t 
living with a partner compared to those who were.

In the case of gay and bisexual men, there’s some evidence that they’re less likely 
to live with a romantic partner and may have more distant relationships with their 
relatives than heterosexual men. The shortfall in bonding social capital that this 
creates may be compensated for by maintaining a stronger network of friends (see 
Strohm et al. 2007).

Sixsmith and Boneham (2002) conducted a case study of a socially deprived 
housing estate in Bolton in the North-West of England to investigate the relation-
ship between social capital, health and gender. They found that while friendship 
networks were most important to young men (and family networks to older men), 
both younger and older men saw friendships as being about ‘doing things together’ 
rather than providing emotional support, even in times of great stress and sorrow. 
The idea of trusting people outside the family with personal problems was frowned 
upon and there was a tendency to see asking friends for emotional support or bur-
dening them with your problems as amounting to using them in a way which could 
get you a bad reputation.

Trust is essential for social capital and does not typically come easily to men. 
We might assume that friends are trusted – that that’s part of what makes them our 
friends – but the trust required to share a personal problem or anxiety is often too 
great and men choose instead to internalise their feelings for fear of being laughed 
at, talked about, or seen as weak. In some traditional masculine arenas, such as the 
armed forces, the emergency services or on the football fi eld, trusting your fellow 
men is crucial for achieving success and is seen as part of the masculine role. In 
day-to-day life, however, this kind of team spirit is often conspicuously absent or 
only holds up when it serves in the performance of the hegemonic male persona. 
Indeed, Sixsmith and Boneham found that trusting people in itself could be seen by 
men as a sign of weakness. Trust had to be earned and could be taken away if it was 
deemed to be unwarranted at any stage in the future. For younger men, trust wasn’t 
seen as either an appropriate or necessary element of the bond between a group of 
friends. Being trusting was equated with naiveté – a position built on experience 
of seeing others’ trust casually betrayed. The generalised weak trust that is essential 
for Putnam’s vision of the social capital-rich community was also strikingly absent 
among younger and older men – the older men being particularly mistrustful of the 
younger men in the neighbourhood.
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WHAT ARE THE IMPLICATIONS FOR MEN’S MENTAL HEALTH 
PROMOTION?
It’s argued that social capital, like public goods, will be under-produced if left to 
the market alone, i.e. the community (Conrad 2008). The men in Sixsmith and 
Boneham’s study saw community involvement as a feminine pursuit, which both 
implies an under-production of social capital on their part and suggests that increas-
ing men’s participation in deprived communities will not be a small challenge. 
Boosting social connectedness should be seen as an essential element of health 
promotion rather than a separate fringe activity. The more limited access to social 
support that men experience and the reluctance which they typically demonstrate 
to building social capital-rich relationships beyond their close female family make 
it a particular issue for promoting men’s mental health.

The building blocks of social capital are trust, norms of reciprocity and meaning-
ful social interaction across networks which ideally incorporate a balance of strong 
bonding, bridging and linking connections. Our support networks can include the 
nuclear and extended family, friendships, work colleagues, neighbours, religious 
organisations, clubs and societies. In times of crisis we tend to help our immediate 
family fi rst, then our extended family and then our friends and neighbours. As it is 
these basic social connections that are mostly looked to for emotional support, they 
have the greatest infl uence on mental health and the ability to recover from emo-
tional stress and trauma throughout men’s lives (Curry 1994). Although adolescent 
boys may look increasingly to the peer group for identity and validation, family rela-
tionships remain critical to the well-being and transitions of young people (Holland 
2007). Interventions which help men and boys to strengthen and maintain these 
relationships are therefore the fi rst line of attack in a strategy to boost their access 
to social capital. Work with ‘dads and lads’, anger management programmes and 
healthy sexuality education are examples of mental health promotion which ulti-
mately help men to achieve more positive, trusting and stable close relationships 
with relatives and partners. These aren’t referred to as social capital building inter-
ventions, or ‘sold’ to the clients on that basis, but they don’t need to be in order to 
be effective.

Outside of the family, pubs and bars provide the traditional arenas for social 
bonding between men where interaction based on collective drinking facilitates 
support-giving without threatening the hegemonic masculine identity. Finding ways 
to get men who subscribe to traditional notions of masculinity to come together for 
the purpose of receiving and giving emotional support requires some innovative 
thinking though. The success of the It’s A Goal programme described in Chapter 
9, which is delivered at football grounds and uses football terminology to engage 
men with mental health issues, shows that it can be done. We also know that more 
informal men’s groups that allow men a safe environment in which to openly dis-
cuss feelings, build meaningful relationships and provide each other with emotional 
support and advice do exist and should be applauded. In seeking to tackle the issue 
on a population wide basis, however, we have to accept that for the majority of men 
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such a group would not be a suffi ciently appealing proposition and the men’s group 
will always be a minority sport.

Following on from Bowling Alone, Putnam published another book, called Better 
Together (Putnam and Feldstein 2003), which described a selection of projects that 
had successfully brought communities closer together and strengthened social  capital 
networks. As the book’s accompanying website* states, however, social capital is 
built through hundreds of everyday actions, some large and some small. Social cap-
ital building shouldn’t be seen as a separate activity in itself, but rather an approach 
that underpins all health promotion programmes. Interventions that address the 
underlying causes of poor mental well-being can, in the process, improve access to 
social capital by creating channels of advice and support, developing social skills 
and confi dence, and building trust. Whilst one-to-one work is the most appropriate 
for some service users, many initiatives that successfully tackle men’s health issues 
are group-based and delivered in settings where men already come together and 
feel comfortable (see Conrad and White 2007). This could be, for example, a work-
place, a barber shop in the South Asian community or a pub. The value of the social 
connections that are formed within these groups is not always fully recognised or 
utilised, however, because it’s not an outcome against which the success of the pro-
ject is measured.

Work to counter the negative mental health impact of unemployment provides a 
good example of how social capital can be improved, both during the intervention 
itself and in the longer term, while addressing mental well-being and an underlying 
cause of health inequalities. The workplace can provide a key network and potentially 
be a good source of both bonding and bridging social capital, the loss or absence 
of which can be particularly signifi cant for the mental well-being of men who have 
few social-capital-rich connections in the community (Bolton and Oatley 1987). 
Unemployment has many negative impacts on mental health and the longer it con-
tinues, the more diffi cult it can be to rejoin the workforce (Cattan and Tilford 2006). 
Programmes based on coping resources theory using group sessions to increase social 
support, increase self-effi cacy and develop skills for job searching and coping with 
set-backs have been shown to increase self-esteem, decrease psychological distress 
and reduce incidence and prevalence of severe depressive symptoms in the short and 
long term (Vinokur et al. 1991; van Ryn and Vinokur 1992).

Another example of successfully incorporating social capital building into a pro-
ject with a more traditional primary focus is the Mental Health Guide Programme 
which began in East London in 2006 (see Whyte 2007; Atkinson et al. 2008). Mental 
Health Guides are service users, carers and concerned citizens who are trained and 
supported to act as health guides within their community, in their own language. 
The guides work in pairs, delivering sessions to groups of people in community and 
mental health settings, facilitating access to services by sharing information. They 
also listen to the concerns of local people and report them back to the local NHS 
senior management. All the Mental Health Guides trained in the fi rst year of the 

* www.bettertogether.org
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programme and most of the session participants were African or African Caribbean, 
although no one was excluded from participating. As well as being an effective way 
to engage marginalised groups, increasing awareness of mental health issues and 
signposting services, this type of project helps to build trust and links between com-
munities and public services. Through the course that the Guides attend and the 
sessions that they then go on to deliver, social connections are formed and valuable 
social capital is generated – bonding, bridging and linking.

CONCLUSION
Social capital is crucial for maintaining mental well-being and dealing with mental 
health problems when they arise. It’s equally important for both genders, but we 
know that men typically have access to less social support than women and have few, 
if any, contacts with whom they feel able to share emotional crises. Improving men’s 
access to social capital shouldn’t be seen as a separate endeavour in itself but rather 
should be an underlying objective that’s applied to all men’s health promotion inter-
ventions. The various projects described in this book haven’t been designed with the 
stated purpose of generating social capital and yet each involves the development of 
social skills and support-rich relationships, the sharing of advice, information and 
feelings, and requires a degree of trust to be built (both between service users and 
between service users and providers). By developing a greater ‘social capital aware-
ness’ among practitioners, managers and policy-makers, the potential for giving men 
and boys greater access to social capital and helping them to develop social capital 
building skills through a whole range of interventions is enormous.

Once there is a greater appreciation of the potential benefi ts of the social experi-
ence that clients have while using a service, the door is open to designing and 
delivering services in ways which maximise those potential benefi ts. Incorporating 
this aspect of the client experience into service evaluations would be a crucial step 
forward. The role of all client-based health promotion interventions in improving 
mental well-being and building social capital, not just those that have ‘mental health’ 
in their brief, must be recognised and their successes reported. Only then can we 
put an end to the wasted opportunities that accumulate through the simplistic dis-
connected thinking that views needle exchanges as being just about the exchange of 
needles (see Chapter 21), or judges the value of weight management groups purely 
on the basis of a ‘before and after’ set of BMI scores.
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CHAPTER 5

Urban distress and the 
mental health of men

April MW Young

INTRODUCTION
Working in distressed communities in the US, studying policies that affect these 
neighbourhoods and developing programmes to improve them, has highlighted for 
me the wider context in which mental well-being exists – the circumstances in which 
it is sustained or compromised. In forming a practical agenda to address the issue of 
poor men and mental health we have to consider:

 ➤ the importance of community context
 ➤ the infl uence of larger social phenomena and jeopardies relevant to poor men’s 

lives (e.g. incarceration, migrant labour)
 ➤ the consequences of under-service.

And we must include:
 ➤ advice for reaching under-served poor men
 ➤ policy recommendations
 ➤ a plan for advocacy on the ground.

The following chapter is organised into sections accordingly. Offering examples from 
a wide variety of research, its aim is to provide readers with informative background, 
while convincing health practitioners and service providers that community context 
is an important and accessible part of their practice with men.

THE CASE FOR ATTENDING TO POOR MEN
There are many handbooks and much guidance on mental health for health prac-
titioners and social service providers. In such well-populated territory, one might 
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wonder whether anything worthwhile is yet unsaid. Nevertheless, with striking 
consistency throughout the world, men’s mental health needs seem to remain under-
served. In distressed or blighted urban settings in which the demands and strains of 
daily life are especially intense, poor men face particular pressures that can exact a 
high toll on their psychic well-being – pressures associated with the nature of their 
neighbourhoods and living conditions, the frequency with which they take the brunt 
of devastating social phenomena such as incarceration, and the lack of access to 
healthcare and mental health services.

While the discourse about needs in the mental health fi eld often centres on the 
individual, it is critical to consider community context and larger social infl uences 
in order to address the needs of poor men in urban settings. To successfully reach 
poor men, it is important that mental health practitioners, social service providers, 
agents of community revitalisation and economic development, public and correc-
tional health offi cials, health policy analysts and advocates for social justice recognise 
the relevance of poverty and urban distress.

There are data on excess morbidity and mortality among poor men that sug-
gest that the health of poor men around the world is in particular jeopardy, with 
high rates of illness, injury, disability and premature death. In Latin American and 
Caribbean countries, for instance, there are strong associations between income and 
mortality risk. The probability of dying between 15 and 59 years of age is almost 
invariably at least double, occasionally nearly triple, for poor men compared to non-
poor men (Casas et al. 2001). While on the other hand there is admittedly precious 
little information on poor men’s mental health, it is important nevertheless to con-
sider the relevance of poverty and its associated experiences to mental well-being. 
Continued under-service of poor men’s mental health needs undermines families, 
civic infrastructure, peace and economic systems as well as the men themselves. 
As such, meeting these needs is a global priority we must articulate in a fashion to 
motivate local action.

WHY WE FAIL TO SERVE POOR MEN
Men in poor urban settings frequently suffer unaddressed mental health needs due 
to a range of structural, systemic, behavioural and attitudinal factors (see Box 5.1). 
We can point to social phenomena that may be common among residents of dis-
tressed neighbourhoods, such as incarceration; victimisation and the witnessing of 
violence; economic hardship; under-education; racial, ethnic, linguistic, or cultural 
marginalisation; and disruption of household and community support networks. 
These issues pose mental health challenges for men and, at the same time, create 
obstacles to their accessing appropriate services. The mental health effects of living 
in poverty can constitute a troubling profi le. However, identifying the predictable 
psychic imprint of urban distress upon men also enables good strategy to address 
poor men’s mental health concerns.
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BOX 5.1  Why do the mental health needs of men in distressed settings often go 
unaddressed?

Structural factors:
 ➤ lack of coverage for mental health services for poor men
 ➤ dearth of providers offering mental health services
 ➤ insuffi cient mental health awareness promotion
 ➤ frequency of highly traumatic events and high-stress circumstances.

Systemic factors:
 ➤ long waiting periods for mental health appointments
 ➤ low cultural competence among mental health practitioners
 ➤ limited treatment options (e.g. appropriate medications, detoxifi cation for substance 
dependency)

 ➤ lack of familiarity with mental health discourse and health institutions.

Behavioural factors:
 ➤ tendency toward risk-taking
 ➤ lesser likelihood of help-seeking.

Attitudinal factors:
 ➤ anti-emotionalism and machismo
 ➤ mistrust of and lack of familiarity with health institutions
 ➤ exoticising stereotypes of toughness, insensitivity, nonchalance, simple-mindedness of and 
among racial and ethnic minorities.

THE IMPORTANCE OF COMMUNITY CONTEXT TO POOR MEN’S 
MENTAL HEALTH
Distressed settings
There are many indicators which can qualify an urban setting as blighted or dis-
tressed – the income level of its residents, the condition of its housing stock, the 
types of services and businesses that are available or not, rates of crime and the state 
of its civic infrastructure. Most of the world’s large metropolises have blighted areas 
within their boundaries – Paris’s Hain; Los Angeles’s South Central and Miami’s 
Overtown may come to mind. In other instances, poverty is not quite so geograph-
ically confi ned, but intersperses with apparent material privilege, as in Calcutta and 
Rio de Janeiro.

If we recognise that urban distress describes not only a condition of place, but 
also names an experience which residents abide day to day, its health implications 
beg attention. Coping daily with the circumstances of poverty amid the pressures 
and demands of urban life undeniably registers a psychological strain.

Given what we know of the obstacles to accessing healthcare among low-income 
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groups and among men, we can expect that in distressed urban settings men will face 
particular jeopardy of unmet mental health needs.

Common features of poor urban settings are likely to impact strongly upon men’s 
mental health. Income shortfalls and unreliable employment, along with tenuous 
lodging terms or substandard housing conditions can mean that utter fi nancial ruin 
and homelessness are imminent and constant threats in the lives of poor men and 
their families. Proximity to illicit activity and illegal parallel markets – whether one 
is a participant or bystander – can mean heightened risk of violence and exposure 
to the criminal justice apparatus. While social networks in distressed settings are 
often of necessity strong and extensive, the nature of urban poverty can fracture 
central household structures, isolating men from their primary family units for long 
periods. In addition to facing their own diffi culties, men may routinely witness the 
subjection and hopelessness of others around them. The results can be psychological 
and physiological stress; physical injury; self-medication with tobacco, alcohol, or 
illegal drugs; sexual risk-taking; and various forms of abusive or self-endangering 
acting out.

It is important that health practitioners and others in positions to be of assistance 
to men are aware of economic and social data on the areas in which their patients or 
clients may live. Perhaps knowing that more than 1 in 4 Central Harlem (New York 
City, US) residents smoke (Olson et al. 2006) may not yield much more insight about 
a man’s asthma risk than would a personal health history. However, the fact that a 
study found two-thirds of adult men in Overtown (Miami, US) reported having been 
incarcerated (Young 2006) strongly suggests to a health practitioner – particularly 
to a mental health provider – that a man from this neighbourhood is quite likely to 
have psychological issues associated with extended confi nement and the traumatic 
experiences typical in detention facilities.

The populations
What qualifi es a person as poor is a relative measure that varies widely among cit-
ies. However, the common features would include diffi culty meeting needs for food 
and shelter, marginal or no employment and uncertain access to education and 
healthcare.

Many of the realities that poverty visits upon men are also strikingly similar across 
cities. Lack of access to healthcare, disparate treatment experiences, and inadequate 
health-seeking behaviours further disadvantage poor men. For instance, Swedish 
researchers found that socioeconomic disadvantage and the perception of discrim-
ination relate independently to the likelihood of refraining from seeking medical 
services (Wamala et al. 2007). Again, that which constitutes poverty is relative and 
highly variable from setting to setting. However, a population that may in many 
respects typify the US urban poor resides in the Overtown neighbourhood of Miami, 
Florida. A study of adult men in Overtown (Young 2006) found:

 ➤ 40% are employed
 ➤ 53% earned less than US$10,000 per year
 ➤ 55% have high school diplomas
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 ➤ 2 in 3 have been in jail or prison
 ➤ more than 1 in 4 is a victim of police violence
 ➤ 28% have lived on the streets
 ➤ 1 in 4 has lived in a shelter for homeless persons.

In the Overtown example, the population’s relatively low educational attainment, 
high rate of unemployment and incredibly high rate of incarceration are character-
istics that mark and perhaps sustain men’s poverty.

Jeopardies
It is important to call attention to some of the larger forces that disproportionately 
impact poor men throughout the world. Hazards in the social and physical environ-
ments that poor men often inhabit contribute to negative health outcomes and in 
nation after nation systematically undermine well-being. Incarceration, danger-
ous and under-regulated employment, labour-related displacement and migration 
(Calavita 2003), state-sponsored confl ict and violent civil strife, pollution and sub-
standard living conditions are a few examples of social phenomena that jeopardise 
men’s well-being and may compromise their mental health.

Incarceration
Incarceration is a phenomenon of growing infl uence in so many countries and is 
arguably one of the most systematically crippling forces in poor communities world-
wide. The existence of data is uneven, but in many countries incarceration and health 
disparities follow similar tracks along the social fault lines. Just as the poor are more 
likely to suffer negative health outcomes, socioeconomically disadvantaged persons 
have a greater likelihood of incarceration.

Imprisonment is a particularly deleterious part of the experience of social and 
economic marginalisation for men in many countries. In correctional settings 
and facilities of detention the well-being of already marginalised men is further 
jeopardised by exposure to a range of physiological and psychological risks that 
increase the likelihood of poor health outcomes. Those detained in correctional 
settings are frequently subject to communicable infections, injury by violence, sex-
ual trauma and under-regulated clinical trials. Facilities’ adherence to correctional 
healthcare standards is a matter of ongoing uncertainty and controversy around 
the world.

Concerning mental health particularly, psychological torment is a pervasive risk 
that inmates face. They are subjected to extreme custodial interventions such as ‘close 
management’, i.e. solitary confi nement; injurious chemical, electrical and manual 
control techniques; strip searches and invasive body cavity searches; and documented 
physical torture in many countries. These experiences often have enduring effects in 
the form of post-traumatic stress disorder (PTSD), depression, anxiety, attachment 
and mood disorders, substance dependency to medicate psychic or physical pain (see 
Table 5.1) and anti-social or self-destructive acting out.

Strong evidence from many countries shows that it is socially marginalised men 
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who have the greatest likelihood of incarceration. For example, more than a third 
of Italy’s prison inmates are foreigners. Also, the nation’s apprehension about its 
growing Romanian immigrant population would seem to be refl ected in their dis-
proportionate representation – nearly 6% – among Italy’s incarcerated (Kimmelman 
2008). In the US, correctional populations are less educated than the general popu-
lation. The rate of failure to complete high school or its equivalent is more than 
double (40%) among US prisoners compared to the general population (18%) (US 
Department of Justice 2003).

Even after release from correctional facilities, the particular jeopardy of mar-
ginalised men remains in the form of sharply elevated risks of mortality. Elevated 
mortality was noted among a sample of male French prison releases (Verger et al. 
2003). The French study fi ndings resonate with US evidence. A Washington State 
study found that newly released prisoners were 12.7 times as likely to die in the two 
weeks following their release compared to other state residents in the same demo-
graphic groups (Binswanger et al. 2007). Drug overdose was the leading cause of 
death among former inmates in the Washington State study. It is reasonable to infer 
psychological vulnerability among newly released inmates and to hypothesise that 
a reaction to mental distress played a role in their demise.

Employment
Poor men’s relationships to employment and the conditions under which they often 
must labour when they are able to work play an important role in their mental well-
being. Lack of job security, low wages and dangerous working conditions frequently 
characterise the employment to which poor men have access. A lack of esteem, 
authority, or control on the job can lead to anxiety or depression. Humiliating cir-
cumstances at work or demeaning hierarchies can erode a man’s sense of self-worth, 
diminish his social esteem as a breadwinner and provider, and thwart his ambitions 
for himself and his family. For migrant labourers, work often means separation from 
family and social network for extended periods.

Work or the lack of work can occasion stress-related addictive behaviours such 
as smoking, alcohol abuse and illicit drug use, all of which appear to occur more 
frequently among poor men. For instance, we see a higher prevalence of smoking in 
the world’s poorer nations. Worldwide, 36% of men smoke tobacco (WHO 2008). 
However, 42% of men in India smoke. In 2003, the prevalence of tobacco smok-
ing among Russian men 15 years of age and older was 56.7%. In China, the rate of 
smoking among men well exceeds half at 57.4%.

Similarly, health-compromising patterns of alcohol consumption are noted to 
occur among populations of poor men. The disease burden related to alcohol abuse 
by men is high across Europe (Rehm 2003a; 2003b), particularly in countries in the 
European part of the former Soviet Union. Pronounced socioeconomic differences 
have been noted in alcohol-related death in Russia and, perhaps quite predictably, 
unemployment is a strong correlate of heavy consumption (Ryan 1995; McKee 
1999; Chenet et al. 1998). In the UK, one man in eight is dependent on alcohol and 
men are three times more likely than women to become alcohol dependent (White 



URBAN DISTRESS AND THE MENTAL HEALTH OF MEN  45

2006). In the Ukraine, 38.7% of men are heavy alcohol users compared to 22% of 
the population overall (Webb et al. 2005).

Given the excessive rates of smoking among men, notable tendencies to dan-
gerous alcohol consumption and the particularly class-laden nature of these 
phenomena, health practitioners and service providers should be mindful of their 
association with the diffi cult circumstances of poverty. These health-averse behaviours 
may indicate that men are straining under the burden of socioeconomic as well as 
personal stress.

Discrimination
While there are common physiological health and mental health issues affecting 
poor men globally, there are infl ections among groups of poor men that are import-
ant to note. These variations often follow predictable courses, tracking the intricate 
social fault lines that divide and sub-divide the privileged in communities from their 
less-well-off counterparts. In addition to socioeconomic status, such infl ections in 
the health jeopardy that poor men face can result from racial and ethnic discrimina-
tion (Read 2005), dynamics associated with immigration status (del Amo et al. 2003) 
and intolerance based on sexual orientation (Diaz et al. 2004). These phenomena 
can compound the jeopardy that poor men already confront.

A number of studies document racial and ethnic groups’ subjection to excess 
mortality and morbidity (e.g. Gold et al. 2006; Tuan et al. 2007), although the com-
plex interplay of associated risk factors can often make causality and clear correlation 
diffi cult to establish (Smaje 1995). Examining data from 12 countries with various 
growth rates, national income and population, researchers found economic dispar-
ity correlated with race and ethnicity throughout (Darity and Nembhard 2000). 
Because of the enduring signifi cance of race and ethnicity in countries such as the 
US, having lower-class status and being of colour are often closely linked and it is 
diffi cult to separate the two issues. The fi ndings of a study published in 2008, for 
example, indicate that young black men living in England and Wales are at higher 
risk of suicide than their white counterparts (Bhui and McKenzie 2008). It is also 
well established that poverty rates among black people in the UK exceed those of 
the other ethnic groups in the study.

Since 2000, fi ndings of more than 100 studies documenting the damaging effects 
of racism on the body have supported recasting racism as a public health problem 
(e.g. Jackson et al. 1996; Clark 2001; Kwate et al. 2003). Experiences of racism have 
been found to act as a stressor, the impact of which is chronic and pervasive – elev-
ating blood pressure, heart rate and cortisol levels; suppressing immune system 
response and inspiring health-averse behaviours such as overeating and smoking. 
Failure to acknowledge and address the mental health effects of discrimination argu-
ably has contributed to the health disparities we observe today.



46 PROMOTING MEN’S MENTAL HEALTH

TABLE 5.1  Overtown Men’s Health Study. Self-reported drug and alcohol use 
among the study population: Overtown neighbourhood in City of Miami, 
Florida USA, 2005; (n = 129)

Number of 
respondents (n)

Percentage of 
respondents (%)

Drink alcoholic beverages 81 62.8

Use tobacco 61 47.3

Number of cigarettes per day

 ≤ 1 2 3.3

 2–10 38 62.3

 11–20 16 26.2

 > 20 4 6.6

Use illegal drugs or substances 52 40.3

Type of drug or substance

 Crack cocaine 12 23.1

 Powder cocaine 15 28.9

 Marijuana 39 75.0

 Heroin 3 5.8

 Ecstasy 1 1.9

 Prescription drugs illegally obtained 1 1.9

While overall mortality and morbidity rates have improved in the US, men of col-
our are still more likely to die of cardiovascular disease, diabetes and cancer than 
their white counterparts. Life expectancy for African American men is 69.5 years, for 
Hispanic men is 73.7 years and for Native American men is 66.1 years. For men of 
colour, the life expectancy fi gures are an average of 7.8% lower than the 75.7 year 
lifetime that a white man in the US can anticipate.

In a longitudinal study of coronary heart disease incidence in Puerto Rican men, 
researchers concluded that skin colour – relative darkness or lightness – may be cap-
turing dynamics in the social environment that infl uence mortality risk. While they 
found no association between skin colour and cardiovascular disease, skin colour did 
predict higher all-cause mortality among urban-dwelling men. Dark-skinned men 
living in urban areas in Puerto Rico have a higher risk of death than their lighter-
skinned counterparts. Another notable fi nding was that dark-skinned Puerto Rican 
men were less educated than light-skinned men (Borrell et al. 2007).

These data suggest that other categories of social marginality, in addition to pov-
erty, warrant identifi cation, analysis and monitoring to account for disparities in 
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health among various groups of men. Examining responses to discrimination and 
developing positive mental health strategies of coping with or countering its psycho-
logical and physiological assault is crucial.

REACHING UNDER-SERVED POOR MEN
Health practitioners should be vigilant for high-stress coping, dangerous periodic 
binging or substance dependency, physical injury and post-traumatic stress-related 
behaviours among men from poor urban settings. Gathering such information is 
made diffi cult by communication barriers that men themselves can erect. Bravado 
may mask depression and fear. Nonchalance could be a response to bewilderment 
and hopelessness. Silence may be practiced inarticulateness about diffi cult or sens-
itive topics.

Nevertheless, it is critical that we fi nd ways to engage poor men, to support them 
and to treat them where there is the need. We must be successful at coaxing testi-
mony from them and we must make a place for their voices. The mental health and 
well-being of poor men is a political issue for the men themselves and for commu-
nities. Connecting the issue of mental health explicitly to advocacy, understanding 
and presenting it as a cause, may be a way to enlist individual men as well as groups 
of men in programmes to improve their own health (see Box 5.2).

Outreach strategies
With successive conferences in 2006 and 2007 entitled ‘Saving Men’s Lives’, the US 
programme ‘Community Voices: Healthcare for the Underserved’ kicked off an ambi-
tious project – to launch a grass-roots movement of men dedicated to eliminating 
health disparities.

Men from distressed neighbourhoods around the eight Community Voices 
Learning Laboratory sites attended the conferences. They trained to serve as health 
advocates and agents of change in their local communities and beyond. Organisers 
carefully designed the conferences for men to whom policy and advocacy work was 
new. The conference activities prepared the men to represent themselves and their 
neighbours in local and national policy discussions about health.

BOX 5.2 Characteristics of successful mental health outreach to poor men in 
distressed communities

 ➤ Neighbourhood-focused.
 ➤ Bundled with other services.
 ➤ Organised through peer groups and social networks.
 ➤ Using holistic discourses to present mental health (mental health in context, to particular ends).
 ➤ Culturally competent.
 ➤ Age-appropriate.
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They brought their concern about men’s health and their local circumstances and 
teamed with Community Voices health policy researchers and advocates. It was clear 
that the stakes for the men were eminently personal. They recognised their demo-
graphic cohort, their neighbours and family members, their own bodies and spirits 
in the statistics and charts and graphs. They know that they are the ones to whom 
the jeopardy attaches: the cardiovascular and metabolic patterns of risk; the snare 
of public education failure and mass incarceration; the psychic strain of abiding on 
society’s edge.

The conferences were an important step by Community Voices to extend its work 
deeper into vulnerable neighbourhoods. Male residents of the neighbourhoods 
empowered with knowledge about health issues and policies and with advocacy 
skills will be able supporters of health policy work going forward, as they dissemin-
ate the message and motivation among their neighbours.

The logic behind the approach was to transfer capacity directly into areas of need. 
Imparting information and giving broad exposure to members of communities 
enables them to expand locally upon their training when they return to their neigh-
bourhoods. The men teamed with the policy staff from their local Community Voices 
Learning Laboratory to draft action plans for grass-roots men’s health  programmes 
targeting their neighbourhoods.

BOX 5.3  Journal entry from the author’s ‘Community Voices Men’s Health Program’ 
notes.

Through this work, we recognise the extent to which the everyday strivings and struggles of poor 
men go largely unnoticed along corridors of power in our country. The men on behalf of whom we 
fi ght are isolated in neglected and ignored communities. They are themselves civically disengaged, 
many prevented by law even from participating in the representative practices that shape their 
lives and determine their fate. And many are as yet unaware of the power of health as a discourse 
– as a means of talking about and addressing their various needs, needs that emerge from a 
range of diffi cult experiences like incarceration trauma, substandard housing, crime-burdened 
neighbourhoods, under-employment. So, the challenge of resisting and overcoming silence and 
voicelessness is a critical aspect of the work of Community Voices – aptly named.

We overcome the voicelessness of poor men by enlisting them directly as participants, to work on 
their own behalf, to speak up for themselves, and to tell their stories. We speak of ‘capacity transfer,’ 
meaning that through our multi-site structure, we engage men in distressed neighbourhoods on the 
ground, so to speak. Our sites have projects taking place in poor neighbourhoods from California 
to Michigan to Florida. They reach out to men directly, providing male-oriented health services in 
some instances, training in policy advocacy and neighbourhood research in others, and innovative 
collaborative programming in others still.

The notion is to build into neighbourhoods and into residents themselves the capacity to effectively 
pursue a men’s health agenda – to pursue the agenda on a personal level as they take care of their 
health in their own individual lives, at a neighbourhood level as they become advocates for their 
fellow residents also in need of access to care and other services; and at a national level as they 
connect their experiences with those of other poor men in the US and give voice to the concerns of 
their class before federal legislators and policy-making bodies.
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We’re very happy about this aspect of our work. It is, of course, so very rewarding to see the trans-
formation in a man – the confi dence that emerges, the sense of community, and the empowerment 
– once he has spoken up for himself and testifi ed in an informed manner on behalf of others who 
share his day-to-day struggles. We’re happy to create opportunities such as these.

In addition, though, we recognise this transfer of capacity from our programs and staff people to 
the men in need and to their communities as a means of ensuring the long-term viability of the 
effort we’ve seeded.

By enlisting them as participants and partners in our men’s health policy reform work, we’ve created 
a consciousness, a national network and a fi re at the neighbourhood level . . .

Source: AMWY

The agendas for these grass-roots men’s health conferences called upon policy lead-
ers and analysts, clinicians, researchers, organisers, administrators, legal scholars 
and practitioners. The sessions ranged in nature from facilitated discussion to work-
shop to inspirational address. It was important to draw in the men – residents of 
distressed neighbourhoods who themselves live the experience of under-insurance 
and inadequate health service – to policy reform efforts, to enlist them to represent 
themselves in corridors in which their absence is remarkable in its typicality. Quite 
often, consequential policy discussions presume and can even enforce the silence of 
those in greatest need of consideration, those most entitled to a hearing. The agenda 
Community Voices set forward fl ew in the face of this paradox.

The programme armed the men with a language for their awareness, a productive 
idiom for their vulnerability and a mode and a venue for their legitimate indignation. 
The conferences sought to give them the opportunity to recognise that daily expe-
riences and struggles, everyday realities, unite them with many others in categories 
that they could describe, analyse, object to, and try diligently to change (see Box 5.3).

Assessment approaches and tools
There are many challenges to fi nding poor men, effectively reaching out to them, 
connecting with them, determining their particular needs and issues, and ultimately 
meeting those needs. We enter complex territory in endeavouring to approach what 
is in effect a silenced community, unidentifi ed and rendered largely invisible.

In light of the magnitude of the challenge and the complexity of the issues, an 
example may best suffi ce for insight. Turning again to the Overtown neighbour-
hood study conducted in a distressed quarter of Miami, US, researchers were able 
to render a rich picture of unmet and unarticulated needs by asking about well-
being broadly and men’s status on major life issues (Young 2006). The fi ndings 
were based on lengthy interviews with men (usually of 40 minutes or more) during 
which they completed a questionnaire of 106 items with a survey administrator. 
The questionnaire probed a wide range of issues, from mental health, to police 
violence, to the relationship between social identity and health-related behaviours 
(see Box 5.4).



50 PROMOTING MEN’S MENTAL HEALTH

BOX 5.4  Overtown Men’s Health Study Survey Instrument

106 items. Six primary sets of variables.

Demographic variables:
 ➤ racial and ethnic identity and fi rst-language group
 ➤ annual income, educational attainment, employment status
 ➤ marital status
 ➤ parenthood.

Measures of subjective access to healthcare:
 ➤ availability of health services
 ➤ satisfaction with health services
 ➤ geographic accessibility of health services.

Measures of objective access to healthcare:
 ➤ having a primary care practitioner
 ➤ having visited a health practitioner within the previous 12 months
 ➤ having had dental care in the previous 12 months
 ➤ having received infl uenza vaccination in the previous 12 months
 ➤ having been tested for HIV.

Measures of physical well-being:
 ➤ ratings of physical health
 ➤ ratings of intensity and frequency of bodily pain.

Measures of mental well-being:
 ➤ frequency of feelings of sadness, restlessness, nervousness, hopelessness, and lack of 
motivation in the previous 30 days

 ➤ the degree of impact of the feelings on daily activity in the previous 30 days.

Behavioural and psychosocial health indicators:
 ➤ incarceration history
 ➤ housing status
 ➤ illegal drug use
 ➤ tobacco and alcohol use
 ➤ HIV risk factors.

Also part of the survey instrument were physical characteristics variables (height and weight); 
social identity variables measuring the associations between participants’ social identity and 
health-promoting and -limiting behaviours and specifi c morbidity variables capturing diagnosed 
physiological and mental disorders.

Generally, there were apparent tensions and, sometimes, glaring inconsistencies in 
men’s accounts and descriptions of their health status and behaviours. For instance, 
two in three (65.9%) of the men in the study described their health as ‘good’ or 
‘excellent’ and 62% reported that compared to 12 months prior their health was 
‘about the same’. However, nearly 40% reported that they had physical health 



URBAN DISTRESS AND THE MENTAL HEALTH OF MEN  51

problems and 60.5% reported experiencing some degree of bodily pain in the previ-
ous 30 days. Similarly with mental health, while over half (53.5%) indicated feeling 
disabled to some degree by their mental health in the previous 30 days, only about 
12% reported needing mental health care and even fewer (8.5%) had spoken to a 
mental health practitioner in the previous 30 days (see Table 5.2).

TABLE 5.2  Overtown Men’s Health Study. Self-reported mental health status and 
mental health service patronage among the study population: Overtown 
neighbourhood in City of Miami, Florida, US, 2005 (n = 129)

Number of 
respondents (n)

Percentage of 
respondents (%)

Report some degree of disability due to mental health 69 53.5

Report needing mental health care in previous 12 months 15 11.6

Have spoken to mental health practitioner in previous 12 months 11 8.5

So, these contradictions suggest that it matters greatly how one poses a health-related 
question to a man. A general question, ‘How have you been feeling?’ might return 
an equally general answer, ‘Good’. A more specifi c probe such as ‘How often do you 
feel worthless?’ or ‘Have you ever exchanged sex for money, drugs, food, shelter or 
other favours, even just one time?’ might get us a bit closer to a more accurate self-
assessment that paints a more detailed picture of a man’s health needs.

But the contradictions are also quite probably symptomatic of a lack of reliable 
access to a healthcare resource to help men in Overtown to frame and address rel-
evant health and mental health questions. It is critical to understand mental health 
in the context of various other experiences. While the point may be self-evident in 
theory, it can be missed in practice. Mental health exists – and is sustained or eroded 
– in a complex web of infl uences, experiences, capacities and realities (see Table 5.3 
and Box 5.5). It is perhaps possible to anticipate some of the elements at play in the 
lives of poor men.

TABLE 5.3  Overtown Men’s Health Study. Reported social experiences among the 
study population: Overtown neighbourhood in City of Miami, Florida, 
US, 2005 (n = 129)

Number of 
respondents (n)

Percentage of 
respondents (%)

Victim of police violence 33 25.6

Immediate and enduring impacts

 Resulting injury physical 17 51.5

 Resulting injury psychological or emotional 23 69.7

(continued)
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Number of 
respondents (n)

Percentage of 
respondents (%)

  Suffer currently from resulting physical or psychological injury 13 39.4

Currently homeless 29 22.5

Have ever lived on the street 49 38.0

Have lived on the street in previous 12 months 28 21.7

Have lived on the street in previous 30 days 22 17.1

Have ever lived in a shelter 34 26.4

Have lived in a shelter in previous 12 months 12 9.3

Have lived in a shelter in previous 30 days 6 4.7

Ever incarcerated 85 65.9

Incarcerated in previous 12 months 24 18.6

Incarcerated in previous 30 days 5 3.9

In the Overtown study fi ndings, several variables and features are quantifi ably 
interconnected. It is apparent in the data, as it is on the ground in Overtown, how 
homelessness, for instance, is connected to incarceration, to psychological and 
physiological trauma, and to participation in the illegal drug trade. It is clear that 
the lack of provision for preventive care is linked to reliance on hospital emergency 
rooms for primary healthcare.

Taking as an example incarceration, it is indeed having measurable health 
impacts that researchers were able to capture in the men’s health study. Among men 
who report having been incarcerated, there are statistically signifi cant relationships 
to negative health outcomes. Men with a history of incarceration are more likely to 
report using illegal drugs, to report having less access to healthcare and to report a 
lesser sense of mental well-being.

The fi ndings speak to a need for policy reform and for attention to community 
re-entry services. However, they also argue for considering community context and 
the infl uence on poor men of larger social jeopardies – not necessarily health-related 
in the immediate or strict sense.

BOX 5.5  Snapshot of a men’s mental health crisis

Incarceration: Two in three self-reporting a history of incarceration

Under-education: Only 55% with high school diplomas

Under-employment: Only 40% working for pay at time of interview, and more than half report 
earning less than US$10 000 per year.

Under-housing: One in four reports having lived in a shelter and 28% have lived on the street.

Unreliable access to appropriate care: A startling 29% rely on the Emergency Room (ER) as a primary 
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health facility and only 1 in 5 had received any dental care in the previous 12 months. While 54% 
reported some degree of disability due to the state of their mental health, only 8.5% had spoken to 
a mental health practitioner in the previous 12 months.

The point is not to pathologise poor men, according them some natural or essential 
dysfunction. It is instead to acknowledge the weight of poverty on their shoulders 
and psyches, and to anticipate that psychosocial costs register and accrue. It is to rec-
ognise that urban distress is not only the character of a poor metropolitan landscape, 
but also names an experience that its residents endure.

POLICY RECOMMENDATIONS
Public health and community redevelopment: a natural complement
Even from a community redevelopment perspective, given the data, improving men’s 
health outcomes should be among the very highest priorities. Where community 
conditions cry out for social and economic reinvestment, where populations of 
women, children and men are disenfranchised, poor and distressed, it is imperative 
to empower men through health to participate fully in social revitalisation. Naturally, 
it is also imperative to reduce men’s own suffering.

An important contribution of the Overtown Men’s Health Study, for example, 
has been to expand local community revitalisation discourse to include a subjective 
account of urban distress and the experience of it. The approach to the collection 
of data, the consideration of men’s experience as a subject of inquiry in Overtown, 
effectively enters people into the discussion of place.

Findings from this study and others make a strong argument for placing pub-
lic health and community development in conversation. Too often distinct, more 
exchange between the two domains potentially offers much benefi t to residents of 
distressed and transitioning neighbourhoods. The redesign of streetscapes, incorp-
oration of public green spaces, and the relocation of certain businesses can be part 
of an aggressive health-promoting agenda that revitalises not only the economic and 
social life of a community, but its inhabitants as well.

Integrated health services
The fi ndings of various studies concerning the health status and needs of poor men 
make a case for integrated physiological, mental and oral health services. Repeatedly, 
it is confi rmed that men are not receiving what they need to support good health 
outcomes. The provision to men of an integrated package of health services, meet-
ing and monitoring the range of their health needs, should be a policy priority for 
poor populations and areas.

Many health outreach efforts to poor men provide singular intervention – pro-
state screening, blood pressure or glucose testing, or a sports team qualifying physical 
exam. These are important methods to detect specifi c problems and they are often 
successful at gathering large numbers of men. However, these occasions are seldom 
used to their full advantage. They could more productively function as an entrée to 
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integrated services. They also present the opportunity for training, so to speak, for 
men about how to think about and regularly seek the services they need, including 
mental health care. These occasions can also be a chance to ‘transfer capacity’, cul-
tivating local knowledge and leadership, and seeding grass-roots health advocacy 
into poor communities.

Special care should be taken to instil mental well-being and psychological 
self-care-taking as natural and legitimate priorities for men. A successful outreach 
programme would impart this to men themselves and establish men’s mental health 
as an explicit value in the wider community.

Global consciousness, local action
As yet, specifi c data are scarce that would allow us to precisely address the most press-
ing questions about how the world’s poor men are faring health-wise and there is 
even less known about their mental health. However, indications gathered from a 
range of sources and phenomena suggest a troubling predicament – that male sub-
jection to excess morbidity and mortality is magnifi ed in poverty, even as poverty 
renders health structures and notions elusive.

Garnering political will within nation-states to provide access to care for poor 
men is a daunting undertaking. Providing systematic access to primary and preventive 
healthcare, mental and oral health services and, where appropriate, drug therapies, 
will enable employment, support of families and relief of the burden on states of 
male morbidity and early mortality. Advocacy and action both must proceed from 
above and below, with policy strategies bridging local realities and national means.

The Vienna Declaration on the Health of Men and Boys in Europe, ratifi ed in 
2005 and stating the principles and conditions necessary to improve male health out-
comes, has been introduced to men in distressed urban neighbourhoods in the US. 
It has functioned as a tool to organise local men’s advocacy for access to healthcare 
and male-appropriate approaches to outreach and provision. The Vienna Declaration 
insists upon men’s health as a priority, but at the same time situates it within the 
context of family and community well-being.

Attendees of the October 2006 ‘Saving Men’s Lives’ conference participated in 
an innovative exercise entitled ‘Conferring about Standards’. The focus of the two-
part exercise was a document ratifi ed the previous year in Vienna, Austria at the 
Fourth Biennial World Congress on Men’s Health and Gender. Called ‘the Vienna 
Declaration on the Health of Men and Boys in Europe’, the document presents a list 
of lofty principles and standards.*

Part One of the exercise was called ‘Write Back’ and Part Two was called ‘Talk Back’. 
For the Write Back portion, a large poster of the Vienna Declaration remained posted 
for the duration of the conference. Attendees were encouraged to write comments, 
anecdotes or edits directly onto the poster. For the Talk Back portion, attendees 
received the names of two other conference guests whom they were to ‘interview’ 
about the Vienna Declaration. They submitted their interviewees’ responses to 
the exercise facilitator. The responses were the basis for a lunchtime discussion.

* For more information about the Vienna Declaration, please visit the website of the European Men’s 
Health Forum at www.emhf.org
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With a simple eloquence, the Vienna Declaration acknowledges the place of 
men’s health in the broader agenda of disease prevention and public health. Its 
implications extend well beyond the realm of health in the strict sense, calling for 
greater mindfulness in school curricula and adequate integration of social policies 
with health concerns.

The conference delegates had an opportunity to closely consider the European 
declaration. Studying the document, they found that men’s health issues – the dis-
parities, the challenges with access to appropriate services, the quest to fi nd ranking 
among other priorities – resonate across the Atlantic. They recognised in the Vienna 
Declaration’s standards the global nature of their hopes for their own communities. 
In writing, ‘This is what I want in my city,’ on the poster, or in uttering, ‘We need more 
“male-sensitive” stuff where I come from’, they embraced the document’s potential 
to anchor a movement.
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CHAPTER 6

Rural men’s mental health
Steve Robertson, Keith Elder and Ruth Coombs

INTRODUCTION
The importance of paying attention to both community context and social cap-
ital in relation to men’s mental health has been highlighted elsewhere in this book 
(see Chapters 4 and 5). Nowhere is this more apparent than when considering the 
mental health of men in rural settings. This chapter starts by providing some gen-
eral background to the rural context in the UK before progressing to consider what 
we currently know about rural mental health and specifi cally that of rural men. We 
then move on to look at how the issue of ‘rural masculinities’ might impact on rural 
men’s mental well-being.

BACKGROUND
In the UK, one-fi fth of the population live in rural areas – though defi nitions of what 
counts as ‘rural’ have until recently often remained unclear, with measures such as 
population density, complex indices and arbitrary judgement all being used at vari-
ous times and in different ways (Gregoire and Thornicroft 1998). Hill’s (2003) report 
on rural data and rural statistics pointed to the strong contrast between the statistical 
provision for agriculture as an economic activity and user of resources, and rural pol-
icy. He suggested that the inadequacy of rural data to service scientifi c enquiry and 
inform policy had been a longstanding concern and that an agri-centric view of the 
rural world in statistics was demonstrably inadequate and potentially misleading. 
This is because, whilst agriculture and forestry remain predominant users of rural 
land and the agricultural landscape remains an important feature of many rural areas, 
the proportion of people living in the countryside who work in these sectors is now 
only 2% of the population in England and 3% in Wales. The statistical provision for 
rural policy as a result has until recently been weak and fragmented because statist-
ics which separate the rural from the non-rural are not available.
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In 2004, the Department for Environment, Food and Rural Affairs (Defra) and 
the Countryside Agency began to introduce some clarity with the publication of new 
defi nitions for ‘rural’ and ‘urban’. The new rural defi nition differed from its predeces-
sors by focussing exclusively on land use, derived in such a way as to identify patterns 
of rural settlement (i.e. small rural towns, villages, hamlets and scattered dwellings) 
and was developed for use by funders, policy-makers and the Offi ce for National 
Statistics. Defra admits that defi ning an area as either rural or urban may confl ict 
with the ‘look’ or ‘feel’ of that area from the perspectives of local people (Countryside 
Agency et al. 2004). The new defi nitions were also developed to encompass the 
diversity of rural England and Wales in the 21st century, e.g. ‘honey pot villages’ that 
depend heavily on tourism, urban fringe commuter villages and former coal mining 
communities, and be applied to help target policy to those groups, communities and 
businesses that most required support.

RURALITY, HEALTH AND WELL-BEING
In general, rural communities enjoy better health and well-being than their urban 
counterparts. On standard measures of health (such as life expectancy and infant mor-
tality) rural communities consistently score better. Evidence suggests that levels of the 
most common mental health problems are lower in rural areas (Weich et al. 2006). 
Generally, rural residents make less use of health services and have a more positive 
view of the state of their own health (Commission for Rural Communities 2005).

Urban and rural communities agree on the main factors that make the country-
side a healthier and more pleasant place to live – peace and quiet, the predominantly 
natural or agricultural environment, lower crime rates and close-knit communities. 
These perceptions are refl ected in the fact that more people living in rural areas wish 
to stay in their community for the long-term compared to people living in urban 
areas. Moving from towns and cities to the countryside is a growing trend in England 
and Wales (Commission for Rural Communities 2005).

Unfortunately, the widely recognised benefi ts of life in the countryside have led 
to the concept of the ‘rural idyll’ – an idealised stereotype of country life that ignores 
the real diffi culties faced by many rural communities. Such diffi culties include pov-
erty, lack of services, poor public transport and traumatic social or economic change 
at a local level.

THE IMPACT OF POVERTY
Poverty is a reality across rural UK, especially in the most remote areas. The pro-
portion of men and women in rural areas who earn low wages is greater than in the 
rest of the UK population and one in three individuals in rural Britain experienced 
at least one period of poverty during 1991–1996 (Shucksmith 2003). Furthermore, 
there have been big shifts in farming income in the UK – a steady decline since the 
1960s reached a low point in 2000, with average Net Farm Income for all types of 
farm at just £8700, before rising to £38 600 by 2007/8. Farming incomes have been 
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particularly affected by specifi c crises (such as foot-and-mouth and BSE) as well as 
more usual problems, such as falls in wheat prices and poor harvests (Gregoire 2002).

Those living on low incomes, however, may be dispersed over large, sparsely 
populated districts. They are often as geographically near to more affl uent members 
of the community as they are to others on low incomes. This means that their pov-
erty is less visible to community planners and policy-makers, who use ‘indicators 
of deprivation’ that are more suited to the higher concentrations of poverty found 
in towns and cities. This ‘hidden’ poverty has a major impact on the health of indi-
viduals and families. People who are more vulnerable to mental distress are also less 
likely to enjoy the same level of health and well-being as the rest of the population.

MENTAL HEALTH IN RURAL AREAS – THE ISSUES
There a re diffi culties with access to services, low levels of health and social care service 
provision, isolation, higher product costs (for food, clothes etc) and lack of choice 
or quality of these products, all of which contribute to health and social care prob-
lems (Craig and Manthorpe 2000). Although rural England and Wales have social, 
economic and cultural differences, they do share some issues that are likely to affect 
the mental health of both their populations.

Provision of care and support services
Economies of scale mean that most services are located in urban areas, which are 
more highly populated. This is especially true of specialist services, such as care and 
support services for people with mental health problems.

Not only are there fewer specialist services in rural areas, but those that exist are 
likely to be many miles from a patient’s home (British Medical Association Board of 
Science 2005). This has a serious effect on access to services in urgent or crisis situ-
ations, the availability of outreach services for those who cannot leave their homes 
and response times for on-call doctors who serve large, sparsely populated areas. 
The right of all NHS patients to choose between service providers (Department of 
Health 2004) means little if there is only one specialist provider across a large geo-
graphical area.

The time, money and effort required to travel to specialist services can impede 
the recovery and good management of mental health problems.

Access to transport
The quality of available transport is a major factor in whether urban-based care and 
support services are accessible to people who live in rural areas. People in rural areas 
usually fi nd that public transport does not meet their daily mobility needs. Only 50% 
of the rural population have an hourly bus service within ten minutes walk from 
their home (Commission for Rural Communities 2005). The frequency, reliability 
and timing of rural public transport can make travelling to mental health services 
diffi cult or impossible. In many cases, a day return journey from home to a service 
outlet cannot be made using public transport (Swindlehurst 2005).
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Due to inadequate public transport, most people living in rural areas fi nd that 
owning a car is essential to their daily life. Frequently, people who are already in 
fi nancial hardship get further into poverty from the costs of buying, insuring and 
maintaining a vehicle. People in rural areas who do not own cars are often reliant 
on private or voluntary arrangements such as taxis or lifts from family members 
and neighbours. However, these arrangements can be expensive or dependent 
on the willingness and ability of a small number of volunteers. The Institute of 
Rural Health has found examples of taxi fares (between £40 and £70 for a round 
trip) preventing patients in rural areas from accessing mental health services 
(Swindlehurst 2005).

Those who suffer from a lack of access to transport are often those most in need 
of accessing services. In some localities the NHS services provide a transport service 
to patients and elsewhere voluntary ‘social car’ transport schemes may operate. The 
availability of voluntary transport schemes will vary from one community to the 
next, with the Rural Community Council (England),* a branch of the Community 
Transport Association,† the Council for Voluntary Action,‡ the Women’s Royal 
Voluntary Service§ or the British Red Cross¶ being good sources of local information 
about what might be available in a particular locality.

Access to information
Access to reliable, high quality information has a profound effect on mental health 
and well-being. It enables people to make the most of their lives, fully aware of their 
rights and the resources available to them. This applies to local and national com-
munity information in general, as well as to information specifi cally about health.

In rural areas it may be more diffi cult to obtain information about mental health 
issues locally due to a lack of infrastructure. Often shops, post offi ces, libraries and 
GP surgeries are widely dispersed or run services that do not meet an individual’s 
needs (for example, shop opening hours may clash with an individual’s working 
hours).

Some information services do have coverage of the countryside. The Post Offi ce 
was until recently required by central Government to maintain its rural network. 

* Rural Community Councils: the Rural Community Action Network is the collective name for the 
38 Rural Community Councils throughout England, their eight regional bodies and their national 
umbrella, ACRE. RCCs are charitable local development agencies, generally based at county level, 
which support and enable initiatives in rural communities. www.acre.org.uk

† Community Transport Association: the CTA supports a wide range of organisations delivering innov-
ative and fl exible transport solutions to achieve social change in their communities. www.ctauk.org

‡ Councils for Voluntary Action: NAVCA is the national voice of local third sector infrastructure in 
England. www.navca.org.uk See also Wales Council for Voluntary Action (www.wcva.org.uk) Scottish 
Council for Voluntary Action (www.scvo.org.uk) and Northern Ireland Council for Voluntary Action 
(www.nicva.org)

§ Women’s Royal Voluntary Services: an age-positive charity that offers a range of practical services to 
help and support older people to live well, maintain their independence and play a part in their local 
community. www.wrvs.org.uk

¶ British Red Cross: a volunteer-led humanitarian organisation that helps people in crisis, whoever and 
wherever they are. www.redcross.org.uk
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However, despite recent closures in its rural network the Post Offi ce still has an 
important presence in some rural communities. All public library services have 
mobile facilities for remote parts of their catchment areas and organise visits to 
housebound library users. Citizens Advice,* through its network of local bureaux, 
may have a small outlet in a rural area, often in a small market town which is linked 
to a main bureau in a nearby urban centre.

Although the coverage of information outlets is inadequate, especially in rural 
areas, most organisations now use a range of media (print resources, telephone, 
email and internet) to communicate. Mind runs its Infoline† through both telephone 
and email and maintains a comprehensive website that is updated daily. Other 
national organisations involved in health and well-being, such as the Samaritans‡ 
and Age Concern,§ also provide information by telephone, email and internet. These 
methods reduce the need for ‘physical’ information outlets but do not replace them.

The barriers to accessing information faced by many people with physical disab-
ilities can be greater in rural areas. Travelling long distances to information outlets 
can be diffi cult or impossible. Where small, local outlets do exist, they may be less 
likely to have had the ‘reasonable adjustments’ made that are laid down by the 
Disability Discrimination Acts (1995 and 2005) to make buildings accessible to 
disabled people.

People who do not have English as their fi rst language may fi nd it more diffi -
cult to fi nd information on mental health in their ‘mother tongue’ in rural areas. 
Information on mental health in a range of languages can be accessed through 
Mindinfoline, which offers the Language Line service. Language Line is an organisa-
tion that provides interpretation services for non-English speakers and plays a ‘third 
party’ role between caller and a member of the Mindinfoline staff. Mental health 
information booklets in a range of languages are also available from Mind.¶ The 
Welsh-based information and advice service Community Advice and Listening Line** 
provides web-based and telephone services in English and Welsh.

WHAT DO WE KNOW ABOUT RURAL MENTAL HEALTH?
Given this background, these diffi culties and concerns with major aspects of life in 
rural settings, what do we know about the impact this has on the mental health of 
those in rural communities and specifi cally on men in those communities?

* The Citizens Advice service helps people resolve their legal, money and other problems by providing 
free, independent and confi dential advice, through a network of local bureaux. www.citizensadvice.
org.uk

† Mindinfoline is Mind’s mental health information service. www.mind.org.uk
‡ Samaritans provides confi dential non-judgemental emotional support, 24 hours a day for people who 

are experiencing feelings of distress or despair, including those which could lead to suicide. www.
samaritans.org

§ Age Concern/Help the Aged: the four national Age Concerns in the UK have joined together with 
Help the Aged to improve the lives of older people. www.ageconcern.org.uk

¶ Mind Publications: www.mind.org.uk
** CALL is the mental health helpline for Wales. www.callhelpline.org.uk
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Despite the apparent stresses that such diffi culties might suggest, there is evidence 
of lower rates of depression, anxiety disorder, panic, alcohol and drug dependency, 
and psychosis (Meltzer et al. 1995; Paykel et al. 2000) and schizophrenia (McCreadie 
et al. 1997) among rural populations in the UK. Yet such work may not present a 
full picture. For example, the reasons for apparently lower rates of various men-
tal health diagnoses could be due to reticence to recognise or label symptoms as 
those relating to ‘mental health’ conditions – by both the rural population them-
selves and the health professionals that serve them. In turn, this has been suggested 
to be linked to a greater sensitivity to the stigma of mental health and to greater 
concerns about confi dentiality in small rural communities (Sherlock 1994; Lobley 
et al. 2004). These issues of stigma and confi dentiality may be of particular concern 
for rural men through links to notions of ‘rural masculinity’ and related stoicism 
and we shall look at this further shortly. For example, one study showed that des-
pite a lower prevalence of psychiatric morbidity than the general population in 
Britain, male farmers were more likely to report thinking that ‘life is not worth 
living’. The conclusion being that the relation between depression and suicidal 
thoughts appears different amongst male farmers than in the general population 
(Thomaset al. 2003).

These apparently lower rates of mental health problems may also partly be attrib-
utable to ‘resource drift’ where service accessibility is easier in urban locations. For 
example, in one study it was found that there was less specialist psychiatric (and more 
GP) treatment, lower psychotropic drug use and administration and later presenta-
tion for mental health symptoms in rural settings (Gregoire and Thornicroft 1998; 
Gregoire 2002). Therefore, as others have previously identifi ed, such fi gures around 
lower rates of mental health need to be treated with caution as there may be evid-
ence of greater hidden morbidity and higher thresholds for reporting symptoms in 
rural areas (Gregoire and Thornicroft 1998).

Men and young men feature signifi cantly amongst those high risk groups which 
are particularly vulnerable to developing a mental health problem. For farmers, the 
diffi culties and concerns associated with rural poverty outlined earlier cause stress 
through particular processes, with farmers showing higher levels of stress than the 
general population (Booth and Lloyd 1999). Farmers’ stress has been shown to be 
related to new legislation and associated paperwork, fi nancial pressures, media cri-
ticism and isolation (Booth and Lloyd 1999; Raine 1999). These issues have been 
compounded in the last decade by the outbreak of BSE and foot-and-mouth (Raine 
1999) with a postal survey study showing farmers in affected rural areas having sig-
nifi cantly higher levels of psychological morbidity than those in unaffected rural 
areas (Peck et al. 2002).

This being the case, it is no surprise that rates of suicide are of particular concern, 
with farmers being one of the professional groups at highest risk, accounting for 1% 
of all suicides in England and Wales (Booth et al. 2000). Likewise, in Scotland, 307 
male farmers and farm workers died by suicide or undetermined cause between 1981 
and 1999 (Stark et al. 2006). Factors associated with suicide in farmers are similar to 
those that cause stress outlined above. They include not having a confi dant, work, 
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fi nance, legal problems, physical health and relationships. However, the most com-
mon single factor is the presence of mental health problems (mainly depression) 
which is found in 82% of farmer suicides (Hawton et al. 1998). Interestingly, male 
farmers who commit suicide are no more or less likely than men who committed 
suicide in the general population to have consulted a GP or mental health practi-
tioner in the three months before their death. However, farmers are more likely to 
have presented with exclusively physical symptoms, suggesting differences in help-
seeking behaviours. They are also signifi cantly less likely to have left a suicide note 
and more likely to use violent methods, particularly fi rearms, in committing suicide 
(Booth et al. 2000; Stark et al. 2006). There is also some evidence that farmers have 
experienced mental health problems as a result of exposure to organophosphate 
chemicals found in sheep dip and other products that farmers use in their work 
(Health and Safety Executive 2000; Myhill 2003).

One positive outcome of the BSE and foot-and-mouth crises, however, is that 
public attention has been drawn to the experiences of affected communities, includ-
ing the impact of these experiences on farmers’ mental health. In addition, farming 
communities have generated self-help and mutual-aid organisations to support 
people in crisis. The Farm Crisis Network* recruits volunteers from the farming 
community (farmers, people from farming families, agricultural chaplains) who 
understand the practical diffi culties that farmers face. Volunteers offer technical 
and pastoral support and respond quickly and confi dentially to requests for help. 
They suggest the use of other services where necessary and provide support while 
farmers resolve their own problems. Many counties now have Farm Crisis Network 
support groups. Other national organisations involved in health, well-being or per-
sonal fi nance have gained a deeper understanding of the issues facing farmers over 
recent years.

Currently, and for the foreseeable future, farmers face the stresses of conforming 
to UK and European legislation, including complex bureaucratic procedures and 
fi nancial uncertainty. Farmers who develop mental health problems rarely approach 
mental health services due to the stigma attached to mental health problems and the 
shame of being seen as ‘not coping’. Due to their geographical location, farmers are 
often at a distance from mental health services, which makes them diffi cult to reach. 
In addition, farmers work long hours and may not be able to take time off during 
‘offi ce hours’ to use mental health services.

SUICIDE IN RURAL SETTINGS
It is not only farmers that commit suicide in rural settings. There is evidence that 
since the 1960s suicide rates in rural areas, in both men and women, have risen dis-
proportionately compared to overall rates for England and Wales (Hill et al. 2005) 
leading some to suggest that the mental health of young adults, which infl uences 

* Farm Crisis Network provides pastoral and practical support to farming people during periods of 
anxiety, stress and problems relating to both the farm household and the farm business. www. 
farmcrisisnetwork.org.uk.
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suicide risk, may have deteriorated more in rural than urban areas in recent years 
(Middleton et al. 2003). Despite this rise in both men and women, rurality has a 
bigger impact on men’s suicide than women’s and the greatest risk of male suicide 
is in remote rural locations (Levin and Leyland 2005).

MINORITY GROUPS
Black and minority ethnic (BME) populations and lesbian, gay and bisexual and 
transgender (LGBT) populations make up minorities in many parts of the UK. They 
make up even smaller minorities in the countryside. Negative attitudes towards BME 
and LGBT people, reported across rural England and Wales (Hastings 2004), are not 
tackled effectively, mainly because the groups affected are so small that they cannot 
easily build strong local support networks.

Often, those who plan services believe that members of BME or LGBT popula-
tions do not live in rural areas (Mind 2003). This is not the case. As these populations 
tend to be small and isolated, individuals can suffer doubly from being visible within 
their local community but invisible to those who plan services. This situation can 
lead to culturally inappropriate services, expressions of racism and homophobia, 
and consequent mental distress.

Work in tackling negative attitudes towards BME and LGBT groups has been 
undertaken in rural England and Wales at national and local levels. For example, the 
Countryside Agency’s Diversity Review (2005)* researched the diversity-awareness 
of service providers in rural England and the perceptions of groups who are under-
represented in their use of rural services; Mind Out Cymru† provides an all-Wales 
support and information network for lesbian, gay and bisexual people who either 
have, or have had, contact with mental health services and Intercom‡ in the South 
West of England is an umbrella organisation for LGB communities that are dispersed 
across rural areas.

CHILDREN AND YOUNG PEOPLE
A series of Joseph Rowntree Foundation studies, that form part of their ‘Action in 
Rural Areas’ programme (Rugg and Jones 1999; Storey and Brannen 2000; Cartmel 
and Furlong 2000; Shucksmith 2004), show that issues around employment, hous-
ing, education and transport are of particular concern to young people in rural 
settings. However, there are clear social and environmental benefi ts for children and 
young people who live in rural England and Wales. In comparison with their urban 
counterparts, rural children and young people are generally in better health, living 
in higher income households and have higher levels of educational achievement 
(Defra 2005). However, these generalisations hide huge disparities within and bet-
ween rural communities. Children and young people in lower income families or 

* www.naturalengland.org.uk/ourwork/enjoying/outdoorsforall/diversityreview
† www.mind.org.uk
‡ www.intercomtrust.org.uk



RURAL MEN’S MENTAL HEALTH 65

in the most sparsely populated rural areas are more vulnerable to the full range of 
social problems that are likely to affect their mental health.

Children and young people in rural areas have the same rights to health services 
as those based in urban and suburban areas. Details of these rights for those aged 
16 and under are described in the Department of Health’s and the Welsh Assembly 
Government’s National Service Frameworks for Children and Young People. All chil-
dren and young people have the right to specialist, age-appropriate mental health 
services, fl exibility as to the location at which they are seen by health professionals 
and, if necessary, emergency referrals within 24 hours. In practice, many services 
are less available in rural areas. Access to specialist services may involve out-of-area 
referrals which will mean longer waiting times for appointments and longer travel-
ling times to service providers.

YoungMinds* run an information service for parents and carers, and another for 
children and young people. The service covers all aspects of mental health includ-
ing diagnoses and conditions, NHS services and legal issues. Many mental health 
charities run telephone and email support services for children and young people. 
Examples include Samaritans, Childline† and the Eating Disorders Association.‡ Such 
services are particularly important for young people in rural areas who do not have 
access to face-to-face support services.

OLDER PEOPLE
A higher proportion of people aged over 65 live in rural areas. Evidence shows that 
this proportion is continuing to grow (Commission for Rural Communities 2005; 
Davies et al. 2008). Mental health problems affect a signifi cant minority of older 
people (Mind 2005) and older men are a high risk-group for suicide. People over 
75 are 16 times less likely to be asked about suicide by their GP and fi ve times less 
likely to be asked about depression (Mind 2009). Older people in rural areas are less 
likely than their urban counterparts to have relatives nearby to support them and are 
more likely to live alone. These factors can lead to feelings of isolation. Studies have 
also shown that older people make up the largest group of people living in poverty 
in rural areas which, combined with the higher cost of living in the countryside, can 
cause considerable stress (Mind 2003).

Despite their numbers, older people in rural areas are disadvantaged in terms of 
health service provision compared with their urban counterparts. Mental health prob-
lems experienced by older people are more likely to be misdiagnosed and neglected 
at primary care level and are less likely to be referred to mental health services.

* YoungMinds is committed to improving the emotional well-being of children and young people by 
providing expert knowledge, online resources, training, development and outreach. www.young-
minds.org.uk

† Childline provides a free and confi dential helpline for children and young adults in the UK. www.
childline.org.uk

‡ Eating Disorders Association provides information and help on all aspects of eating disorders, includ-
ing anorexia nervosa, bulimia nervosa, binge-eating disorder and related eating disorders. www.b-eat.
co.uk
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Contrary to the stigmatising view of older people as ‘dependent’, evidence shows 
that older people make a signifi cant contribution to community life in rural areas. 
They are more likely than other age groups to participate in organisations such as 
parish councils, village hall committees and religious groups and to use community 
facilities such as shops and post offi ces. Older people are also most likely to pro-
vide unpaid care to others, including those with physical or mental health problems 
(Mesurier 2004).

Of the various networks and services that may be of interest to older people living 
in the countryside, Age Concern is the largest and best known. Age Concern is active 
in all parts of the country, with many groups located in rural areas.

TRAVELLERS
Travellers have been part of rural communities since the 14th century, when the fi rst 
Romany Gypsies arrived in England and Wales. Since the 19th century Irish Travellers 
have joined this population, as well as former house dwellers who have adopted 
the Traveller life through choice or circumstance. Although economic change has 
forced many to seek work and accommodation in urban areas, Travellers still make 
up part of the migrant worker population that takes seasonal employment in the 
countryside.

Historically, friction has occurred between settled and Traveller populations and 
this is often the case today. Tensions are further fuelled by the shortage of well-run, 
authorised sites for Travellers and the negative representation of Travellers in the 
mass media. This takes its toll on Travellers’ mental health and well-being.

Travellers face huge barriers in their access to health and related services, such as 
social care and education. This is largely because they are subject to frequent evictions 
from unauthorised sites. As temporary residents in a health authority’s catchment 
area and lacking a fi xed abode, it can be diffi cult for Travellers to register with a GP. 
This can also make it diffi cult for them to receive long-term treatment provided by 
the NHS. There are two main sources of information on Travellers’ issues that are 
relevant to mental health. The Travellers Times* magazine and the Friends, Families 
and Travellers† website, which gives information on law, planning and evictions as 
well as health, education and community information.

Traveller communities identify with a holistic concept of health as opposed to 
medical models that are rooted in concepts of disease and medication. The hol-
istic approach emphasises social and environmental factors as ‘key determinants’ of 
health. Using research and outreach into Traveller health undertaken over the past 
decade, the Department of Health has worked with Traveller communities to estab-
lish a model of Traveller participation in the promotion of health and to assist in 

* TT Online brings news, pictures, video, opinion and resources from within the Gypsy, Roma and 
Traveller communities. www.travellerstimes.org.uk

† FFT seeks to end racism and discrimination against Gypsies and Travellers, whatever their ethnicity, 
culture or background, whether settled or mobile, and to protect the right to pursue a nomadic way 
of life. www.gypsy-traveller.org
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the dialogue between Travellers and Health service professionals, e.g. through the 
Sussex Travellers Health Project, 2003–2006.*

MIGRANT WORKERS
British farmers depend on migrant workers to perform a range of seasonal tasks. The 
many thousands of migrant workers who work on British farms and in other agri-
culture-related businesses are drawn from Eastern Europe, from Asia and the Middle 
East as well as from Traveller and Gypsy communities.

The mental health of migrant workers, and especially illegal migrant workers, 
presents particular challenges to service providers. Workers may speak little or no 
English (nor any of the languages spoken by groups established over a longer period 
in the UK). They may fi nd British mental health services diffi cult to understand and 
even threatening, particularly if they have received hostile treatment from settled 
local communities. If employed in seasonal work, a migrant worker may not be res-
ident in a NHS Trust catchment area long enough to receive the treatment they need.

Over the past few years, organisations involved with health and well-being have 
begun working with rural migrant workers. The Citizens’ Advice† has undertaken 
many outreach projects with migrant workers through its Rural Bureau Network. The 
Arthur Rank Centre, the national focus for rural churches in England, has identifi ed 
migrant workers as a priority group for pastoral care and has published a leafl et on 
this issue in partnership with Defra.

Migrant workers’ language needs can sometimes be met by a local or national 
organisation that offers information and support services to a particular national or 
cultural group, for example, the Chinese Mental Health Association.‡

STIGMA
People with mental health problems are often stigmatised in our society; labelled 
as violent, unpredictable or dangerous. These negative images and ideas are often 
caused by confusion about what ‘mental distress’ actually is. Stigma is particularly 
associated with regard to mental health issues in rural areas, with high levels of con-
cern around lack of anonymity and confi dentiality (Buchan and Deaville 2005). The 
fear around anonymity is particularly noted by young people living in the most rural 
parts of Wales (Mind Cymru 2008)

In many rural communities, the stigma can be especially strong – caused in part 
by social structure. The mental health service user movement is weak owing to popu-
lation sparsity and consequent lack of group support for those who speak out. This 
is often compounded by the lack of anonymity or confi dentiality found in many 

* www.gypsy-traveller.org/health/health-project
† www.citizensadvice.org.uk/index/publications/assisting_migrant_workers
‡ The Chinese Mental Health Association (CMHA) specialises in providing community-based mental 

health assistance and support to the Chinese community, in an attempt to assist those in need. www.
cmha.org.uk
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small, close-knit rural communities. In a wider sense, many rural communities have 
a deeply ingrained culture of stoicism and self-reliance. This can apply to all aspects 
of a person’s life, including their health. Stoicism and self-reliance have proved great 
strengths in the countryside, enabling individuals and families to survive major fi n-
ancial and personal diffi culties, to persevere and even prosper. However, stoicism 
and self-reliance can sometimes have a negative effect on mental health. Where these 
qualities are highly valued, external intervention – especially from public, urban-
based health services – is likely to be rejected in favour of trying to cope alone.

The consequences of stigma can have a serious effect on a person’s willingness 
to access mental health services or confi de in potentially supportive individuals and 
agencies. In this atmosphere, mental health problems are more likely to develop and 
recovery is more diffi cult. This can lead to chronic poor mental health.

Fortunately, attitudes to mental health have improved across the countryside over 
the past decade. High profi le crises in agriculture, such as BSE and foot-and-mouth 
disease, have brought public attention to the stresses in farming communities that 
can lead to mental health problems. Rural organisations which have a mental health 
remit, such as the Farm Crisis Network, the Arthur Rank Centre* and Farming Help† 
have been active across England and Wales.

Having outlined some of the issues around rural mental health and drawn some 
attention to the specifi c concerns for rural men, it is important now to explore how 
this relates to notions of masculinity; that is, to how it relates to ideas about what it 
is to ‘be a man’ in the rural context.

RURAL MASCULINITIES AND MENTAL HEALTH
Several chapters in this book highlight how traditional, stereotypical images of men 
are built on notions of strength, rationality, self-control/suffi ciency and stoicism. 
These are the very same values, what some have termed ‘agrarian values’, which are 
suggested as shaping rural and particularly male rural identities (Campbell and Bell 
2000; Judd et al. 2006). The stereotyped image of the rural man therefore almost con-
stitutes a hyper-masculinity. It combines notions of (often extreme) physical action 
(labour) and endurance with a rational mind that can overcome adversity through 
the ability to adapt and be decisive (Liepins 2000). Changes in wider socio-economic 
circumstances clearly affect the way that these ideals become expressed, with some 
suggesting a shift from rural men as dirty, manual workers to organised businessmen 
willing and able to diversify in order to maximise family income (Brandth 1995; 
Bryant 1999). The shift in the way these ideals are expressed may be even more pro-
found when viewed through the perspective of the new rural defi nition with less than 

* The Rural Stress Helpline at the Arthur Rank Centre provides a confi dential, non-judgemental listen-
ing services to anyone in a rural area feeling troubled, isolated, anxious, worried, stressed or needing 
information. www.arthurrankcentre.org.uk.

† Farming Help brings together three national charities which work to benefi t the farming community. 
Each charity provides different but complementary forms of help and support to meet a wide range 
of needs. www.farminghelp.org.uk.
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1.5% of the UK working population employed in agriculture. Most likely though, 
these seemingly contradictory masculine identities often continue to sit beside one 
another with rural men choosing to, and also having to, shift between them at vari-
ous times (Evans 2000; Little 2002; Coldwell 2007).

In terms of mental health, these stereotyped (and often idealised) images of rural 
masculinities create a double bind for rural men. The pressure of living up to these 
images can readily take its toll in terms of increased stress and anxiety that becomes 
internalised when notions of showing weakness are seen as unacceptable.* Work on 
understanding suicide in farmers confi rmed this, with farmers identifying that they 
had limited capacity to acknowledge or express the stressors they experienced and 
that this was related to specifi c attitudes the men held around ‘maleness’ and help-
seeking (Judd et al. 2006a). On the other hand, not living up to these stereotypes, 
through circumstance or choice, may also generate signifi cant stress, depression 
and suicidal ideation. The current stressful context for farmers, outlined above, of 
new legislation, increasing paperwork, fi nancial pressures and media criticism can 
overwhelm individual men. This can create feelings of hopelessness, entrapment, 
isolation and loss of control, which are signifi cant factors in suicide associated with 
men living in rural locations (Ni Laoire 2001). As Coldwell (2006) identifi es, failing 
as a farmer means being seen to have failed to live up to the expectations of family 
and community members. Farming masculinities therefore entail a constant strug-
gle to perform in order to survive and maintain one’s identity in a culture where to 
fail as a farmer means to fail as a man.

This rural ‘hyper-masculinity’ is also linked to heterosexuality (Little 2003) and 
for those specifi cally choosing to reject these rural male stereotypes, such as rural gay 
men, there may be specifi c concerns about the impact on mental well-being when 
structural diffi culties are experienced (Bell and Valentine 1995). The mental health 
impact of life events may be compounded by the stigmatisation attached to others, 
homophobic attitudes (Ross 1990) and these attitudes may be more apparent in 
hyper-masculine rural contexts.

Factors affecting men’s mental health and well-being often have higher impacts 
on the mental health and well-being of men in rural areas, due to such factors as 
isolation, lack of alternatives, the stigma surrounding mental health and the issue of 
socialisation theory. The theory may explain why some men fi nd it very diffi cult to 
articulate their feelings and seek help (Mind 2009). Men are also more likely to get 
angry when worried and often ‘act out’, whereas women are more likely to ‘act in’. 
As the principles for diagnosing depression are more focussed on ‘acting in’ behav-
iours they can be seen as feminised (Kilmartin 2005). This may make engagement 
with men much more diffi cult, particularly in rural areas, given the additional bar-
riers referred to here.

* It can also take its toll physically with some research showing farmers to be a ‘high risk’ group in 
terms of health and safety (Gerrard 1998).
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CONCLUSION
Rural environments bring with them particular challenges in relation to a range of 
issues such as employment, housing, transport, access to education and healthcare. 
These can be compounded in times of economic hardship and specifi c crises (such as 
foot-and-mouth, BSE, etc.). There is no doubt that these hardships create particular 
concerns and outcomes in relation to mental well-being for those in rural settings. 
Despite some evidence of lower psychiatric morbidity, it is likely that rural identities 
and ‘resource drift’ to urban locations hide the reality of the levels of mental health 
concerns in these settings. In addition, such concerns, particularly stress, depression 
and suicide, are experienced differently by men and women in rural contexts. The 
links between the values attached to stereotypes of ‘masculinity’ and those attached 
to stereotypes of ‘rural’ identity – strength, rationality, self-control/suffi ciency and 
stoicism – can create a ‘hyper-masculine’ rural identity. In turn, this creates challenges 
for rural men’s mental well-being in terms of the stresses involved in living up to 
such idealised stereotypes or the disappointment and hopelessness that can come 
of being unable (or unwilling) to live up to them.
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CHAPTER 7

Fatherhood and mental health 
diffi culties in the postnatal period

Svend Aage Madsen and Adrienne Burgess

INTRODUCTION
Traditionally, the literature addressing parental psychiatric disorders has reported 
only, or mainly, on mothers (e.g. Gopfert et al. 2004). This is becoming increasingly 
unacceptable as fathers’ impact on their children (Jaffee et al. 2001; Flouri 2005; 
Sarkadi et al. 2008) and on their partner’s mothering (Eiden and Leonard 1996; 
Guterman and Lee 2005) is now established. Furthermore, fathers and fathering are 
rising up public policy agendas for other important reasons, which include gender 
equity, mothers’ participation in the paid workforce, fathers’ increasing participation 
in the direct care of children and the design of parental leave systems; concerns about 
teenage pregnancy, anti-social behaviour and boys’ underachievement; awareness of 
the impact of the quality of the parental relationship and of the parenting alliance 
on children’s adjustment, as well as the related issues of child support and father-
child contact after separation and divorce.

The perinatal period has been described as the ‘golden opportunity moment’ for 
intervention with fathers (Cowan 1988). During this transition almost all fathers 
are in touch with services (Kiernan and Smith 2003; TNS System Three 2005) and 
most parents are still in a close relationship – in England 90% are married, cohabit-
ing or regard themselves as ‘a couple who live separately’ at the time of their baby’s 
birth (Kiernan and Smith 2003); and most of the rest are in contact and remain so 
for some time afterward (Dex and Ward 2007).

In women, emotional distress in the post-natal period has been well studied. 
Usually, however, post-natal/post-partum depression in mothers is now defi ned as 
a measurable non-psychotic depression linked to adjustment to becoming a parent 
and developing attachment to the infant(s). The incidence for women of post-par-
tum depression is 10–14% measured with the Edinburgh Post-natal Depression 
Scale (EPDS) (Cox et al. 1982; 2003). From work supporting fathers at hospital 



FATHERHOOD AND MENTAL HEALTH DIFFICULTIES IN THE POSTNATAL PERIOD 75

(Madsen 2009) and in other settings, it has become clear that, as with mothers, the 
processes of becoming a parent and developing attachment to an infant can render 
males vulnerable to developing depression (Madsen 1996). This is why both men 
and women can suffer from post-natal/post-partum depression.

An increasing number of researchers are studying men’s psychological reactions 
to fatherhood, including pre-natally (Fletcher et al. 2008) and post-natally (Condon 
et al. 2004; Deater-Deckard et al. 1998; Goodman 2004; Matthey et al. 2001). During 
2005 a study was conducted in Denmark at Rigshospitalet (Copenhagen University 
Hospital) (Madsen and Juhl 2007) which explored not only the incidence of tradi-
tional symptoms of depression, as represented in the EPDS, but also the incidence of 
the so-called male symptoms of depression, labelled ‘male depressive syndrome’ by 
Winkler and colleagues (2005) and ‘masked depression’ by Cochran and Rabinowitz 
(2000). The conditions indicated in this are: outbursts of anger, emotional rigidity, 
exaggerated self-criticism, alcohol and drug abuse, withdrawal from relationships, 
over-involvement in work, denial of pain and rigid demands for autonomy. Among 
others, Walinder and Rutz (2001), Winkler and colleagues (2004), Cochran and 
Rabinowitz (2000) and Piccinelli and Wilkinson (2000) have found that the incid-
ence of such symptoms is greater for men. The Danish study used the only existing 
validated scale at the time, the Gotland Male Depression Scale (GMDS) (Rutz et al. 
2002) in combination with the EPDS (see Box 7.1).

When the fi ndings from the two scales were combined, approximately 7% of new 
fathers were found to have post-partum depression (Madsen and Juhl 2007). These 
included both fi rst-time fathers and men who had previously had children. This 
was the fi rst time that ‘male symptoms’ had been included in assessing post-partum 
depression. The 5% prevalence rate for men’s post-partum depression found in this 
study from the application of EPDS alone (with its traditionally accepted symptoms 
of depression) very much accords with Matthey and colleagues’ (2001) validation 
study. Including the GMDS with its male depression symptoms detected a further 2% 
of men, with the overall prevalence rate still within the range established in earlier 
studies using only the EPDS. However, this study found that among the 5% of the 
participants scoring above cut-off on the EPDS, 40.7% of the men also scored above 
cut-off on the GMDS while 20.6% of the at-risk men had a score above cut-off only 
on the ‘male symptoms’ and a score under cut-off on the ‘traditional’ symptoms of 
depression. Thus, a considerable number were detected only with the male symp-
toms scale. Consideration of male depression symptoms when investigating men 
for post-partum depression would therefore seem to be important. The fi ndings of 
this study accord with the hypothesis of male-specifi c symptoms and indicate that 
among non-clinical samples of men more individuals with depression, including 
post-partum depression, will be identifi ed by using assessments which include male-
specifi c symptoms.*

* In the UK, a draft assessment tool to review the emotional health of fathers in the post-natal period 
which builds extensively on a framework of ante and post-natal interviews with mothers (Davis et al. 
2000), has been developed by the Fatherhood Institute and Surrey Parenting Education and Support. 
Funding is not yet available to validate the tool. www.dcsf.gov.uk/everychildmatters/strategy/parents/
pip/PIPrkfatherinclusiveservices/PIPfatherinclusiveservices/
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The fi nding that around 7% of men are at risk of post-partum depression is import-
ant, as very little attention has been paid to this problem in health services or 
among health professionals. There are at present approximately 65 000 births every 
year in Denmark. Nationally this suggests that about 4500 fathers annually suffer 
from post-partum depression. There are strong reasons to believe that the incidence 
of post-partum depression in men will be at the same level in most countries. In 

BOX 7.1 

EPDS (‘traditional’ depression):

 ➤ unable to laugh or see funny side of things

 ➤ cannot look forward with enjoyment to things

 ➤ blamed myself unnecessarily when things went wrong

 ➤ have been anxious or worried for no good reason

 ➤ have felt scared or panicky for no good reason

 ➤ felt things have been getting on top of me

 ➤ have been so unhappy that i have had diffi culty sleeping

 ➤ cried because i was unhappy

 ➤ had thoughts of hurting myself.

The Gotland scale (‘male’ depression):

 ➤ lower stress threshold/more stressed

 ➤ aggressive, acting out, diffi culty with self-control

 ➤ burnout and emptiness

 ➤ unexplainable fatigue

 ➤ irritable, restless and frustrated

 ➤ diffi culty in making everyday decisions

 ➤ sleeping too much/too little/restlessly

 ➤ diffi culty in falling asleep/waking early

 ➤ feelings of unrest/anxiety/discomfort

 ➤ excessive consumption of alcohol and pills

 ➤ hyperactive/works hard and is restless, jogs, etc.

 ➤ behaviour changed so you are diffi cult to deal with

 ➤ feel yourself/others regard you as gloomy, negative

 ➤ feel yourself/others see you as self-pitying, complaining.
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England and Wales, where approximately 700 000 births are registered each year, the 
fi gure for male post-partum depression is therefore likely to be about 49 000 indi-
viduals. Very few of the affected men in either Denmark or the UK are identifi ed or 
receive professional support or treatment, despite the importance of locating and 
supporting men who require help during such a vulnerable period in their own life 
– and in the lives of their children and their children’s mothers.

In evaluating these results it is important to take into consideration that just as 
research on women’s post-partum depression took a long time to become estab-
lished, research into men’s post-partum depression still has a long way to go until 
there is agreement on defi nitions and until usable scales have been developed and 
validated. It is especially important to be able to identify different kinds of depres-
sion among men who become fathers and clear correlates, as families tend to suffer 
from multiple stressors at this time which may independently cause, or contribute 
to, a negative emotional state. Partner factors have substantial impact on mothers’ 
depression (see Fisher et al. 2006) and fathers’ depression puts the quality of the 
relationship between the parents at risk (Phares 1997). Moreover, as shown by such 
researchers as Ramchandani and colleagues (2005; 2008), Paulson and colleagues 
(2006; 2007) and Huang and Warner (2005), fathers’ depression (like mothers’) tends 
to limit their ability to parent effectively and children (particularly sons) of fathers 
with post-partum depression may exhibit emotional and behavioral problems which 
can still be in evidence, or be impacting on their functioning, many years later.

Future research should focus on the development of more exact assessments of 
the male-specifi c symptoms of both general and post-partum depression. One goal 
should be the development of screening instruments that can assess both men and 
women with post-partum depression, since ‘male symptoms’ may occur in women 
and many men exhibit ‘traditional’ symptoms of depression. Although there is a need 
for further research, it has been shown that it is possible to identify men with post-
partum depression using the two scales mentioned here. The use of both of these 
scales is therefore recommended in work with fathers of newborns. Where possible 
depression is identifi ed the father should be referred to a mental health specialist.

MEN’S EXPERIENCES OF POSTPARTUM DEPRESSION
By 2009 more than 150 fathers and expectant fathers suffering from depression had 
received psychotherapeutic intervention at Copenhagen University Hospital. The 
fathers are referred to the clinic before, during and after childbirth. The distribution 
of these referrals is approximately 25% during pregnancy/fertility treatment, 25% at 
the time of the birth and during the fi rst four weeks, and the remaining 50% more 
than one month after birth. From this therapeutic work (Madsen 2009) and with 
the background knowledge from the Fatherhood Research Programme (Madsen et al. 
2002), the following symptoms have been identifi ed:

 ➤ withdrawal
 ➤ feelings of abandonment in relation to own parents
 ➤ diffi culties in the relationship with the infant and with attachment;



78 PROMOTING MEN’S MENTAL HEALTH

 ➤ major problems in the couple relationship, often associated with aggressive 
behaviour

 ➤ anger
 ➤ confusion about what it means to be a father and a man.

Other researchers have reported the following correlations with male postpartum 
depression:

 ➤ a general lack of support, with the quality of the couple relationship including 
disagreement about the pregnancy and perceived lack of supportiveness from 
the mother particularly central (Huang and Warner 2005; Dudley et al. 2001; 
Matthey et al. 2000)

 ➤ infant-related problems (Dudley et al. 2001)
 ➤ the father’s neuroticism and substance abuse/dependence (Huang and Warner 

2005)
 ➤ the mother’s personality diffi culties, unresolved past events in her life and her 

current mental health status (Huang and Warner 2005), most particularly her 
depression. A review of 20 research studies found 24–50% of new fathers with 
depressed partners affected by depression themselves (Goodman 2004).*

It is worth noting that, like young mothers, young fathers are likely to be particularly 
vulnerable to depression in the postnatal period, seemingly due to interacting fac-
tors. For example, in a low-income African American sample, 56% of new (young) 
fathers were found to have ‘depressive symptoms indicating cause for clinical 
concern’. Correlates included resource challenges, transportation and permanent 
housing diffi culties, problems with alcohol and drugs, health problems/disability 
and a criminal conviction history (Anderson et al. 2005). While these factors are not 
uniquely symptomatic of the relational disorder described in the Danish model, they 
might infl uence its development. Similar factors are found as correlates with post-
natal depression in mothers. Interacting factors and selection effects would seem to 
explain this in part, but the circumstances of the pregnancy might also be relevant, 
as may diffi culties seeing or maintaining contact with the child. Rates of paternal 
depression in one recent US study were 6.6% (married fathers), 8.7% (cohabiting), 
11.9% (romantically involved but not living together); and among the fathers who 
were described as ‘not involved’ with the mother, 19.9% were depressed (Huang 
and Warner 2005).

* A recent study not only recorded more depressive symptoms among such men, but also more 
aggression and non-specifi c psychological impairment, as well as higher rates of depressive disorder, 
non-specifi c psychological problems and problem fatigue. New fathers whose partners were depressed 
were also more likely to have three or more co-morbid psychological disturbances. On measures of 
anxiety and alcohol use there was no difference between men whose partners were depressed and 
men whose partners weren’t (Roberts et al. 2006).
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TREATING MEN WITH POSTPARTUM DEPRESSION
In the psychotherapeutic treatment of men with post-partum depression, the Danish 
experience suggests that there are two key issues to address simultaneously. The fi rst, 
as in all treatments for emotional distress, is to look at improving the depressed 
father’s mood. The extent to which this is being achieved can be measured, for 
example, by the absence of symptoms in EPDS and GMDS. The second important 
issue involves the man’s relationship with his infant(s) and his perceptions of fath-
erhood. Post-partum depression is a relational disorder, that is to say it concerns a 
relational situation (parenthood and attachment to the child) and is rooted in rela-
tional psychological material (one’s own experiences of care and attachment while 
growing up and currently). Psychotherapeutic treatment must be attentive to both 
these issues and results should be measured in both areas. Where partner factors 
are signifi cant, the couple relationship and/or the mother’s mental health and the 
father’s experience of this, should also be addressed.

As shown by Madsen (2009), a mentalisation* approach (Allen et al. 2008) in 
working psychotherapeutically with men suffering from post-partum depression is 
indicated in the following four areas:

 ➤ working with the men’s states of anger and withdrawal
 ➤ a ‘two-pronged approach’ which draws together the man’s past and present 

relationships with caregivers and his current situation as his infant’s caregiver;
 ➤ the man’s ambivalence about attachment/independence
 ➤ the man’s images of masculinity brought face to face with the child’s need for care.

Given the co-occurrence in male postpartum depression of maternal depression 
and of issues such as resource challenges mentioned earlier identifi ed by researchers 
engaging with perhaps more challenging samples, practical support and referral of 
the man and/or his partner to other services may also be indicated.

In the absence of a universal screening programme for post-partum depression 
in men, it would seem at the very least that professionals should be made aware of 
its correlates. A checklist, which would contain the key factors listed above, as well 
as other known correlates, such as previous mental health disorders, multiple births 
or hostility by the father towards the pregnancy, may help professionals identify 
at-risk men before the births of their children and use scarce resources to best 
effect.

Since, in Denmark, it is only two years since the fi rst scientifi c article on the pre-
valence of post-partum depression in men was published (Madsen and Juhl 2007), 
interventions in that country are sparse. Indeed, throughout the world there are few 
systemised interventions which have sought to treat men with this disorder and 
evaluations of processes and outcomes in treatment have yet to be carried out. In the 
UK, a local hospital briefl y set up a post-natal depression helpline for men, but fund-
ing for this was not sustained and the intervention was not evaluated. Also, Britain’s 

* ‘Mentalisation’ refers to the ability to recognise one’s own and others’ mental states, and to see these 
mental states as separate from behaviour.
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Association for Post-natal Illness (www.apni.org), which provides a helpline, does 
not acknowledge the existence of post-natal depression in males, refusing calls from 
them or from individuals phoning on their behalf.

Given the paucity of evidence relating to effective treatments, the recommenda-
tions from the psychotherapeutic treatment model presented here have limitations. 
They are, however, consonant with the most recent research concerning men and 
depression in general (Cochran 2005; Winkler et al. 2006); men and psychotherapy 
in general (Pollack and Levant 1998; Good and Brooks 2005); the understanding 
of parent-child relationships, especially attachment; and the concept of mentali-
sation therapy. Furthermore, the understanding of the psychological dynamics of 
fatherhood (which forms the basis for the understanding of psychological distur-
bances in fatherhood) upon which the Danish model is based is solidly scientifi cally 
anchored (Madsen et al. 2002). There is, therefore, theoretically, experimentally 
and clinically-good justifi cation for the suggested treatment model for fathers with 
post-natal depression.
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CHAPTER 8

Marketing masculinities: a social 
marketing approach to promoting 

men’s mental health
Paul Hopkins and Jeremy Voaden

‘SOCIAL MARKETING’?
Can brotherhood be sold like soap? The psychologist GD Wiebe sought an answer 
to this question as long ago as 1951. His evaluation of four social change cam-
paigns concluded that commercial marketing had much to offer behavioural change 
interventions.

The phrase ‘social marketing’ and the application of its theoretical frameworks 
to practice have become increasingly familiar to people working in public health 
during the last decade. However, among some practitioners in disciplines involved 
in work with men social marketing has been seen to be associated with images of 
social engineering, advertising, a lack of honesty and integrity, ‘the nanny state’, ‘big 
business’ and ‘big brother’. As a consequence, it is perceived as lacking ethical valid-
ity. But what does social marketing mean? What place does it have in the delivery of 
mental health work with men? How have social marketing theoretical frameworks 
informed current practice? How can we apply it to our future practice?

Social marketing is not a new concept. The term ‘social marketing’ was fi rst used 
by Kotler and Zaltman in 1971 to describe ‘the systematic application of marketing 
concepts and techniques to achieve specifi c behavioural goals relevant to a social 
good’. Health-related social marketing is the systemic application of marketing con-
cepts and techniques to achieve specifi c behavioural goals to improve health and 
reduce health inequalities. Social marketing thinking has informed health-related 
behavioural change interventions for a decade in the US, Australia and Canada.

In the UK, strategic endorsement was demonstrated in the Department of Health 
White Paper Choosing Health (DH 2004). This highlighted social marketing as an 
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important and under-utilised approach with potential to enhance and make a sig-
nifi cant contribution to both national and local work. In Scotland, NHS Health 
Scotland and the Scottish Executive commissioned the Institute of Social Marketing 
at Stirling University* to undertake research aimed at developing a more sophistic-
ated understanding of previous achievements in marketing and communications 
on health improvement and reducing inequalities. This was carried out with a view 
to developing an integrated marketing strategy for health improvement and pub-
lished as Research to Inform the Development of a Social Marketing Strategy for 
Health Improvement in Scotland. It concluded that health improvement needed to 
shift its focus to the consumer: ‘to move away from unexciting piecemeal proposi-
tions – eat less fat, walk more – to an aspirational vision selling satisfi ed and healthy 
lives, integrating physical health with mental and emotional well-being’ (Stead et al. 
2007: 4).

HOW DOES SOCIAL MARKETING WORK?
Social marketing works by directly tailoring interventions to a particular audience; 
it is not a theory in itself. Social marketing integrates public health, health pro-
motion, and health communication’s practice and is inclusive of a wide range of 
theories – biology, psychology, sociology, anthropology and environment and eco-
logy (MacFadyen et al. 2003). It enables the targeting of identifi ed populations with 
initiatives designed to affect health-behavioural change, but goes beyond target-
ing approaches based on epidemiology or demographics to incorporate a deeper 
understanding of how people react to issues and what motivates their behaviours. 
It enables people to take control rather than act as passive recipients. In a practical 
sense, social marketing segments populations or cultures so that marketing theory 
can then be applied to that population, or segment, using the marketing techniques 
most likely to succeed with that segment.

Social marketing is based on a commercial marketing concept called the 4 ‘P’s; 
these are:

 ➤ Product: The information, service, physical or emotional product you wish to 
deliver, that may effect behavioural change. What are you offering the potential 
consumer that will persuade them to invest in it?

 ➤ Price: The fi nancial, physical, emotional or social cost of the product. What 
must the segment of the population you are aiming the product at do to 
engage and invest in it? If the cost is likely to be too high, whether fi nancially, 
socially, culturally or emotionally, then members of the segment may be 
deterred from engaging with it.

 ➤ Place: Where will the product that will effect behavioural change be delivered? 
Key opportunities involve securing the most effective distribution, accessibility 
and appropriate outlets for the delivery of the product. How accessible is the 
product to the population you wish to engage with?

* www.ism.stir.ac.uk
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 ➤ Promotion: How is the product delivered? Methods used include advertising, 
public relations, promotions, media, entertainment, personal selling; what are 
the familiar vehicles that the segment of the population is comfortable with 
and responds to that will provide an incentive for the consumer to engage?

Social marketing has built on the commercial marketing approach and added other 
‘P’s; these include:

 ➤ Participation: The input a target audience has in the development and 
implementation of an intervention; if the product is not wanted by its 
intended user and has not been tested with them it will be of little value to the 
‘producer’ or to the intended user.

 ➤ Policy: A shared and clearly understood aspirational vision is required and this 
needs to be underpinned by national, regional and local strategic commitment. 
Strategic timeframes can be generational and require long-term political 
endorsement.

 ➤ Partnerships: The evidence is clear that single initiatives do not result in 
sustained behavioural change. Work with partners must focus on monitoring 
and achieving outcomes, but we must not lose sight of the importance of 
the process. The process of partnership work is the glue that holds the work 
together.

 ➤ Purse-strings: Strategic commitment requires funding to fuel the operational 
engine!

The application of these in the design of a health intervention creates a ‘marketing 
mix’. To apply social marketing to initiate behavioural change around men’s health 
issues, consideration of a mix of theories and methodologies appropriate to this seg-
ment of people is required. People are the most signifi cant ‘P’ of all.

GENDER SENSITIVITY: MASCULINITIES AND MASCULINE 
CULTURAL SEGMENTS
Gender sensitivity provides a starting point for the development of a social marketing 
initiative with men. In health terms, this is a recognition that the manner in which 
men experience their health, the concept of ‘health’ and healthcare systems, the way 
in which men react to healthcare, how their needs are met and how they respond to 
health information, can be different to that experienced by women. If we consider a 
gender sensitive approach to work with men, then it is also vital that within a gen-
der sensitive context we recognise that all men are not the same. In recognising this, 
heed must be taken of the concept of ‘masculinities’ – that there is not one defi ned 
masculinity but that there are many masculinities.

The concept of masculinities arises from Marxist Feminist theory. Being aware of 
‘what works’ with men can create awareness of a schism in critical theory in the fi eld 
of work with men. The Marxist Feminist camp considers masculinity as a social con-
struction via a critique of gender power relations. They argue that each masculinity 
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is seeking a dominant or ‘hegemonic’ position over other masculinities. The ‘men’s 
studies’ camp (Lohan 2007) maintains that there are physiological and psychological 
explanations for men’s actions. For practitioners, the debate may be intellectually 
stimulating and useful for our own ‘internal supervision’ and refl ective practice. 
However, the polarisation of political thinking and the expectation that the practi-
tioner will adhere to one camp or the other, with resultant consequences for any 
health-related activity, ultimately means a loss of focus on the customer. Practitioners 
need to deal with the situation as they fi nd it, not debate the casus belli. Practitioners 
need to make use of ‘what works’.

Social marketing provides a framework with which to piece together theoret-
ical approaches from different disciplines in order to initiate practical behavioural 
change; it is a strength of social marketing that it is accepting and inclusive of many 
theoretical approaches and disciplines. The inclusion of the concept of different 
and diverse masculinities thus provides a basis for segmentation of masculinities 
and the application of a social marketing approach to health improvement work 
with men. From some theoretical perspectives, it may appear simplistic to identify 
specifi c male cultures; from a social marketing perspective, recognition that men of 
different cultural backgrounds have different experiences of masculinity – that being 
a man means different things to different men, in different cultures, that there are 
many different masculinities – allows for the proposal of segmentation into mascu-
line cultural groups or segments.

Case study: MEN-tal

Some boys can’t talk about it – this is why musicians are so successful. They articulate it for them 
– fi lms and music. So many people get so shy and nervous when it comes to their problems. There 
shouldn’t be one path only set out for you – then you feel a failure. There should be different paths 
you could try.

18-year-old man – Samaritans report Young Men Speak Out (Katz 1999)

The Gloucestershire Boys and Young Men Network (www.gbymn.org.uk) is a multi-agency network 
formed in 2001 to develop coordinated responses to address the needs of boys and young men. 
A signifi cant early concern for the Network was the vulnerable emotional health of young men. 
Specifi cally, the Network identifi ed the lack of culturally appropriate resources to encourage young 
men to consider aspects of their own emotional health, take positive steps to improve it, build 
resilience and signpost to mental health promoting services and opportunities. The strategic context 
for this focus included the National Service Framework for Mental Health (Department of Health 
1999) with its Standard One requirement for a local mental health promotion strategy and the 
National Suicide Prevention Strategy for England (Department of Health 2002). This unmet need led 
to work on the MEN-tal initiative by the Network.

MEN-tal is a comic-book style resource aimed at a defi ned masculine cultural segment. These were 
young men who were remote from the mainstream, who were considered by some as ‘hard-to-
reach’, but who had their own sub-cultural media, language and terminology. A team of Network 
members drawn from the county youth service, Primary Care Trusts (including school nurses and 
health promotion professionals) and the Mental Health Trust established a partnership with the 
Gloucestershire Association of Mental Health to develop the resource.
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In order to establish ‘what worked’ with the young men whose behaviour we wanted to infl uence, a 
Network youth worker developed a working relationship with a group of young men to identify their 
concerns and issues with them. The chosen method of communication was to be a comic book. 
Fanzines and comics, as means of sub-cultural expression associated with youth cultures, provide 
an ‘authentic’ media with which ideas and messages can be conveyed to young men.

A cartoon narrative with positive and negative outcomes of risk-taking behaviours for the characters 
involved provided the main focus of the comic. Sections containing positive messages about realistic 
and segment-acceptable activities which young men could do to improve their mental health, along 
with information on websites, helplines and local mental health services, were threaded throughout 
its pages. A young comic book artist, of a similar age to the young men, was found via the internet 
to illustrate the comic. The artist’s material was then piloted with the young men and the material 
adapted as the young men directed in order that it gave the best incentive for the target segment 
to engage with it.

Following piloting and subsequent printing of the resource (paid for via the partnership member 
organisations) the resulting product was then made available via youth services in the county, within 
Gloucester Prison (a male remand establishment) and the youth criminal justice infrastructure. 
Following work with the Military Men’s Health Symposium, it was also distributed within the armed 
forces. Due to concerns expressed by Primary Care Trust management about some of the language 
used in the resource, the product was branded with the GBYMN logo rather than a statutory NHS 
one. Piloting with some young men had already identifi ed the importance of a recognised and 
credible ‘brand’ and that an NHS logo may be a deterrent to engagement with a product as it is not 
deemed to be ‘authentic’.

MEN-tal: applying the 4 ‘P’s

Having ascertained the most effective approach to deliver information to the targeted masculine 
cultural segment, the 4 ‘P’s of social marketing were then applied:
 ➤ Product: The product’s purpose is to raise awareness of culturally acceptable and accessible 
things the targeted masculine cultural segment could do to improve their coping strategies 
around emotional concerns, build resilience and to signpost to services, via a culturally specifi c 
comic.

 ➤ Price: Will the resource give them a culturally acceptable incentive to consider behavioural 
change? In other words, is the behaviour change a price worth paying?

 ➤ Place: The comic is available via the local youth service, the youth criminal justice infrastructure 
and within HMP Gloucester. Future dissemination of MEN-tal resources will include outlets and 
environments specifi c to the masculine cultural segment; e.g. record and comic stores, clothing 
outlets, gigs, festivals.

 ➤ Promotion: Information is delivered to the targeted segment via application of the cultural 
codes, customs, idioms and media, i.e. via a micro-media comic – a medium popular with the 
masculine cultural segment.

MEN-tal had been considered as the umbrella term for a larger initiative around young men and 
mental health in Gloucestershire, but this was not realised due to fi nancial and target-driven 
boundaries. If you are planning a social marketing campaign ensure you are working within your 
fi nancial limits. Knowing your people is a priority, but retain a focus on your purse-strings.
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SOCIAL MARKETING – TH E EVIDENCE FOR PROMOTING THE 
MENTAL AND EMOTIONAL HEALTH OF MEN
Making It Possible: Improving Mental Health and Well-being in England (National Institute 
for Mental Health In England 2005) summarises the evidence base for the improve-
ment of mental and emotional health. Good mental health, a valid outcome in itself, 
is linked with improved outcomes for relationships, parenting, employment, educa-
tion and physical health. A systematic review of mental health interventions by the 
World Health Organization identifi ed a wide range of evidence-based preventive pro-
grammes that have been found to reduce risk factors, strengthen protective factors and 
decrease psychiatric symptoms and the onset of some mental disorders (WHO 2004).

The key areas to target in addressing these risk and protective factors with boys 
and men include employment, workplace health, schools and education, nutrition, 
substance misuse, housing, parenting, relationships, spirituality and economic secur-
ity. Following a review of the evidence of effectiveness, Making It Possible lists nine 
priorities for action, the fi rst of which is ‘marketing mental health and well-being’.

NHS Health Scotland commissioned Mental Health Improvement: evidence-
based messages to promote mental well-being (Friedli et al. 2007). This concluded 
that there is good evidence to support the effectiveness of ‘positive steps messages’ 
for the promotion of positive mental health. These messages addressed the issues 
of keeping physically active; eating well; drinking alcohol in moderation; learning 
new skills; creativity; spirituality; relaxing; valuing yourself and others; talking about 
your feelings; social networks; caring; making a contribution and asking for help.

BEST PRACTICE IN SOCIAL MARKETING FOR MENTAL HEALTH 
PROMOTION WITH MEN
The following best practice criteria have been identifi ed from a range of work look-
ing at effective social marketing and communication initiatives with men (see Men’s 
Health Forum 2002; Men’s Health Forum 2006; Stead et al. 2007):

Participation and people
At the heart of all effective social marketing work promoting the mental health of 
boys and men is stakeholder involvement. Always start with the consumer.

The male target group should be properly defi ned. Research amongst the men 
that the initiative is targeted at is essential to provide insight into their perception of 
the defi ned problem, perceived benefi ts or barriers to behaviour change and oppor-
tunities for acceptable intervention methods. Professionals need to synthesise and 
take seriously what young men tell them about their beliefs, ideas and experiences 
of mental health.

Product
It is essential that there is a clear defi nition of the specifi c problem that the initi-
ative is addressing. Clearly stated objectives provide a focus for activity planning 
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and support effective evaluation. Social marketing allows for the selling of positive, 
aspirational ‘can do’ messages promoting resilience – developing skills and coping 
strategies, rather than focus on negative ‘don’t do that’ messages that have been the 
focus of many previous initiatives.

Generic initiatives on a one-size-fi ts-all basis are not effective. Men are not a 
socially homogenous group. Class, culture, race and age are key factors that should 
inform the product. Younger men are more challenging to engage for mental health 
promoting organisations. More research is required with younger men to improve 
insight into their interests, cognitive capacities and frameworks and peer group 
cultures. Social disadvantage, including unemployment, crime, gang involvement, 
social isolation and poor housing conditions are important areas for future social 
marketing research.

Effective social marketing recognises male-specifi c indicators of mental health 
and mental distress. The product must speak to men as they are, not as we might wish 
them to be. Some men have to celebrate traditional positive badges of masculinity 
such as strength or ‘facing the challenge’ to maximise their mental health. Effective 
social marketing will maximise the potential of this badging. Alternative terms to 
‘mental health’ such as ‘well-being’, ‘stress management’ or ‘emotional health’ are 
more effective in securing the engagement of men.

Price
Competition and confl icting messages must be identifi ed in advance and addressed. 
For example, contacting a health professional about an emotional health issue might 
be seen as ‘soft’ and men may regard high levels of emotional stamina and stress 
tolerance within the workplace as a wholly positive attribute.

Some groups of men take a perverse pride in poor mental health and behaviours 
that promote it. Conversely, good mental health is perceived as conforming, boring 
or unexciting. Effective social marketing initiatives address these perceptions.

Place
Community-based locations, including youth centres, street work, pubs, cafes and 
youth-oriented services, are the most successful places for marketing with young 
men as their perceptions of statutory services are a signifi cant barrier to their use as 
a marketing conduit.

Promotion
Credible branding of initiatives is essential to establish a long-term emotional con-
nection with the consumer.

Partnerships
A marketing mix is required. An over-reliance on a ‘campaign’ delivered solely 
through communications is unlikely to result in sustained behaviour change. A 
joined-up approach is required locally.

Mental health promotion activity should be integrated into the everyday work 
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of non-health service organisations such as Connexions, local authority leisure and 
community services, learning providers and workplaces.

Policy
Future policy developments should acknowledge the important role played by non-
statutory and health-oriented organisations in promoting the mental health of men. 
Social marketing initiatives to promote mental health will take place within a wider 
context that infl uences individual and community ability to adopt positive beha-
vioural changes. Social marketing is not a panacea and the achievement of mental 
health promoting objectives must be supported by national, regional and local 
strategic frameworks enabling access to physical activity, mental health promoting 
employment practice, affordable fresh food and adult learning opportunities. Social 
marketing needs political commitment to secure success in promoting the mental 
health of men.

Purse-strings
Sustained fi nancial support is required if organisations (and in particular non-
statutory organisations) are to maintain involvement. Securing behavioural change 
through effective social marketing initiatives can be generational.

PRACTICAL TIPS FOR MARKETING MESSAGES AT MEN
The following provides guidance on the application of social marketing principles 
to projects targeted at men:

 ➤ Gender sensitivity and masculinities: First, consider gender sensitivity in relation 
to men. In doing so, consider masculinities. All men are different, therefore 
consider which segment of masculinity (i.e. group of men) you wish to target 
your initiative at and ensure that your material is acceptable and accessible to 
this segment.

 ➤ Research and piloting: Research your segment. Work with members of the 
masculine cultural segment in order to establish an understanding of what 
will work with them. Pilot your material with them. Ask them about ‘what 
works’ and what language, terminology and culture they affi liate with. What 
will make it culturally easy for them to invest in your project and consider 
behavioural change? What is the price they have to pay? Will they pay it? Build 
these considerations into your project. Consider whether your organisation 
is best placed to work alongside and pilot material with masculine cultural 
groups. For example, it may be more appropriate for a youth worker who 
has established a rapport with a group of young men to pilot material. 
Alternatively, you may be fortunate enough to fi nd men who wish to do this 
themselves or with members of their peer group. Understanding of the cultures 
that men inhabit is a prerequisite to a marketing initiative.

 ➤ Don’t be blinkered: Look beyond your own fi eld of work for examples of practice 
that have worked with the masculine cultural segment that you wish to work 
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with. The Terence Higgins Trust publications on sexual health provide a good 
example of social marketing work with a masculine cultural segment of young 
gay men. The language and style of their publications mean that they are 
culturally acceptable to a specifi c segment and hence for that segment to invest 
in them; however, whilst some gay men engage with the publications, as with 
any masculine segment, others will not, hence it is important that you get 
your market research about ‘what works’ correct before you further develop an 
initiative.

The fi eld of substance use also provides examples of a social market-
ing approach popular with some groups of young men, e.g. the Peanut Pete 
Lifeline Publications series and CALM, the Campaign Against Living Miserably, 
which applies social marketing to communicate with young men by harnessing 
youth, music and sports cultures (see Chapter 25).

An approach designed to appeal to another masculine cultural segment is that 
of the Haynes Men’s Manuals, produced in association with the Men’s Health 
Forum. The series includes a ‘Brain Manual’ (Banks 2006), which covers men and 
mental well-being, and is sold in branches of the car maintenance shop Halfords, 
as well as in bookstores and via the internet. The manuals are set out in a similar 
fashion to the well-known Haynes car manuals and are packed full of appropriate 
health information delivered in a humorous fashion. There has been some aca-
demic criticism of these manuals, pointing out that they are only speaking to one 
masculine cultural segment. This criticism, however, fails to recognise that this is 
the strength of the manuals and renders them an effective mechanism for secur-
ing behavioural change amongst a group of men traditionally regarded as hard 
to reach. Take a look at the media popular with your target group and consider 
adapting it to your own project. Thus the maintenance manual for a Ford Focus 
car informs a Brain Manual promoting emotional health.

 ➤ Beyond boundaries: While masculine cultural segments will differ on a global 
scale, don’t dismiss interventions that have been successful in other countries. 
Ideas can be adapted. For example, the Gloucestershire Boys and Young Men 
Network publication MEN-tal drew inspiration from SPIN, a New Zealand 
comic-style resource produced to engage young men in discussion as part of 
a suicide prevention strategy. SPIN is available to download from the Suicide 
Prevention Information New Zealand website at www.spinz.org.nz

 ➤ Authenticity: The cultures of our target groups may be remote from the 
mainstream, yet they are authentic to our target masculine cultural segments. 
As professionals, both we, and our organisations, are likely to also be culturally 
remote from their lives. It may be easy to dismiss them as ephemeral or 
without meaning; yet to the men who inhabit these cultures they are authentic. 
It is important if you wish to engage with those labelled ‘hard to reach’ that 
you consider whether what you are doing in terms of media, messages and 
language used is authentic to the segment you have targeted.

Branding is paramount. A local authority or Connexions logo will not carry 
as much currency with some young men as, for example, logos associated with 
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lifestyle statements, music, or endorsements by individuals and organisations 
popular with the segment. The credibility ‘cost’ of engaging in behavioural 
change associated with a non-authentic brand may be too great for the men 
concerned. The ‘hard to reach’ can be described as such because we are not 
using the correct marketing method to engage with them. No masculine cul-
tural segment should be hard to reach if we get the 4 ‘P’s right.

 ➤ Ethics – your own: We all have our own moral codes about what is acceptable 
and what is not. However, your ethical stance may not be the same as that of 
the masculine cultural segment that you are trying to reach. You may even be 
offended by the culture, the language or the humour that a segment uses. Whilst 
you would not wish to use or endorse oppressive or discriminatory language 
and behaviour, the mere fact that certain things may be offensive to you should 
not necessarily be a barrier to their use. Rather, their use as an effective social 
marketing tool for engagement should be assessed as part of a wider, holistic 
impact assessment. Understand where your segment is coming from. Is your 
social marketing initiative a health one, or a social engineering one?

 ➤ Ethics – your organisation’s: Is your organisation ideally placed to deliver an 
initiative informed by social marketing principles with the masculine cultural 
segment you are targeting? If you work for a statutory organisation you 
may fi nd that some masculine cultural segments identify more closely with 
‘authority’ than others. It may be that the philosophy of your organisation 
does not condone aspects of the segment you wish to work with. There may 
be organisational challenges in the production and endorsement of specifi c 
media. For example, members of the Gloucestershire Boys and Young Men’s 
Network were unable to obtain Primary Care Trust endorsement of a fanzine. A 
culturally specifi c website will not sit easily within a portal and one-size fi ts all 
template of a local authority website.

Consider other agencies in your local community who you may be able to 
work in partnership with to deliver your product. IT students in local educa-
tion establishments, third sector organisations and umbrella networks and 
partnerships may be able to help. Is it possible to establish your initiative as a 
social enterprise and involve your target segment in establishing and running 
the organisation? The extent to which people are ‘hard to reach’ depends where 
you start from.

 ➤ A community approach: The success of a social marketing initiative will depend 
upon where your initiative is delivered. For example, if you’re trying to reach 
a segment of young men that affi liate themselves with a distinct youth culture 
then your product will not only need to refl ect the values of that culture and 
make use of the codes and idioms of that culture to deliver your message, it will 
also need the correct placement within that culture. Where does your segment 
gather? Festivals, gigs, raves, football matches, web-based locations, computer 
game road-shows, public spaces? You may also wish to establish a working 
relationship with someone from within the masculine cultural segment who is 
willing to promote your material and work with you to develop an emotional 
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connection (Friedli et al. 2007) with your target audience – a community 
champion or inspirational fi gure that a segment affi liates itself with.

 ➤ Media: Establishing a communications pathway means using the media. Which 
media outlets does your masculine cultural segment affi liate with? Fanzines 
and comics, for example, are known media of sub-cultural expression with 
some young men. Football and rugby match-day programmes are popular 
collectors’ items with men attending sports events; some programmes have 
community pages where you can place material. Don’t dismiss opportunities 
– a regional gardening publication or parish magazine may provide an 
opportunity for engagement with a segment who may have no interest in 
communal events.

The internet is often quoted as being a source of information for many 
men. If you are designing a website ensure it connects with the segment you 
wish to work with in terms of access and acceptability, especially in terms of 
design. Web design can be fi nancially expensive or prohibitive, therefore con-
sider one of the many blogging platforms out there that are free to use and are 
popular with some male segments.

Statements, slogans and endorsements on clothing, badges and cultural 
paraphernalia (for example, skateboards or DJ-ing boxes) can help to promote 
behavioural change messages and engender an ethos of acceptability of health-
related behaviours as part of an initiative. Think about long-term campaigns by 
groups that have previously been considered ‘leftfi eld’ but are now very much 
mainstream. Some effective health-related social marketing interventions need 
to be generational to truly embed behaviour change.

 ➤ Innovation: Think beyond the one-size-fi ts-all approach. Target specifi cally. 
Some segments will not affi liate with or will even dismiss your approach, but 
providing it is targeted and culturally acceptable to the segment it is aimed at, 
you will be able to deliver your product and hence contribute towards health 
behavioural change.

 ➤ Measure the impact: How successful has your intervention been? You may 
be pleased with the results of your intervention, or it may not have been as 
effective as desired. Go back and consider the 4 ‘P’s. Has your product worked? 
Was the price of the product such that your intended segment was easily able to 
engage and invest in it – are the behavioural change goals something that can 
be part of the lifestyle of the segment? Has it been marketed in the place most 
likely to succeed with the masculine cultural segment? Have you incorporated 
the values of the masculine cultural segment into your product so that 
promotion of it is optimised? The experts by experience and the prime source 
of primary research material are your target group themselves.

CONCLUSION
Social marketing is not the province of a privileged elite. Whether you work for a stat-
utory, third sector or private sector organisation there is a robust evidence base that 
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the application of social marketing principles to your work with men will be a major 
factor in securing desired behavioural change. Integrating social marketing principles 
into our work to promote mental health can secure health improvement outcomes 
through improved coping strategies, increased resilience through enhanced protect-
ive factors and a reduction in the impact of risk factors in our lives.

To check whether or not your current activity embraces social marketing prin-
ciples, audit your work against the National Social Marketing Centre’s 10-point 
Checklist for Assessing Social Marketing Programmes (see www.nsmcentre.org.uk). 
For an independent perspective, if you are part of a network of organisations pro-
moting the health of men, work as reciprocal ‘Critical Friends’ to audit each other.

As a counter-balance to the concerns about coercion and state or social control 
outlined at the start of this chapter, let us close with a quartet of positive key fea-
tures for any social marketing initiative. Effective social marketing work with men 
will involve:

 ➤ voluntary change: social marketing is about voluntary, willing and informed 
behaviour change

 ➤ reciprocity: behavioural change will only take place if there is an exchange and a 
clear benefi t to the men concerned

 ➤ use of a marketing mix: customer-oriented research informing targeted work 
with segments of male cultural identity

 ➤ improved individual and social welfare: our priority is to promote the mental 
health of men. This is what differentiates our use of social marketing from 
commercial marketing.
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CHAPTER 9

Men and suicide
Pete Sayers

INTRODUCTION
Despite some recent welcome falls in the rate for male suicide, it remains a major 
cause of death of men aged 25–34, with young men almost four times more likely 
to take their own life than women (Alexander 2001). The extent of the problem can 
be seen in the fact that most families in the UK will directly know of a man in their 
community who has taken his own life. This is somewhat at odds with the statistics 
for people suffering with depression, where approximately twice as many women 
are diagnosed with the condition as men. This anomaly is mostly explained by the 
fact that men’s reluctance to acknowledge problems or seek help is as prominent in 
emotional or mental health situations as it is in other areas of men’s health.

Steward and Harmon (2004) suggest that men will often defi ne themselves as 
mentally healthy when they can produce behaviours resonant with concepts such 
as stoicism, self-reliance, strength, work, status and aggression. A state of mental 
health is also thought to be shown, conversely, by denying any vulnerability and by 
avoiding any overt displays of emotionality. Rees et al. (2005) acknowledge some 
movement away from this view within the male population but suggest that there are 
still many who cling to the gender stereotypes, with the macho image of a man rep-
resented as dominant, competitive, strong, fi t, healthy and providing for the family. 
This perceived need to present as invulnerable and in control is one that has poten-
tially damaging, even fatal, consequences for men as the internalisation of emotion 
and the physical, social and emotional withdrawal from potential help often serves 
only to exacerbate feelings of failure, hopelessness and despair.

This chapter is informed by my work as a Community Psychiatric Nurse (CPN) 
and with the It’s A Goal! project, which I founded in 2004. It’s A Goal! is a mental 
health intervention delivered at football grounds and aimed at tackling depression 
and suicide amongst young men between the ages of 16 and 35. The project began at 
Macclesfi eld Town Football Club, funded by the Laureus Sport for Good Foundation 
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and now also runs at Manchester United’s Old Trafford stadium, at Stockport County 
FC and at Plymouth Argyle FC. The service users, or ‘players’, can be referred by 
GPs, education authorities, social workers and health professionals, as well as fam-
ily, friends, colleagues or themselves. The programme, or ‘season’, is based around 
football metaphors and comprises eleven sessions, or ‘matches’, covering a range of 
aspects of mental well-being. Follow up groups, or ‘supporters clubs’, provide extra 
support once the season is over and also take place within the football club (Pringle 
and Sayers 2004; 2006). Perhaps the most signifi cant comment in the review of the 
process was the observation by one participant that the process was ‘therapy in dis-
guise’ (Pringle and Sayers 2004).

WHY SHOULD SUICIDE PREVENTION BE AIMED SPECIFICALLY AT 
YOUNG MEN?
Emslie et al. (2007) propose that men and women actually experience depression 
in a similar way, but have different methods of manifesting and expressing their dis-
tress. They go on to describe the fi ndings of Brownhill et al. (2005), who suggest that 
although both men and women tried to avoid emotional distress by attempting to 
block out negative thoughts, men were more likely to be overwhelmed after a longer 
period of time and release the emotion in the form of anger or violence. This is in 
contrast to women, who were more prepared to release emotions early by crying and 
seeking help. Wilhelm et al. (2002) suggest, however, that once a diagnosis is made 
and men are actively treated there are few gender differences in the severity, course 
or outcome of major depression. Real (1997) suggests that depression may also be 
a factor behind several of the problems we think of as being typically male, such as 
alcohol and drug abuse, domestic violence and failures in intimacy. The fact that 
women often access help and use services whereas men often do not is refl ected in 
the statistics for suicide in this group.

STATISTICS
The statistics for men and suicide, especially young men, make for poignant read-
ing. Men accounted for three-quarters of the suicides in 2007, with a rate of 16.8 per 
100 000 population (peaking at 21.1 per 100 000 in 1998) compared to a rate of 5.0 
per 100 000 population for women. Since 1997 the highest suicide rates have been 
in men aged 15–44 (17.6 per 100 000 population in 2007). Female suicide rates 
have been consistently much lower than males (Offi ce for National Statistics 2009).

 ➤ Age: Suicide in men peaks in the 20s and again in the 60s and 70s.
 ➤ Unemployment: The suicide rate has been shown to rise and fall with the 

unemployment rate in a number of countries – half of the record 33 000 
people who committed suicide in Japan in 1999 were unemployed.

 ➤ Alcoholism leads to suicide in 10% of affected people. Alcoholism is much more 
common in men (though it is increasing rapidly among women).

 ➤ Schizophrenia leads to suicide in up to 10% of affected people.
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 ➤ Social isolation: Those who kill themselves often live alone and have little 
contact with others; they may have been recently widowed or have never 
married.

 ➤ Chronic illness: Any chronic illness increases the risk of suicide.
 ➤ Certain occupations: People with certain occupations are more likely to die by 

suicide; for example, farmers (who usually work alone and have access to the 
means of suicide, such as a shotgun or poisonous weed killer).

 ➤ Imprisonment: Men make up approximately 96% of the prison population in 
the UK and a large proportion of prisoners have mental health problems. A 
study for the Offi ce of National Statistics (Singleton et al. 1998) showed 58% 
of male remand prisoners, for example, were assessed as having signifi cant 
neurotic symptoms and over 20% of male prisoners stated that they had made 
a serious attempt at suicide at some point in their lives.

When I was working as a CPN, just prior to starting with the It’s a Goal! project, I 
undertook a review of my caseload at that time. It revealed, surprisingly to me then, 
that 86% of the people I was seeing were women. When I looked at their presenta-
tion there were some interesting differences too. Women in the main were very keen 
to talk about things that were happening in their life at that moment and got into 
the personal stuff very quickly. Men on the other hand were generally more diffi dent, 
saying things like, ‘I probably should have come here years ago’, or ‘this has been 
building up inside me for ages’. Women, I found, had often shared their problems 
previously with family, friends or workmates. Men, on the other hand, had almost 
never spoken about their issues before, many saying ‘This is the fi rst time I have ever 
talked about this stuff.’

In my current clinical practice, the above key indicators with regard to suicide 
are borne out. The average age of my client group is 29, 71% are unemployed and a 
high proportion of these young men report feeling suicidal, thinking about suicide 
or have previously made serious attempts to end their own lives. A massive 80% are 
living on their own and again, a huge number are seen to be socially isolated, drink-
ing heavily and using illicit drugs.

WHY DO MEN KILL THEMSELVES?
The inability to provide for themselves and their family is seen by many men as a 
testament to their failure as a person. Over the last 40 years there have been dramatic 
changes in patterns of employment in the UK. Mining, steel manufacturing, ship-
building and other heavy industries which traditionally employed men have closed, 
while the newly created jobs have tended to be in the service sector, often seen in the 
traditional view as ‘women’s work’. Experiencing satisfaction at work is an import-
ant predisposing factor for positive mental health in men; one of the reasons for 
this being the importance of ‘breadwinning’ as a cultural indicator of the ‘male role’.

Unemployment is high amongst those labelled as mentally ill and a diagnosis 
can in some cases make people feel almost unemployable.
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In considering the whole question of suicide in men in the UK, Gunnell et al. 
(2003) draw the conclusion that the increases in suicide amongst young males in 
England and Wales in the last 30 years have paralleled rises in a number of risk fac-
tors for suicide in this age group, namely unemployment, divorce, alcohol and drug 
abuse, and declines in marriage. Mortality data for the UK show a link between 
deprivation and suicide in men – those considered the most deprived (deprivation 
twentieth) having signifi cantly higher mortality from suicide than any other depriva-
tion group (Uren and Fitzpatrick 2001). The extent of the gradient various in different 
parts of the UK, with the greatest difference between the least deprived and most 
deprived being in Scotland.

Extreme and traumatic events, such as physical and sexual abuse, have been 
shown to distinguish suicidal adolescents from those who are depressed but experi-
ence no self destructive thoughts or behaviours (Kienhorst et al. 1995). Violence 
plays an extensive role in the lives of those young people that are suicidal when 
compared with the non-suicidal. This could be through bullying or violence from 
an adult. It might also involve their own violent attitude to others (Katz et al. 1999; 
Kaltiala-Heino et al. 1999).

My experience working as a CPN and with It’s a Goal! has thrown up wide and 
varying reasons why men kill themselves, or consider doing so. Perhaps the most 
common presentation is loneliness and a feeling of low self-esteem for whatever 
reason. I have worked with guys who have had their perceptions altered by drink or 
drugs, who have lived with issues of abuse from childhood days and more recently, 
and being on the receiving end of bullying. I see men whose marriages and rela-
tionships have crumbled, men who have lost jobs or have never worked, who live 
in squalid conditions and have little or no money. In these days where we are often 
shown that money and the ability to use it is paramount, not having any refl ects 
poorly on individuals and engenders feelings of failure and not being good enough. 
An increasingly materialistic and competitive world would seem to build up these 
feelings of inadequacy and ‘not feeling part of it all’.

The young men referred to It’s a Goal! are often facing all sorts of challenges and 
diffi culties, but the uniting factor is always one of poor self-esteem or how they view 
themselves and this, to me, seems to be a key factor when we are looking at reasons 
for suicide combined with an isolation from society and a feeling of not belonging.

HOW DO MEN KILL THEMSELVES?
The method chosen to attempt suicide has a defi nite gender infl uence with men 
predominantly choosing hanging and fi rearms over the female preference for self 
poisoning. With fi rearms, shotguns are used in over three-quarters of cases, with 
handguns and other fi rearms making up the rest (ONS 2008). These suicides are 
mostly enacted by people who have legitimate ownership of a weapon, through 
sport and occupational use. Approximately one in three adolescents who die by sui-
cide is alcohol intoxicated at the time of death and a further number are under the 
infl uence of drugs (Brent et al. 1986).
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TREATMENTS
The effective treatments available for depression range from talking treatments 
through pharmacological interventions and electroconvulsive therapy (ECT) and 
these appear to have as much effi cacy in men as in women. As Emslie and col-
leagues (2007) point out, however, the actual symptoms of depression contribute to 
problems in accessing help; for example, lack of confi dence and assertiveness, low 
self-worth and feelings of lack of entitlement to GP time and resources. Perhaps the 
most worrying aspect for those involved with mental health care is the outcome for 
those who actively avoid treatment.

As mentioned earlier, it appears men have always been more reluctant to come 
forward and speak openly, to ‘own’, if you like, their problems and diffi culties. 
Garnering referrals for the project has consistently been tough. It seems that men 
don’t like to talk, or perhaps that should read ‘they think they don’t like to talk’. What 
has been overwhelmingly clear to me is that once men break through that barrier 
they can be as articulate and use talking therapies just as effectively as women. Of 
course, there is a place for medication and in more severe cases even ECT, but work-
ing with the mild to moderate mentally ill group, it can be seen that it is as much 
about empowerment and control than anything else. If someone feels in control of 
their situation and that they themselves have reached their goals and targets rather 
than ‘the doctor’ or a pill, it is at this point that the longest lasting positive effects 
can be seen and self-belief begins to emerge.

APPROACHES TO SUICIDE
In response to concern around suicide a specifi ed target in the Government’s White 
Paper, Our Healthier Nation (DH 1999) was a reduction in suicides by at least 20% in 
the ten years following the 1999 baseline. This was followed in 2002 by the National 
Suicide Prevention strategy (DH 2002). The strategy document for England noted 
that factors associated with suicide include social circumstances, biological vulner-
ability, mental ill-health, life events and access to means, while risk factors include 
being male, living alone, unemployment, alcohol and drug misuse, and mental ill-
ness. Such factors lead to considerable socio-economic and geographical variations 
in suicide rates. Key measures in the strategy included reducing the suicide risk of 
men under 35 who are most likely to take their own lives; for example, by improv-
ing the treatment of alcohol and drug misuse among young men who self-harm.

Prevention strategies have also been launched in recent years in Scotland and 
Northern Ireland. In 2002, the Scottish Executive launched ‘Choose Life’ (Scottish 
Executive 2002), a national strategy and action plan to prevent suicide in Scotland 
with the goal of reducing suicide rates by 20% by 2013. The ‘Protect Life’ (DHSSPS 
2006) draft strategy in Northern Ireland particularly focuses on males and those most 
at risk, with part of the work being to investigate if there is any link between suicide/
attempted suicide and civil unrest in Northern Ireland.
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THE SETTINGS FOR ENGAGEMENT
Conrad and White (2007) describe how traditionally men have been seen as reluct-
ant to access health services, but also how getting men to engage with their health 
is not an impossible task once you are equipped with a few tricks of the trade. One 
of the tricks is to make services and health promotional activities more appealing to 
men by locating them outside of the traditional GP/hospital setting. Football facil-
ities offer just one example of ‘traditional male-friendly settings’, where projects 
like It’s a Goal! can engage men over a sustained period in a place that’s convenient 
for them to access and where they feel comfortable. Another way of using football 
to engage men with mental health problems is in playing the game. Evans and col-
leagues (2008) describe how the CSIP league in Manchester brings together over 200 
service users, many with serious depressive illnesses, to play at the JJB Soccer Dome in 
Trafford Park and how this process can help impact positively on depression. Other 
work in this fi eld is seen in the development of close working relationships between 
the Derbyshire mental health trust and a range of clubs in the county from the larg-
est, Derby County, to the small, non-league Belper Town. This process includes the 
creation of mental health drop-in centres in the clubs.

Other examples of promoting health to men in innovative ways include the suc-
cessful Hayes Manual-style health promotion books from the Men’s Health Forum 
(e.g. Banks 2006) and similarly Jo McCullagh’s creation of a set of comic strip char-
acters like ‘Colin the Cabbie’ to put messages across in an innovative and engaging 
way at Sefton Primary Care Trust.

WHO SHOULD DELIVER THE WORK?
Key to the success of this work is having the right people in place. Ideally, workers 
who live locally and have a good understanding of local mental health politics and 
issues would be front runners for these jobs. Also some experience of working in 
therapeutic groups and understanding the dynamics that lie within are advantageous 
too. Perhaps this goes without saying but to ably run the It’s a Goal! programme, 
for example, the worker would need to have a good understanding of football and 
football-related matters.

Four years ago when the project was in its infancy, I was minded to think that 
other qualities were required, such as the need for the worker to be profession-
ally qualifi ed and even that they needed to be male. I have revised this opinion 
somewhat and now feel that the person’s personal attributes are far more import-
ant. The ability to relate to their clients on a non clinical level, talking their 
language, if you like, is a special skill and is not the sole preserve of qualifi ed men-
tal health workers. A great advantage of being local, however, and particularly a 
worker already in the fi eld, will be knowledge of potential referrers, something 
that would give the programme leader a head start. Hard headedness, stubborn-
ness and a passion for the work are other benefi ts that the potential worker should 
have, as well as the ability to self-start and work independently. Much of the job 
of starting up It’s a Goal! required seemingly endless foot slogging around town 
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putting up posters, handing out leafl ets and giving presentations. Fine when you 
have the statistics and the anecdotes to back it all up, but not so easy when all 
you are doing really is selling your dream and trying to infect others with your 
enthusiasm.

I never envisaged, when passing on the torch, as it were, that it would be to some-
one who had passed through the programme himself, but nonetheless this is what 
is happening. In June 2008 I moved on to other things within the project, and the 
‘coalface’ work with the clients was passed on. In many ways, it is a complete vin-
dication of the project that a user can develop to become a worker and demonstrates 
how a courageous approach, openness and fl exibility can be used to positive effect 
in a therapeutic area.

IS THE NATIONAL SUICIDE STRATEGY WORKING?
Since the introduction of the National Suicide Strategy there has been a drop in 
the rate of suicide among young men. A progress report published by the National 
Institute for Mental Health in England acknowledged that good progress was being 
made towards meeting the Government target to reduce suicide by 20% by the year 
2010. Despite this welcome development, suicide remains the major cause of death 
of men aged 25–34, with young men almost four times more likely to take their life 
through suicide than women (Davidson and Lloyd 2001).

THE NEXT STEP?
Although suicides represent only 1% of the total number of deaths in the UK, they 
have long been recognised as a major public health concern, especially in young men. 
Clearly some thought has to continue to go into creating services that address the 
differing needs of men and women in mental health care. Services should acknow-
ledge that men may seek ‘masculine’ solutions to problems of emotional distress 
while approaches to improving mental health that rely on messages perceived as 
‘feminine’, such as preparedness to open up or admitting to vulnerability, fail to 
engage them (Wilkins 2006). The failure of men to access services has resulted in 
them often being blamed for being poor consumers of health services and so being 
seen to be victims of their own behaviour (Courtenay 2000). Addressing the chal-
lenges of improving men’s uptake of services may well require service providers to 
focus on education, attitudes and environment.

Men are seen as having a poor uptake of educational material around health 
but it may be that men simply have a different approach to seeking information. 
Tudiver and Talbot (1999) suggest that the initial approach by men seeking help for 
health-related issues tends to be indirect and that they tend to view their partners 
and friends as a primary resource for help.

Emslie et al. (2007) claim that while both men and women valued good com-
munication skills in health professionals, men tended to value skills which helped 
them to talk, while women valued listening skills. Good and Wood (1995) suggest 
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that one way to increase men’s use of counselling services would be to focus less on 
emotional expressiveness and more on instrumental changes and control.

In terms of the environment, we know that some men often feel unwelcome in 
what they see as ‘feminised’ premises in terms of decor and display material, and 
perceive a gender bias in the provision of some services (Newland 2006).

CONCLUSION
The National Service Framework for Mental Health (DH 1999) put an emphasis on 
mental health promotion and outlined standards for care focusing on the mental 
health needs of working-age adults up to 65. The document set out seven stand-
ards around health promotion, access to services, caring about carers, and suicide, 
describing them as realistic but challenging. If these goals are to be achieved for men 
with mental health issues then services and initiatives must recognise the specifi c 
needs of men as a distinct group. Initiatives are needed to raise the awareness of the 
prevalence of depression, combined with a better understanding of the illness and 
promotion of good mental health. McKenzie (2006) emphasises the importance of 
educating men about the symptoms of psychiatric disorders, reducing the stigma of 
mental ill-health and making services more accessible to working men, utilising lan-
guage and approaches that are relevant and comprehensible.

Banks (2007) optimistically suggested that developing services that genuinely 
address these issues may be helped in the UK by the 2007 ‘Gender Equality Duty Act’ 
which, for the fi rst time, has made it a legal requirement to deliver all services in the 
public sector on a gender equitable basis by outcome rather than process. Although 
there is much that health services can do to target and improve men’s health, we must 
realise that men’s health is not a medical issue but a societal one and that as such 
a much broader approach needs to be taken (White 2001). Co-operative working 
between not just health and social agencies, but also community facilities, support 
groups, retail and food outlets, health facilities and even football clubs, holds out 
hope for a more integrated approach that can help address men’s health issues.
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CHAPTER 10

Men bereaved through suicide
Mike Bush

INTRODUCTION
In Britain there is a suicide every 85 minutes. The true fi gure could be far higher 
than this, however, as coroners often return verdicts of misadventure or open ver-
dicts. Studies have shown that most open verdicts are in fact suicides (Linsley et al. 
2001). The highest incidence of suicide is amongst young men. Male macho culture, 
the concept that ‘big boys don’t cry’, alcohol and drug misuse, feelings of being dis-
enfranchised from society and men’s general diffi culty in articulating and venting 
emotional problems are issues discussed elsewhere in this book which may partly 
contribute to the difference in suicide rates between men and women. As well as 
making depressed men more likely to kill themselves than depressed women, for 
those left behind these kinds of issues also impact on men’s ability to deal with 
bereavement in a healthy way.

All bereavement is hard but suicide bereavement is different – even to a murder or 
a sudden accident. The sense of rejection from knowing that a loved one has chosen 
not only to leave the world but to leave you too can be crushing. People bereaved 
through suicide have a particularly hard path to tread as they try to make sense of 
what appears to be a very senseless act, typically struggling with feelings of guilt 
and constant self-searching refl ections. Losing someone you love through suicide 
has been described as a personal holocaust. The replaying in the mind of countless 
permutations of possible scenarios of what may have been, the crushing sense of 
rejection, a sense of frustration that the person was ‘let down’ by health services and 
the guilt of ‘if only I’d done this or that’ can all add to the underlying grief. On aver-
age, six to eight people around the person will be deeply affected by their suicide 
and those bereaved by suicide will be at increased risk of suicide themselves. There 
are around 5000–6000 suicides a year in the UK. Multiplied by 6–8 that’s a lot of 
people deeply affected by suicide each year. As coroners often return misadventure 
or open verdicts, the true fi gure is not known.
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I was 15 when my father took his own life. All I got was some antidepressants 
from the GP. There was no counselling, no bereavement organisation. The only 
support my sister and I had was the support we could provide to each other. Most 
people are simply too embarrassed to talk to you about suicide bereavement. My 
sister became depressed and I went with her to see a psychiatrist who basically told 
her to take tablets. There was no referral for her to a counsellor to whom she could 
vent her feelings. The tablets had all sorts of nasty side effects and she gave up taking 
them. As a consequence, she became more depressed and suffered with depression 
for many more years.

As a man I felt that I couldn’t be seen to be letting my feelings get the better of 
me. I did what a lot of men do and buried myself in my work – something which 
being a mental health social worker offered ample opportunity for. Talking about 
personal feelings is enough of a challenge in itself for many men, in addition to 
living in a society where suicide is stigmatised, talking about death is largely taboo 
and cultural representations of bereavement have made it largely a feminised con-
cept (how often do we talk about the grieving widower as opposed to the grieving 
widow?) Having lost my father through suicide, I didn’t want to get too close to 
people. I didn’t want friendships that were too demanding. Although I was lonely, I 
didn’t want to run the risk of having a relationship, it breaking down and then hav-
ing to deal with another abandonment. Professional relationships were OK, but I 
needed to maintain emotional distance.

SUICIDE BEREAVEMENT SUPPORT GROUPS
In 1993, I became involved with a newly formed group which was set up to help 
support people who had been bereaved through suicide. The LOSS group (Leeds 
Organisation for Survivors of Suicide) met twice a month and was run by people 
who had themselves been bereaved through suicide, so they knew fi rst hand what 
it was like and that was very important to the people who came to the group. Often 
one of the fi rst things that new members asked was, ‘Have you lost someone through 
suicide?’ We saw people individually fi rst and then if they didn’t want to come to the 
group we’d continue to see them individually. One man who attended said that he’d 
gained more from one session talking to others in the same situation than he had 
from two years of talking to a psychologist. However, only a handful of men came 
to the group; it was almost all wives, girlfriends and mothers. Some men fi nd it eas-
ier to talk to women, of course, but for those that fi nd it harder it would be better to 
have the option of attending a men-only suicide bereavement support group. Ideally 
there would be dedicated groups for young people, men, and women.

It’s easy to think that men will be too reluctant to talk about any kind of mental 
health issue in a group but, as with most men’s health work, if it’s framed and pre-
sented in the right way, you fi nd that they are willing to engage. You have to reassure 
people that grief is a natural process (although it can make you feel like you’re going 
mad) and do that in a way that doesn’t threaten their masculinity. It’s about getting 
people to see that it takes strength to admit a problem. Weakness is bottling it up 
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and not wanting to discuss it with other men. When I fi rst did a session on men-
tal health for a men’s health group their initial reaction was very dismissive, with a 
general tone of ‘oh no we’re going to be talking about nutters’. Their perception was 
that men with health issues must be particularly weak guys but when I told them 
that I’d had a breakdown myself they really started to listen and what was meant to 
be a 10–20 minute session went on over an hour and half. At the end two or three 
came up and said that they also had issues which they hadn’t wanted to mention in 
front of the group. From being very dismissive of the idea of men’s mental health 
they ended up asking for a weekly session.

A NATIONAL RESPONSE
Bereavement is a normal process and not something that should be medicalised, but 
there should be support available for people who need help to get through it, espe-
cially when it has come about through particularly traumatic circumstances. As well 
as dealing with the immediate effects on mental well-being of suicide bereavement 
this type of work plays a role in preventing further suicides. Suicide bereavement and 
prevention are opposite sides of the same coin. People bereaved through suicide are 
at greater risk of suicide themselves (Qin et al. 2002). This was apparent through my 
work with the LOSS group, where people would often have experienced more than 
one suicide in the family.

Suicide bereavement services in the UK are currently all delivered by voluntary 
organisations with limited resources. With an estimated 30 000–48 000 people in the 
UK severely affected by suicide each year, however, there is a need for a coordinated 
national programme with proper government funding. People bereaved through 
suicide are a badly neglected group whose acute needs and problems are very con-
siderable and warrant a compassionate, well-organised systematic response.

The approach which has been adopted in Australia provides an excellent example 
of what can be done in this area if there is proper recognition of the scale of the issue 
and suffi cient political will to tackle it. In 2005, as a result of the fi rst National Annual 
Suicide Prevention Planning Forum, hosted by the National Advisory Council on 
Suicide Prevention (NACSP), the Australian Prime Minister announced a range of 
initiatives to address the issue which included funding to progress national activities 
targeting people bereaved by suicide. The National Bereavement Reference Group 
(NBRG) was established to oversee the development of a nationally coordinated 
approach to suicide bereavement interventions.

The Australian approach recognised that it is not enough simply to have serv-
ices offering suicide bereavement support; there have to be national standards or 
benchmarks based on best practice. Where suicide bereavement support services are 
provided by a range of voluntary organisations they can be based on very different 
models with little guidance or evidence to help ensure that they achieve their objec-
tives. Some are ‘support groups’, some offer a psycho-educational component, some 
are self-help groups and others are guided by professionals. The ‘Lifeline Australia 
– Suicide Bereavement Support Group Standards and Practice’ project was set up to 
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inform the development of best practice guidance and training tools for facilitators 
of SBS groups to be rolled out nationally to other organisations following trials to 
evaluate their effectiveness.*

Australia’s move to deliver more proactive and targeted support for high-risk 
groups includes funding men’s networks, strengthening mental health promo-
tion programmes for secondary school children, and providing funding for suicide 
bereavement support services, including indigenous-specifi c services. The need for 
addressing suicide on a community basis is also recognised in Australia, with locally 
tailored projects to support those local populations which have been particularly 
affected by or at particular risk of suicide. Countries with large indigenous popula-
tions require services targeted at these groups, not least because of the high rates of 
suicide which often occur in indigenous populations relative to the rest of the popu-
lation (Hunter and Harvey 2002). In Canada, for example, European models of grief 
counselling have been adapted for programmes tailored for indigenous people. The 
Suicide Bereavement Programme in Australia developed a community assessment 
framework to identify history of loss in a particular community, the impact of those 
losses on that community as they perceived them and the community’s preferred 
bereavement practices (Swan and Raphael 1995).

Survivors of Suicide

Lifeline Australia publish a pamphlet for people dealing with suicide bereavement. The pamphlet 
describes the stages of grief, based around fi rst-hand accounts by people who themselves have 
lost someone to suicide (Dunne and Wilbur 2005).

You can download a copy of Survivors of Suicide: coping with the suicide of a loved one from: www.
readthesigns.com.au

A national coordinated response to suicide bereavement is still a long way off in 
the UK. We need to develop a national network of coordinated suicide bereavement 
services, working in partnership with other bereavement services and incorporating 
tailored provision for men, women, young people, ethnic minorities and the gay and 
lesbian community (which has a higher suicide rate). The development of a suicide 
bereavement information pack has been an important milestone. The pack, entitled 
‘Help is at hand’, is available from the Department of Health (2008), although its 
existence does not currently appear to be widely known among professionals.

Being proactive is essential to implementing an effective suicide bereavement 
strategy. Because death and especially suicide are largely taboo subjects, the natural 
tendency is not to seek professional support, especially when combined with the 
traditional male reluctance to acknowledge emotional problems and access health 
services. Simply setting up a disconnected service and waiting for people to come to 
it therefore isn’t enough. A common policy needs to be adopted by all health and 
social welfare agencies, with a central body developing working relationships with 
the coroner, police, prison service, Samaritans, colleges, universities and schools 

* See www.lifeline.org.au
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to support suicide bereavement work, signpost those affected and help implement 
anti-suicide strategies.

Mental health promotion in general should be a key priority in tackling bereave-
ment issues. There is a need for much more work to teach men and boys coping 
strategies for dealing with life’s diffi culties and emotional problems and ensure 
that they have the knowledge, skills and confi dence to access support services when 
needed. Suicide bereavement brings with it a particularly strong and complex range 
of emotions which can lead to serious mental health problems in the future if not 
adequately dealt with in a healthy way. This is an area where the classic male reluct-
ance or inability to express emotions in a way that counters the hegemonic masculine 
identity simply won’t get you through. The kind of health promotion projects which 
are described in this book are an essential part of the work that needs to be done to 
change men’s attitudes to mental health and emotional issues. At the same time as 
working to equip men and the next generation of men to deal better with emotional 
crises, we also need to meet the needs of men who are already in crisis.

REFERENCES
Department of Health (DH) (2008) Help is at Hand: a resource for people bereaved by suicide and 

other sudden, traumatic death. London: DH.

Dunne E and Wilbur MM (2005) Survivors of Suicide: coping with the suicide of a loved one. 

Deakin, ACT: Lifeline Australia.

Hunter E and Harvey D (2002) Indigenous suicide in Australia, New Zealand, Canada and 

the United States. Emergency Medicine Australasia. 14(1):14–23.

Linsley KR, Schapira K and Kelly TP (2001) Open verdict v. suicide – importance to research. 

British Journal of Psychiatry. 178: 465–468.

Qin P, Agerbo E and Mortensen PB (2002) Suicide risk in relation to family history of 

completed suicide and psychiatric disorders: a nested case-control study based on lon-

gitudinal registers. Lancet. 360:1126–1130.

Swan P and Raphael B (1995) National Aboriginal and Torres Strait Islander Mental Health Policy 

National Consultancy Report. Canberr-a: Australian Government Publishing Service.



111

CHAPTER 11

Grumpy Old Men? Older men’s 
mental health and emotional 

well-being
Toby Williamson

INTRODUCTION
‘Grumpy Old Men’ was the name given to a popular TV series featuring a number of 
male celebrities in their 50s and 60s bemoaning the state of the world, from people 
speaking ‘bad’ English to shopping in Ikea. While it has a sister series, ‘Grumpy Old 
Women’, it is the men who caught most of the attention. They seemed to confi rm 
that the Victor Meldrew-type character from another popular TV series, ‘One Foot in 
the Grave’, really did exist in reality, and that grumpiness was a defi ning character-
istic of older men. Clearly the mental health of older men is a lot more complex than 
this pejorative and stereotypical view suggests. Furthermore, with the numbers of 
older men increasing as the population ages in general, it is essential to get a better 
understanding of specifi c issues relating to their health and well-being and to recon-
sider some of the perceptions that exist of who they are and how they relate to the 
world. Nowhere is this more important than in relation to their emotional health 
and well-being. This chapter aims to do that. Part I looks at some of these issues and 
uses depression as an example of how a particularly common mental health problem 
affects older men. Part II uses research evidence and practical examples to describe 
a number of factors to incorporate into everyday practice when working with older 
men to promote their mental health and emotional well-being.*

* References in this chapter to offi cial policy and guidance usually relate to England only because 
responsibility for health policy has in the main been handed over to the devolved administrations in 
the UK. However, the more general points about promoting older men’s mental health are likely to be 
as relevant to people working in Scotland, Wales, or Northern Ireland as they are to those in England.
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PART I – CHALLENGES
Age, mental health and mental well-being – defi nitions, policy and 
guidance
Age
People in ‘old age’ or ‘older people’ are often defi ned as those over retirement age – 
65 and over. In some ways it is understandable to have this as a threshold, although 
with more people living longer and healthier lives increasing numbers of people over 
the age of 65 challenge having the label of ‘old’ applied to them, especially if they 
still have their own parents or other older relatives still alive. On the other hand, 
there is the view that the years after turning 50 are a time when many people may 
experience signifi cant changes in their lives, including early retirement and changes 
occurring in their physical health. Organisations such as Age Concern* and Saga have 
50 as their threshold, partly for these reasons. For the same reasons, this chapter 
uses 50+ as its threshold. Any age threshold, however, runs the risk of being some-
what arbitrary and age thresholds relating to older people may in part contribute to 
ageism and age discrimination that continues to exist in society. We should, there-
fore, be mindful of Standard 1 of the National Service Framework (NSF) for Older 
People in England (DH 2001), which seeks to root out age discrimination, and the 
forthcoming Equality Bill, which is likely to outlaw discrimination in the provision 
of goods and services based upon age.

Equality Bill

The Equality Bill is of particular signifi cance for people working in the fi eld of mental health because 
historically mental health services have used an age threshold of 65 to differentiate between 
services for younger and older adults. Services for people above and below that age have developed 
quite separately and there are a number of very signifi cant differences and inconsistencies between 
the two. There is considerable debate about the merits and drawbacks of retaining this threshold 
but already a number of NHS mental health trusts have decided to integrate services, partly in 
anticipation of the Equality Bill making this a requirement.

Mental health and well-being
It is only in the last ten years or so that there has been signifi cant attention paid to 
the concept of ‘mental health’ or ‘mental well-being’ as distinct from mental health 
problems or mental illness. Unfortunately, ‘mental health’ has often been used or 
interpreted to mean ‘mental illness’ or ‘mental health problems’ and the term ‘men-
tal’ is a somewhat tainted word, frequently used pejoratively. This is a point that 
we shall return to later but ‘emotional well-being’ is, therefore, an alternative term 
which may be more helpful, particularly in relation to groups such as older men, who 
may be more reluctant to seek help because of issues of embarrassment or stigma. 
What is important is that good mental health or emotional well-being is not sim-
ply an absence of mental health problems, but a positive state of being for a person, 

* Please note that in 2009 Age Concern and Help the Aged came together to form a new national older 
people’s charity called Age UK.
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involving a combination of internal and external factors, that enable the person to 
function in society, to their own satisfaction and broadly speaking, the satisfaction 
of others.

Standard 1 of the NSF for Mental Health in England (DH 1999) focused on 
mental health promotion, although it only referred to people up to the age of 65.* 
Unfortunately, the Government’s 2004 policy document on public mental health 
failed to take the mental health promotion agenda forward (DH 2004) and the fol-
lowing year the Mental Health Foundation published its own public mental health 
document, Choosing Mental Health, to try to remedy this (Mental Health Foundation 
2005), though even this latter said little about older people’s mental health.

In 2006, however, Age Concern and the Mental Health Foundation published 
Promoting Mental Health and Well-being in Later Life (2006), the fi rst report from the 
UK Inquiry into Mental Health and Well-being in Later Life.† The Inquiry heard evid-
ence from nearly 900 older people and 150 organisations and professionals. This 
established fi ve main areas (see Box 11.1) that infl uence mental health and well-being 
in later life and, though not gender-specifi c, these should underpin any work that 
is done with older men to promote their mental health and emotional well-being.

BOX 11.1  What are the fi ve key infl uences on mental health and well-being in later 
life?

 ➤ Discrimination on the basis of age is commonly experienced by older people and has a negative 
impact on their mental health.

 ➤ Participation in meaningful activity and having a sense of purpose are vital for good mental 
health and well-being.

 ➤ Relationships that are secure and supportive are important for good mental health and well-
being.

 ➤ Good physical health is inextricably linked with good mental health – and vice versa.
 ➤ Poverty is a risk factor for poor mental health.

Source: Age Concern and the Mental Health Foundation (2006)

2006 also saw the Men’s Health Forum focus its National Men’s Health Week on 
mental health and the publication of ‘Mind Your Head’, their policy report on men, 
boys and mental well-being (Wilkins 2006). This report made several important rec-
ommendations about how men’s mental health and well-being could be enhanced 
but made little reference to issues facing older men specifi cally. However, in its dis-
cussion of depression among men it made several useful observations about the 

* The NSF for mental health is 10 years old in 2009 and work is currently underway both by the 
Department of Health and by seven national mental health organisations (Future Vision Coalition) 
to build on the successes of the NSF and take this work forward into the next decade. It is not clear 
whether anything similar may occur for the NSF for older people when it is 10 years old in 2011.

† The Inquiry, supported by Age Concern, published a second report in 2007, Improving Services and 
Support for Older People with Mental Health Problems.
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effect of ‘traditional’ masculinity and possible variations in symptomology for men 
as compared to women.

More recently, as the public policy agenda around older people has grown, it has 
almost run parallel with the ‘well-being’ agenda that Lord Layard has been so infl u-
ential in promoting (Layard 2005). This has stimulated further infl uential reports 
that have focused on (or included a signifi cant focus on) older people’s well-being 
(e.g. Allen 2008; Foresight 2008), yet these also have said little about gender differ-
ences among older people in relation to mental health.

In 2008 the Department of Health also published The Gender and Access to Health 
Services Study (Wilkins et al. 2008). This contains a useful chapter on mental health 
and gender differences, although it focuses primarily on mental health problems and 
looks across all age ranges. It is a signifi cant acknowledgment by the Government 
that gender differences are of importance in people’s mental health and use of men-
tal health services, though its main recommendation relating to older men’s mental 
health simply re-emphasises the need for more research into the needs of this group.

Older men, mental health, and mental health problems
In the UK there are currently more than 4 million men over the age of 65. There are 
a further 5–6 million men aged between 50 and 65. As the UK population grows 
older, and people live for longer, these numbers are set to rise – between now and 
2018 the numbers of people aged over 50 will increase by 17%. By 2028 the over-50s 
will have increased by 30%, with a staggering increase of 79% among people over 
the age of 80 (Age Concern 2008).

Although women continue to outnumber men within older age ranges in the UK 
population, the gap is steadily reducing and in 2003 stood at 85 men aged 50 and 
over per 100 women (Age Concern and Mental Health Foundation 2006). Older 
men are more likely to be married than older women and fewer live on their own 
or in institutions – where necessary, spouses are usually the primary source of care. 
Although older men have fewer social relationships, older women experience more 
social exclusion because they are likely to experience more years of poor health and 
have fewer material and fi nancial resources, including communication and transport 
(though there are signifi cant differences between social classes).

It is also important to recognise that older men represent an increasingly het-
erogeneous group compared to previous generations. Because older men are living 
longer* it may well be the case that a man aged 65 still has a father alive aged 85, so 
sub-groups are forming in the older population between older people and the so-
called ‘very old’. That same man may also feel he has a lot more in common with a 
50-year-old than people his father’s age, who were young adults during the Second 
World War, the creation of the welfare state and the years of austerity that followed 
the war. His world as a young adult, on the other hand, would have been shaped by 
the dramatic economic and social changes that took place from the 1960s onwards.

* Life expectancy continues to increase for both men and women – the average life expectancy for men 
aged 65 in 2005 increased by 3½ years over the previous 25 years and based on 2005–07 mortality 
data, they can expect to live for a further 17 years (ONS 2008).
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These factors are important because they are likely to affect the way different 
generations of men will perceive their age, their role and status, and their fi nancial 
prospects, as well as their mental health and activities or interventions designed to 
improve it, during what is likely to be, for many, a much longer period of old age 
than their father’s generation would have expected.

Older men will also become an increasingly diverse group for a number of 
other reasons, including more fl exible retirement arrangements, changes in family 
structures, increased geographical (if not social) mobility, different forms of hous-
ing, greater numbers of older men from black and minority ethnic groups (BME) 
and greater numbers (or greater visibility) of older gay men. All of these factors are 
important in relation to mental health and well-being and need taking into account 
if activities or interventions are being planned on a population-wide basis (whether 
at a local or national level) to promote better mental health and well-being.

Mental health problems – depression, suicide and self-harm
The most common form of mental health problem experienced by older people is 
depression.* Twenty per cent of people aged between 65 and 69 have some symptoms 
of depression, rising to 40% of people aged over 85 – half of these will meet the clin-
ical criteria for depression (Age Concern 2007). Although statistically, older women 
are more likely than older men to have depression, above the age of 85 the rates are 
about the same (McCrone et al. 2008). Furthermore, lower rates of depression among 
older men may mask the extent of the problem as men are less likely to seek help or 
treatment for mental health problems (women of all ages are almost twice as likely 
to see their GP for mental health reasons than men), or have mental health prob-
lems recognised by themselves, their families or health professionals (Payne 2008).

Certainly, when one looks at male suicide, not least because in many cases it 
is the most extreme response to depression, a different picture emerges for older 
men compared to other groups in the population. The suicide rate among men has 
always been higher than that of women and during the 1970s and 1980s the suicide 
rate of men aged 75+ was twice that of the national average and increasing, whereas 
the rate was much lower for older women and falling (Pritchard 1992). Although 
the suicide rate for older men was overtaken for a time in the 1990s by the suicide 
rate for young men, it is increasing again for men aged 45–74, and more men bet-
ween the ages of 50 and 70 take their own life than boys/men between the ages of 
10 and 30. Deliberate self-harm among older men also appears to be on the increase 
(Lamprecht et al. 2005).

Key factors causing or contributing to depression among older people are loss of 
social relationships and being socially isolated (particularly as a result of bereave-
ment), and deterioration in physical health and functioning (especially mobility). 
These may also be compounded by alcohol misuse (and perhaps greater substance 
misuse as the ‘hippie’ generation of the 1960s enter old age). For many men, espe-
cially those who for years had put themselves in the role of provider while often 

* For a good overview of depression and older people see Godfrey (forthcoming).
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being quite dependent upon others close to them for emotional and domestic sup-
port, this isolation can be devastating and compounded by the loss of role, status, 
good physical health and income associated with retirement and old age.

Yet mental health problems among older people, such as depression, are less 
likely to be reported or diagnosed, may be incorrectly seen by practitioners as an 
inevitable part of growing old, or are often not referred to specialist mental health 
services where appropriate. This is despite the fact that older people are much greater 
users of health and social care services than younger people, thereby providing more 
opportunities to identify mental health problems. They visit their GP almost twice as 
much as younger people, at any one time two-thirds of hospital in-patients will be 
older people and 72% of people who use social care services are aged 65 and over. 
Nearly half of all older people who take their own lives visit their GP in the month 
before the suicide and only a small minority are in contact with specialist mental 
health services (Age Concern 2007).

BOX 11.2 Older men’s mental health problems

 ➤ As many as 1 million men over the age of 65 experience depression – half this number will 
meet the clinical criteria for depression.

 ➤ At least two thirds of them have never discussed their depression with their GP – of those that 
have, only half were diagnosed and receiving treatment.

 ➤ 30–40% of older men in general hospitals and care homes are likely to have depression.
 ➤ In 2006 1932 men over the age of 44 took their own life in the UK – almost a 7% increase from 
1996.

 ➤ Older men are more likely to succeed in taking their own life than older women or younger 
people.

 ➤ Deliberate self-harm among older men is increasing faster than among older women.
 ➤ Up to half of all older men who take their own life or self-harm will have seen their GP within the 
previous 4 weeks.

 ➤ Men aged over 85 are as likely to have depression as women over 85 and are more likely to be 
admitted for in-patient treatment for mental illness than women.

Given the stigma attached to mental health problems and a traditional yet wide-
spread view of masculinity that sees seeking help for health problems as a sign of 
weakness, it is also very likely that many older men will be more reluctant to seek 
support or help for mental health diffi culties than older women, for whom seek-
ing help and talking about health issues may come more naturally. The culture of 
‘mustn’t grumble’ or a ‘stiff upper lip’ would appear still to be very prevalent.

A reluctance to seek help or use services has certainly been observed by organi-
sations providing support to older people, such as Age Concern. In both local and 
national research undertaken for Age Concern in 2006, traditional notions of gen-
der emphasising the importance for men of independence and self-reliance deterred 
many from going to a local branch of Age Concern (Age Concern 2006, Ruxton 
2006). Groups and activities were often seen by older men as catering primarily for 
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women’s needs or for the needs of much more dependent older people. Combined 
with other reasons, such as problems with health and mobility, limited income and 
a tendency among many to withdraw in any case, this meant that in many of Age 
Concern’s services and other welfare services older men were invisible or absent. It 
would seem that the majority of older men, whether or not they experience depres-
sion, lead lonely and isolated lives where their options to receive or participate in 
services that could improve their mental health and well-being appear very limited.

Of course, many older men may have active social lives and being alone may 
be a choice that some older men make, which should be respected. Nor, despite 
the commonly held view, is depression an inevitable part of growing old. Yet for 
the reasons described, being alone and isolated is the only choice for many older 
men, with all that it implies for their emotional health and well-being. To return to 
our ‘grumpy old men’ stereotype, grumpiness itself may simply be the frustration 
and anger born out of real loneliness and increasing depression that many men 
experience as they grow older, for the reasons described. Lacking both emotional 
and practical skills to cope, and without either information or the types of support 
that older men can understand or wish to use, their daily lives are likely to become 
increasingly bleak.

A note on other mental health problems
While this chapter has focused on depression and both its possible causes and conse-
quences for older men, it is important to remember also that there are other mental 
health problems that older men may experience. These include the different forms 
of dementia (Alzheimer’s disease being the most common), delirium (acute confu-
sion), and alcohol and substance misuse, as well as more severe and enduring mental 
health problems, such as schizophrenia and bipolar disorder, which may have begun 
earlier in their lives but have persisted into old age. Taken altogether, these could 
affect up to half a million older men. Furthermore, as ageing is the greatest known 
risk factor for most forms of dementia (1 in 14 people over 65 years of age has some 
form of dementia, increasing to 1 in 6 people over 80 years of age*) it clearly rep-
resents a major and growing source of concern for older people and their families, 
and successive governments, as solutions to this challenge are sought.† Unfortunately 
space does not permit a more detailed discussion of all the issues involved, however, 
there are two key points to make regarding these other diffi culties:

 ➤ Depression is commonly experienced by people with other mental health 
problems – for example, up to half of all people with dementia also have 
depression.

 ➤ Interventions and activities designed to improve older men’s mental health and 
well-being, including those who experience depression, are likely to be just as 

* Source: Alzheimer’s Society England.
† In February 2009 the Department of Health published the fi rst ever national dementia strategy for 

England outlining how this challenge would be met (Department of Health 2009).
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benefi cial for older men experiencing other mental health problems.*

Part II of this chapter looks at how these challenges can be overcome, with some 
examples of organisations and projects which are attempting to do this.

PART II – OVERCOMING THE CHALLENGES
Promoting older men’s mental health – what works?
Given the problems that many older men experience in relation to their mental 
health and well-being, there is remarkably little evidence or guidance about what 
interventions or activities are effective in addressing these problems. The second half 
of this chapter therefore gives some examples of activities, projects or services that 
have either been developed in order to specifi cally meet the mental health needs of 
older men, or clearly have mental health benefi ts for older men even if this is not 
their specifi c aim.

Reference has already been made to policy and guidance concerning mental 
health promotion but as already pointed out this is not gender-specifi c and the 
women’s mental health strategy that was published in 2002 (DH 2002) has not been 
matched with anything similar for men, let alone older men. Similarly, since the 
publication of the NSF for Older People in 2001 there have been a number of service 
improvement guides for mental health services for older people published by the 
Department of Health, most notably Everybody’s Business (Care Services Improvement 
Partnership 2005), though these have not contained specifi c recommendations or 
guidance relating to older men’s mental health and well-being.

In general, when designing or planning new interventions, activities or services 
to meet the needs of older men, distinctions may need to be drawn as to the pur-
pose and population it is targeted on. Some of the options, funding permitting, 
might be:

 ➤ general health promotion work, including mental health, aimed at all older 
men in a particular locality

 ➤ specifi c mental health promotion work aimed at all older men in a particular 
locality

 ➤ specifi c mental health promotion work aimed at older men who are 
particularly vulnerable because, for example, they are socially isolated or 
depressed

 ➤ activities designed for (and preferably by) older men that are not primarily 
about mental health promotion but are likely to have mental health benefi ts, 
such as men’s exercise groups.

The different options are clearly likely to involve different approaches and quite 
possibly different organisations. The fi rst three options are more likely to be funded 
and/or led by a statutory organisation such as a primary care trust (PCT) or NHS 

* It should be noted however that these interventions and activities are likely to need some adaptation, 
or may not be so appropriate for older men in middle to late stages of dementia.
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mental health trust and focus on raising awareness and communicating informa-
tion about good mental health and well-being and what services are available. The 
fourth option is perhaps the one most likely to be provided by a voluntary sector 
organisation, supported (and probably funded) by a PCT and/or local authority. 
The following are examples of activities, projects and services that broadly come 
under one of these categories:

 ➤ Grouchy Old Men?: This is a two-year national project that started in 2008, 
managed by the Mental Health Foundation and funded by the Department 
of Health. It aims to improve the mental health and well-being of older men, 
particularly those who are isolated and at risk of depression and suicide, by 
supporting and promoting a national network as well as local initiatives of 
organisations seeking to develop services to meet the needs of this group. More 
information can be found at: www.mentalhealth.org.uk

 ➤ Fit as a Fiddle – Age Concern England: This is a multi-million pound national 
programme running until 2012, funded by the Big Lottery Fund, which aims 
to improve the physical and mental health and well-being of older people. 
Involving a large number of local projects, one key group that it is focusing on 
is older men. More information can be found at www.ageconcern.org.uk

 ➤ The Geezers – East London: The Geezers are a group of East End men who 
are 50+ and wanted something akin to traditional working men’s club 
conversations but could also include a holistic approach to health and 
emotional issues. The group aims to be supportive to men with a range of 
needs, with the aim that they will need less professional, clinical input. More 
information can be obtained from www.acth.org.uk

 ➤ Men in Sheds – Age Concern Cheshire: Established in 2009, the aim of this 
project is to reach older men who may be at risk of becoming isolated and 
excluded, may have mental and/or physical health issues, or may have recently 
experienced serious life changes, such as retirement or bereavement. The shed 
could be used as a haven, a meeting place, a learning experience or a place to 
share skills with others. It aims to get men ‘out of the house, meet over a cup of 
tea, and put the world to rights’. More information at www.ageconcerncheshire.
org.uk

 ➤ Men’s Activity Group – MHA Live at Home Scheme, Newcastle: This group for 
older men in two villages west of Newcastle has 25–30 members meeting every 
fortnight and was formed because the men did not want to be in groups with 
women. Supported by a Methodist charity and housing association, visits have 
been organised to local pubs, the Royal Mail, the Tyne and Wear Metro system 
and a health information road show. More information at www.mha.org.uk/
Lahs03.aspx

 ➤ Hour Bank – Age Concern Bromley (London): Although not gender-specifi c, this 
is a good example of a ‘time bank’ project with a substantial number of older 
men that involves a reciprocal skill-swapping scheme where everyone both 
gives and receives skills. Aimed at tackling social isolation, promoting equality 
and building self-esteem, skill swaps have included cookery, poetry, DIY and 
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gardening. More information at www.acbromley.org.uk

Drawing upon these examples and others, the second part of this section identifi es 
some key points for anyone working in an organisation that is trying to improve the 
service it provides to older men with mental health needs.

Making your organisation more ‘older-men friendly’
 ➤ Try to ensure that the physical environment of your organisation isn’t off-

putting to older men. Think about the décor, any music and facilities, such as a 
clearly marked male toilet.

 ➤ Any services need to be physically accessible, as many older people have 
physical health problems (which can also increase the risk of mental health 
problems). It is a good idea to make sure that information about local public 
transport and free bus pass schemes is easily available to make it easier for 
people to get out and about.

 ➤ Older men can sometimes feel patronised or disrespected by people they come 
into contact with, such as shop assistants or call centres. All staff who have 
direct contact with the public should be made aware of the need to respect and 
value older people, ideally as part of staff training or induction.

 ➤ A good way to involve older men in your organisation is to provide 
opportunities for volunteering – 25% of people over 50 are involved in formal 
volunteering and it is a good way to use their skills and make them feel valued.

 ➤ Older men may also wish to maintain some paid employment after traditional 
retirement age and many companies now have ‘age inclusive’ recruitment 
policies. If you employ men nearing retirement age, it’s important to have 
fl exible retirement policies and pre-retirement planning because people often 
fi nd the emotional and practical impact (e.g. loss of status, role and income) 
diffi cult to cope with.

Reaching out to isolated older men
 ➤ Asking for help can be a big step for older men to take, so the fi rst contact they 

make, or that a service has with them, has to be positive. Putting them off at 
this stage will make it harder for them to ask again or to approach them again. 
If services are full or oversubscribed, care must be taken in the management of 
waiting lists, as these can be very off-putting.

 ➤ Identifying isolated older men is a challenge and you may need to be quite 
imaginative in fi nding ways to fi nd and approach them rather than waiting for 
them to come to you. It’s also important to identify times of transition (e.g. 
bereavement, retirement, changes to living arrangements) that may be a good 
time to offer support.

 ➤ One way to reach isolated older men is to make contact with the people they 
encounter in day-to-day life, such as publicans, sub-postmasters, owners of 
corner shops and general practitioners. They may be an older man’s main 
source of interaction and conversation and, if they are given information and 
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properly advised, could be a useful way to direct men to your service or other 
sources of support. A campaign to raise awareness among older men about 
prostate cancer, for example, successfully involved providing health promotion 
information via publicans. You might be able to contact them directly, via your 
local chamber of commerce, or for example, your local licensed victuallers 
association.

 ➤ Another idea that has been suggested to help with this is small contact cards 
with helpline numbers (or contact details of local groups) left on shop 
counters/with staff, so services can be signposted in a way that is quick, easy 
and non-intimidating for an older man who doesn’t want to have much 
interaction.

 ➤ When giving information about services, a variety of information sources is 
best. Sometimes it takes a recommendation from a friend or relative of an 
older man to persuade them that they should take the next step, whilst others 
prefer being able to read written information in their own time. Increasing 
numbers of older men are using the internet and the relevant information 
should always be made available online.

 ➤ The phrase ‘mental health’ is often seen by people to be stigmatising and 
off-putting (perhaps because it is associated with ‘mental illness’). For older 
men who are often reluctant to go and see their GP or seek help elsewhere 
information needs to be provided in a language and style that they can relate 
to and doesn’t put them off. Rather than talking about mental health in terms 
of ‘problems’ or negative feelings, it may be worth trying to use more positive, 
upbeat language, or encourage them to be active in helping other people.

Developing services for older men
Once an organisation has made contact with the men it wants to provide a service 
for, the next step is to develop a new service (or adapt an existing one) to meet their 
needs.

 ➤ The easiest way to do this is simply to ask the men what they want. If they have 
been fully involved in the development of the service they are more likely to 
continue using it and promote it to other older men.

 ➤ They may prefer a dedicated men’s service, or the opportunity to mix with 
older women. Ask them which they would prefer.

 ➤ Some older men may fi nd traditional day-centre activities unappealing. It may 
be better to provide low-intensity ‘therapeutic’ activities and things for men 
to do or actively focus on because these may better refl ect how many men 
self-identify in terms of their working lives, hobbies or active interests (e.g. 
sport), rather than more passive groups where the emphasis is on socialising 
and chatting. Activities that have been popular with older men have included 
talks on health advice, benefi ts or local history; outings to places where they 
may have worked in the past or connected with particular hobbies or interests; 
watching DVDs or videos of sports events from when they were younger; IT 
classes; art and hobbies; gardening; or simply going to the pub.
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 ➤ Physical activities are likely to have positive benefi ts on men’s mental health 
and well-being as well. Forms of physical exercise such as t’ai chi, walking 
groups, or swimming have been popular with older men.

 ➤ Make the most of the skills and knowledge of older men. The evidence suggests 
that one reason older men don’t engage in the services available to them is 
that it makes them feel like a burden. Giving them opportunities to share their 
knowledge or volunteer to help others will help to make them feel like an 
asset instead.

 ➤ Be careful that your service does not become dominated by more confi dent, 
able and younger people. Care must be taken to make sure that the needs of 
the very old, isolated and frail continue to be met. This may involve fi nding 
out about the needs of harder to reach people and communities you have 
less contact with in your local area and developing your service to meet these 
needs; for example, by doing more outreach work.

 ➤ If there is an existing community event that engages older men, this could 
be used as a vehicle for information to improve quality of life and/or raise 
mental health awareness. One project, for example, successfully used an annual 
domino tournament to promote information about prostate cancer to older 
Caribbean men.

 ➤ The needs of minority groups should be actively considered. Some black 
or minority ethnic groups may benefi t more from targeted activities and 
approaches, such as using imams to provide information about local services. 
The needs of gay older men should also be considered and the importance of 
long-term partners appreciated.

Other points to consider
The evidence available also raises some points you may wish to consider in the devel-
opment of your service:

 ➤ It’s good to provide opportunities for mixing between generations wherever 
possible and younger people can gain as much from this as older people.

 ➤ Sundays can be a particularly lonely day, as most activities take place during 
the week and also because Sunday is traditionally a day for family activity.

 ➤ Poverty among older people continues to be a widespread problem and 
many people do not take up the welfare benefi ts that they’re entitled to. This 
information should be promoted and help fi lling in forms should be offered if 
needed.

 ➤ Many older men live in poor-quality housing and may need help with minor 
repairs to stay in their home. This can be quite simple, such as changing light 
bulbs, but to the very frail it could help them keep their independence.

CONCLUSION
This chapter has provided an introduction and overview of the key issues involved in 
older men’s mental health and well-being. It has particularly focused on the needs 
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of isolated and excluded older men who are at risk of depression, suicide and self-
harm. The chapter has provided some examples of both local and national initiatives 
that aim to address the needs of this group of older men, as well as practical tips and 
guidance on how to work more effectively with older men with mental health needs.

Although the chapter has not discussed in any detail older men with other mental 
health problems or conditions, such as dementia, or wider public health initiatives 
that could improve the mental health and well-being of older men in general, much 
of the information contained here is of considerable relevance to these areas of work 
as well.

What remains more of an unknown is whether older men’s perception of their 
own mental health needs and their use of services may begin to change as men in 
the so-called ‘baby boomer’ generation (born in the period between 1946 and 64) 
move into their 60s and 70s. With very different life experiences from their parents’ 
generation, resulting in many being more comfortable talking about emotions and 
mental health issues and more assertive and demanding about the type of services 
they would like to receive, could this result in greater willingness both to seek help 
and to determine what that help should involve?

Although it seems likely that the pattern and prevalence of mental health prob-
lems will change, other factors, such as people adapting positively to living more 
isolated and independent lives, supported by increasingly sophisticated technology 
as they grow old, could help us in dealing with these changes. Perhaps successive 
cohorts of older men with specifi c mental health needs will demonstrate changing 
patterns of service use, with corresponding changes in the severity and progression 
of the mental health problems they experience and in their mental health in general? 
Yet with an ageing population, the pressures of rapid social and economic change 
(particularly the potential effects of economic recession) and the persistence of both 
ageism and major social inequalities, it seems inconceivable that the mental health 
needs of older people will not remain an enormous challenge for governments and 
society in general. In this respect alone, understanding and responding positively to 
the mental health and well-being needs of older men in particular must be a priority.
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CHAPTER 12

Combat-related stress
Walter Busutt il

INTRODUCTION
In the UK, veterans include all those who have served for at least one day in Her 
Majesty’s Armed Forces (Regular or Reserve), Merchant Navy Seafarers and fi sher-
men who have served in a vessel at a time when it was operated to facilitate military 
operations by HM Armed Forces. Psychological symptoms related to military service 
commonly go unexplored and unnoticed. Ex-servicemen are proud of their milit-
ary service but are more likely to be ashamed to admit that they have a problem. 
Moreover, they have come from a ‘macho’ background where admission of mental 
health problems is perceived as being a gross sign of weakness. They also tend to 
feel that ‘civvies’ may poorly understand their culture and background, making them 
more reluctant to admit to problems with their psychological health.

Those that have tried to get help through the NHS have often felt let down by 
a civilian system that they perceive does not understand them. It is estimated that 
ex-soldiers make up over 75% of those veterans who seek help for mental health 
problems and that on average each GP in the UK will see an ex-serviceman with a 
mental health problem in his surgery once every seven years. This makes it more 
likely that if there is a link between his military service and the mental health prob-
lem that this will be missed. There is no automated fl agging up system enabling 
the GP to identify the patient as an ex-serviceman, yet veterans have a unique set of 
needs and are vulnerable to mental health problems. This chapter will attempt to 
clarify some of these issues.

HM FORCES
There are approximately 200 000 regular personnel in the armed forces: comprising 
100 000 in the Army and 50 000 each in the RAF and the Royal Navy. Additionally, 
35 000 serve in the reserve forces (including the Royal Navy Reserve, Royal Marines 
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Reserve, Territorial Army, Royal Auxiliary Air Force and Regular Reserves). A signifi c-
ant proportion of these reserve forces deploy on operations or active service with 
the regular forces. Most service personnel are male and have historically been male, 
refl ecting a mainly male veteran population, although recently rates of female per-
sonnel have been rising. In April 2004, there were 18 390 women serving across the 
three Armed Forces – 8.9% of all military personnel (10.5% offi cers, 8.6% other 
ranks).

Each serviceman or woman is trained to perform a trade or profession within the 
Services; for example, some are technicians and others are suppliers, cooks, police-
men, personnel administrators, medics or infantry front-line soldiers. One-fi fth of 
frontline infantry soldiers are likely to be in close-quarter operational combat or 
peacekeeping. A much larger number will be involved operationally in a support-
ive role. Experience of operational situations is therefore very different for front-line 
and support personnel. It is also very different by virtue of the military service one 
is part of.

Exposure to signifi cant psychological trauma is more likely in some trades, espe-
cially when there is a shortage of personnel. These include medics and logistics 
personnel, for example. The frequency of operational deployment to a war zone also 
infl uences levels of psychological health and is recognised to impact psychologically 
on the military family and is often a key factor in determining decisions made by 
members of the armed forces to prematurely terminate their career in the Services.

Recent operational service has been different in that there has been a high 
intensity of combat operationally as well as an increased tempo and rotational fre-
quency of deployment for some at least. Otherwise it has followed the pattern of 
the past and has comprised peacekeeping with specifi c mandates, as well as combat. 
It should be noted that with the exception of one year, servicemen have died every 
year since the Second World War while on operational service. Since the Second 
World War the UK has sent servicemen and women on operations all over the world, 
including Northern Ireland, Palestine, Aden, Borneo, Rwanda, Kenya, Sierra Leone, 
Suez, Kenya, Korea, Malaya, Cyprus, the Falklands, the Gulf, the Balkans, Iraq and 
Afghanistan. The veterans of these operations continue to present with mental health 
problems related to their service.

MILITARY MENTAL HEALTH SERVICES
The military has its own psychiatric services within the Defence Medical Services 
(DMS). These comprise Departments of Community Mental Health (DCMHs), 
which are staffed and run by the uniformed military, as well as hospital-based serv-
ices, which are contracted out.

Community services
Regular-serving personnel have access to comprehensive uniformed primary 
care services. Referral for those with mental health problems is usually to a uni-
formed multidisciplinary community-based occupational mental health service in 
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Departments of Community Mental Health (DCMH). Access is excellent and the 
waiting time to see a mental health worker is usually less than 24 hours. Currently 
there are fi fteen of these DCMHs across the UK, in addition there are four in Germany 
and others in Cyprus and Gibraltar. The DCMHs are similar to NHS Community 
Mental Health Teams (CMHTs) and are staffed by psychiatrists, psychologists and 
community psychiatric nurses. Treatments include medical as well as psycholo-
gical interventions. In combat zones CMHTs, known as Psychiatric Field Teams, 
deploy with the other support and combat units to the front line. They are prim-
arily staffed by uniformed Community Psychiatric Nurses (CPNs) supported by 
visiting uniformed military psychiatrists and civilian psychologists employed by 
the military.

Inpatient services
Until 1994 the Army, Navy and RAF had their own military psychiatric hospitals 
facilities. (Until the early 1990s the main single-service psychiatric units were situ-
ated at the British Military Hospital, Woolwich (Army); Royal Naval Hospital, Haslar 
and RAF Hospital Wroughton.) The last tri-service psychiatric unit closed at Catterick 
Hospital in April 2004. At this point inpatient services were contracted out. For fi ve 
years this contract was held by The Priory Group of private hospitals but in 2009 
inpatient services passed from the Priory Group to an NHS Consortium managed 
by Staffordshire and Shropshire NHS Foundation Trust. Psychiatric services in the 
UK do not offer treatment to family members of servicemen like they do in places 
such as Germany.

MENTAL HEALTH PROBLEMS WITHIN THE MILITARY
The rate of reported mental illness seen by the DMS Psychiatric Services is of the 
order for new referrals of 4.5 per 1000 strength (or 5000 new referrals per year). 
Serious mental illness (psychosis) is rare in the military. Alcohol consumption is 
much higher compared to the civilian population, especially in the younger service-
men. A recent study demonstrated that common DCMH presentations included 
alcohol misuse (33%), depression (19%), anxiety (11%) and adjustment disorders 
(10%) (Gould et al. 2008). Another found that deployment to Iraq and Afghanistan 
increased the probability of screening positive for post-traumatic stress disorder 
(PTSD) by 6.3 and 1.6% compared to those who were deployed on ships. This prob-
ability is increased by 2.2% for those deployed longer than 180 days (Shen et al. 
2009). Overall rates of PTSD in personnel who are still serving are reported as being 
generally low, with fi gures of between 1% and 8% being reported from recent con-
fl icts. There are anecdotal reports of possible raised suicide rates for young recruits, 
but overall the suicide rate in service is unremarkable.

Mental health problems within the military can arise from a variety of causes:
 ➤ pre-service vulnerabilities: many join to escape diffi cult life situations including 

exposure to all kinds of childhood abuse, inadequate childhood caregivers and 
role models, poverty, poor housing, poor opportunities and deprivation;
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 ➤ military life itself: for example, issues concerning institutionalisation, culturally 
bound alcohol misuse, effects on marital relations and family life including 
cyclical peacetime detachments and frequency of operational wartime 
deployments, alleged institutional and individual bullying, non-operational 
occupational mental health injury;

 ➤ operational service: exposure to extreme single and increasingly more commonly 
multiple psychological stressors; including direct involvement in combat, 
witnessing gruesome events occurring to others, involvement in clearing-up 
after disasters including body handling, involvement in riot control, and 
humanitarian aid and peacekeeping;

 ➤ earlier onset of physical disorders related to military life: mainly orthopaedic 
including knee and lower back joint problems and chronic pain, especially 
those who undertake repeated long route marches carrying heavy backpacks or 
other kit; ENT problems, especially for those involved in fi ring of weapons;

 ➤ leaving the service and adjusting to civilian life: raising the potential of the 
reactivation of attachment diffi culties present prior to joining the military;

 ➤ help-seeking issues: a propensity not to seek help or to drop out of treatment, 
especially psychotherapy. Issues surrounding being macho, avoidance of 
seeking help, lack of understanding of and by civilians, shame, stigma, guilt, 
‘you were not there’ etc;

 ➤ a combination of the above.

Adjusting to leaving the military
Approximately 25 000 personnel leave the regular forces each year. Most leave 
because they have served their contracted time, others leave because they have 
resigned – taken preferred voluntary retirement (PVR). These exits are honourable. 
Others leave administratively because they have got into trouble. Some are therefore 
discharged ‘services no longer required’ (SNLR). Some discharges are dishonourable, 
especially if the exit is the result of the fi ndings of a Court Martial. Some leave on 
medical grounds. This is a process that involves medical evidence produced at a med-
ical board staffed by medical personnel, including doctors. Each year approximately 
1600 leave by means of a medical discharge. Only around 150 leave for mental health 
reasons. Patients discharged on mental health grounds are helped to access NHS serv-
ices by means of a liaison service operated by psychiatric social workers employed 
by the military who ensure referral to NHS CMHTs and other services, including 
third sector veterans’ mental health services, such as Combat Stress. Veterans who are 
medically discharged for mental health reasons are also given a welfare offi cer/case 
worker provided by the Service Personnel and Veterans Agency (SPVA). This worker 
will remain in contact with them and help them readjust to civilian life.

Currently the average time served for a fi eld soldier is around three and a half 
years. This brief time is probably a refl ection of the current demands placed on the 
Army and the current wars we are involved in. Leaving the military can be a diffi -
cult time for the ex-serviceman. Many will have been in the military for a signifi cant 
period of their lives. Some would have been born and brought up in a military 
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family before joining up themselves and will have to live in a civilian environment 
for the fi rst time ever. Resettlement programmes are much better nowadays but have 
been less so in the past. Recently it was noted that those who leave on mental health 
grounds have had problems accessing resettlement courses and training and these 
courses are now deferrable for up to two years after leaving the military.

Many veterans fi nd it diffi cult to access a career equivalent to their military sta-
tus or career path. A minority have serious diffi culty adjusting to the change. They 
may feel not only the loss of career when they leave; they will also have lost their 
rank, self-worth, identity and the familiar system that has enveloped everything they 
have been used to at work and in their private life. This, for many, might include 
access to housing and local schooling. They now enter a confusing new system. This 
is especially the case for those who have joined up in their childhood – as early as 
16 years of age (so called ‘boy soldiers’) and who have served for a maximum time, 
some leaving the military in their late 40s or 50s. For some, leaving the military 
may serve to reactivate attachment diffi culties that may have existed prior to joining 
the military.

Some veterans fi nd it diffi cult to forget their military identity. They fi nd civilian 
life less intense and less meaningful and fi nd that they have diffi culty leading a com-
paratively disorganised and mundane civilian existence. They miss the excitement, 
risk taking, camaraderie, team cohesion, friendships and their identity. They fi nd it 
diffi cult to relate to civilians who do not have the same sense of organisation, team 
sprit and urgency about situations. After leaving the armed forces some veterans work 
in other uniformed ‘services’ such as the police, fi re, ambulance and prison service 
where there may experience continuing exposure to traumatic events.

The military can fee l very much like an institution with its own:
 ➤ culture
 ➤ tradition (down to unit level)
 ➤ reputation (down to unit level)
 ➤ language and jargon
 ➤ housing and accommodation requirements and services
 ➤ timetable and requirements
 ➤ posting cycle
 ➤ medical services, rules and regulations, courts and conduct codes.

Institutionalisation into an authoritarian regime can restrict independence by 
promoting a loss of skills, a loss of individual identity, isolation and social under-
stimulation, the effects of which can all become apparent when a serviceman exits 
the service.

VETERANS AND MENTAL ILLNESS
While the majority of regular and reserve servicemen and women do not experience 
mental health problems during or after service, it is recognised that a signifi cant 
number of ex-servicemen report that they had suffered signifi cant mental health 
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diffi culties while still in the Armed Services but felt unable to consult their military 
GPs and access mental health services while they were in the military. This is linked 
to feelings of shame and guilt, as well as stigma, and also frequently to a fear that 
their career might be compromised or even lost.

Veteran population studies – the assessment of need
Population studies enable the assessment of need for mental health services. There 
have been no British population studies into the mental health needs of veterans, 
making the planning of services very diffi cult. It is estimated currently there are about 
fi ve million veterans in the UK and seven and a half million fi rst-degree dependents.

Military at-risk population studies have been most comprehensively conducted 
in US Vietnam War veterans, with the gold standard being set by the impressive 
National Vietnam Veterans Readjustment Study (NVVRS) (Kulka et al. 1990). Much 
can be learnt from this study. The study was set up as part of the Veterans Health 
Care Amendments (US Public Law 98–160) by the US Congress, which ordered 
that a systematic and comprehensive study be carried out in order to determine 
the prevalence and incidence of PTSD and other psychological problems in read-
justing into civilian life in Vietnam-era veterans. Before this study was carried out, 
assessment and treatment facilities for veterans were dispersed, variable and frankly 
inadequate. Following the study, the Veterans’ Agency in the US was able to plan 
and deliver bespoke mental health services to their veterans. The UK badly needs a 
similar study to be performed.

The NVVRS study started with a sampling frame of 8 million, which included 
all persons who served on active (combat) duty (180 days or more) during the 
Vietnam era (5 August 1964 to 7 May 1975). This represented an estimated 93–94% 
of the total combat veterans from that war who had returned home. Subjects were 
randomly selected (n = 1612 males and 736 females) and an age- and sex-matched 
control group was set up of soldiers who were in the military during the war era but 
did not serve in Vietnam. Measurements were made using self-report questionnaires 
and selected structured interviews including the Diagnostic Interview Schedule. 
NVVRS PTSD prevalence rates are given in Table 12.1.

TABLE 12.1 NVVRS PTSD prevalence rates

Vietnam veterans Non-Vietnam veterans

Male
(n = 1612)

Female
(n = 736)

Male
(n = 1612)

Female
(n = 736)

Prevalence at time of study 15.2% 8.5% 2.5% 1.1%

Lifetime prevalence 30.9% 26.9%

The NVVRS estimated that 1.7 million veterans (or half of all who served in Vietnam) 
suffered partial or full PTSD at some time since discharge from military service and 
that 828 000 did at the time of the study. Co-morbidity levels were high – 50% of 
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Vietnam War theatre veterans with current PTSD had suffered from at least one 
other diagnosable psychiatric disorder within six months prior to the assessment. 
The percentage lifetime and current co-morbidity fi ndings in the NVVRS study are 
shown in Table 12.2. The study also demonstrated high levels of divorce, unemploy-
ment and high rates of accidents – including road traffi c accident rates 49% higher 
in combat veterans compared to non-combatants – and suicide rates 65% higher in 
combat veterans.

TABLE 12.2  Lifetime and current co-morbidity of theatre Vietnam veterans in 
NVVRS study

Previous 6 
months

Lifetime Previous 6 
months

Lifetime:

Male (n = 1612) (%) Female (n = 736) (%)

Major depression 15.7 26.4 23.0 42.3

Dysthymia – 21.0 – 33.2

Generalised anxiety disorder 19.8 43.5 19.4 38.2

Panic disorder 4.9 8.2 12.7 20.8

OCD 8.7 10.4 7.5 12.7

Alcohol abuse 22.2 73.8 10.1 28.5

Drug abuse 6.1 11.3 <1 8

Antisocial personality disorder 10.8 – <1 –

Mania 4.4 5.5 2.5 2.5

In the UK there have been important studies conducted by the King’s College 
Hospital military psychiatry research team into a population of servicemen who 
participated in Operation Telic (the 2003 war in Iraq) (Hotopf et al. 2006; Horn 
et al. 2006). These studies have shown that for serving military personnel the 
most common disorders are depression, anxiety disorders, substance misuse 
(mostly alcohol) and psychological trauma-related disorders including PTSD. It 
is hoped that the Operation Telic studies will evolve into a longitudinal popula-
tion study in veterans as the servicemen end their military careers. Approximately 
25% of this population are now veterans, having left the military since service 
in Operation Telic. At the time of writing, moves are being made in Scotland to 
follow the suggestion of the charity Combat Stress for a population study to be 
conducted there.

While it has been noted above that overall rates of PTSD in personnel who are still 
serving are reported as being generally low, with fi gures of between 1% and 8% being 
reported from recent confl icts, it should be noted that recent UK studies conducted 
in veteran populations claiming war pensions indicate that these veterans are twice 



132 PROMOTING MEN’S MENTAL HEALTH

as likely as civilians to develop delayed-onset PTSD after they leave military service. 
Moreover, it has been shown that 43% of those who present suffering delayed onset 
PTSD develop it within the fi rst year of leaving the services (Brewin and Andrews 
2008). Further research is urgently required into these fi ndings.

Special needs and lack of access to care
While the true mental health needs of the British veteran population are unknown, 
it is known anecdotally through ex-servicemen’s welfare agencies that veterans fre-
quently present to mental health services, especially those in the third sector, with 
complex mental health problems that have been present for a signifi cant number of 
years. Veterans usually present to veterans’ mental health charities such as Combat 
Stress (otherwise known as the Ex-servicemen’s Mental Welfare Organisation) an 
average of 14 years after they have left the Services.

The complex psychiatric disorders most commonly comprise co-morbid pres-
entations of PTSD, depression and alcohol disorders including dependence and 
severe abuse. Moreover, veterans with mental health problems commonly give his-
tories of isolation; social exclusion; social withdrawal; unemployment, including 
multiple episodes of unemployment; inadequate housing; multiple house moves; 
multiple employment episodes and employers; and multiple marriages and rela-
tionships. They frequently present with behavioural disorders manifested by anger 
and outbursts. Many have been homeless for long periods of time and signifi cant 
numbers have been in prison, with ex-servicemen known to be over-represented in 
these populations.

Veterans are poor at accessing the mental health care that they need and comply-
ing with mainstream NHS psychiatric and psychological services – often impulsively 
removing themselves from waiting lists or failing to attend appointments, especially 
for psychotherapy and psychiatry. This is because of shame, embarrassment, and a 
fear that they will not be understood or that they will have to disclose gruesome 
details of combat to relatively young inexperienced female therapists, mental health 
workers or psychologists. Many fear they will not be understood. Many have been 
seen by mental health workers or even their GPs and been told to pull themselves 
together, with a perceived lack of understanding and sympathy making it more likely 
that they will be less inclined to ask for help again. Many who have accessed psycho-
therapy have found it impossible to disclose psychologically traumatic experiences 
and hide behind statements that the therapist or psychologist cannot be told what 
has happened because they have not signed the Offi cial Secrets Act. The material is 
therefore avoided and never disclosed, and trauma-focused psychotherapies for the 
treatment of PTSD are never engaged in.

Further diffi culties can result from a lack of understanding by the mental health 
worker of the signifi cance of military service, including combat, on mental health 
presentations, or a lack of understanding of the military culture and a failure by 
the mental health worker to take an adequate history because of bewilderment of 
military life and military slang/jargon. Shame felt by veterans at having to disclose 
terrible psychological trauma to people whom they felt did not want to listen has 
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also prevented engagement in therapy or a therapeutic alliance from being set up for 
therapy to progress. Sometimes veterans have been included inappropriately in group 
therapies where they have been told by therapists that their traumatic material was 
too upsetting to be disclosed in group psychotherapy. Other issues have been diffi -
culties coping with irritable outbursts in the health setting and diffi culty controlling 
frustration generated by a system they could not follow.

Veterans’ mental health needs can also be seen as falling between services, with 
GPs trying to access CMHTs only to be told that the most appropriate service is psy-
chology or psychotherapy, whereas commonly veterans may need expert prescribing 
of psychotropic medications as well as expert risk assessment in tandem with psycho-
therapy. It should be noted as well that there is a lack of expertise for the treatment 
of PTSD generally and a shortage of mental health workers who themselves have 
served in the military and who therefore have a unique insider understanding of 
military mental health issues and who, in theory at least, should have less diffi culty 
engaging the veteran patient.*

RECENT GOVERNMENT INITIATIVES
In 1948, the British government decreed that healthcare, including the mental 
health care needs of veterans, would be provided for by the NHS. However, the 
mental health needs and the effectiveness of the NHS services delivered to veterans 
have never been evaluated thoroughly. Recently there has been an increase in pop-
ular awareness through the press, because of pressure from ex-service charities and 
the fact that Britain has been fi ghting two wars, that veterans with mental health 
problems have unique needs, making them a unique population. Evidence has also 
been mounting from overseas, in particular Australia and the US. As a result the 
Government has taken some steps to try to address this problem:

 ➤ Efforts have been made to improve access to NHS care by recognising that 
veterans have diffi culty engaging in mental health care, raising awareness of 
this among NHS staff and providing information on how veterans’ health 
needs differ from those of the population generally.

 ➤ NHS Trusts and PCTs have been directed that veterans should be fast-tracked 
and priority given into healthcare, both for physical as well as mental health 
needs.

 ➤ From 2007, veterans have had access to a comprehensive assessment of any 
physical or mental problem they consider is related to their service at the 
Medical Assessment Programme (MAP) based in London and funded by the 
Ministry of Defence (MoD). Treatment recommendations are made following 
assessment and the patient is referred back to his GP for onward specialist 
NHS referral.

 ➤ Since 2007, Reservists have had access to a mental health assessment facility at 

* The UK Trauma Group website gives the addresses of NHS and other clinics in the UK specialising in 
the treatment of PTSD (www.uktrauma.org.uk).
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Chilwell near Nottingham, the Reservists’ Mental Health Programme (RMHP) 
funded by the MoD. Where appropriate, Reservists are offered treatment in 
Military Departments of Community Mental Health.

 ➤ The MoD and the charity Combat Stress have set up six veterans NHS pilot 
sites across the country. These pilots aim to identify the mental health needs of 
veterans and signpost them into appropriate NHS treatment.

 ➤ From 1 April 2009 the Scottish Government has commissioned Combat 
Stress to provide services in Scotland for residential treatment mental health 
programmes.

 ➤ As part of the commissioning guidance document of the Improvement into 
Access into Psychological Treatments (IAPT), veterans have been included as 
being a vulnerable group that has diffi culties accessing care (DH 2008).

EX-SERVICEMEN’S WELFARE ORGANISATIONS
There is a wide range of ex-servicemen’s charities designed to help the veteran and 
their dependents and widows. These include the Royal British Legion (RBL) in 
England, Wales and Northern Ireland and its equivalent, Poppy Scotland, north 
of the border; the Soldiers, Sailors, Airmen and Families Association (SSAFA) and 
the RAF Families Federation. Others specialise depending on target populations; 
for example, Combat Stress specialises in looking after ex-servicemen and veterans 
suffering from mental health illnesses (see below); the Offi cers Association, which 
helps ex-offi cers with welfare; St Dunstan’s, which specialises in helping blind ex-
servicemen; and the British Limbless Ex-Service Men’s Association (BLESMA), which 
specialises in helping the blind and amputees.

Most of these charities emphasise welfare and practical and social needs but are 
also extremely helpful in identifying those who have mental health needs and also 
in helping to stabilise crisis situations by having or being able to advise on accessing 
the resources to fi nd emergency loans, housing and other practical necessities, such 
as equipping a fl at or house with basic furniture or cooking aids. Access to funds can 
also be made available through the veterans’ own regimental funds.

Veterans who develop mental health problems after leaving the services may be 
eligible for a War Pension or (since 6 April 2005) an award under the Armed Forces 
Compensation Scheme. The Service Personnel and Veterans Agency (SPVA) is pilot-
ing projects to identify vulnerable service leavers before they exit and to provide a 
mentoring service for six months for Early Service Leavers (those who leave within 
4 years of enlistment) to ease their transition from military life. The SPVA is a useful 
source of information for veterans about welfare issues.

COMBAT STRESS
Combat Stress (also known as the Ex-serviceman’s Mental Health Welfare 
Organisation) is a national charity and the only mental health charity of any size 
that specialises in treating veterans suffering from mental health disorders. Combat 
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Stress currently provides mental health welfare multidisciplinary treatments within 
a combination of community-based services, as well as within residential rehabilita-
tion programmes. The remainder of this chapter describes the work of the charity as 
an example of how to deliver an ongoing intervention to meet the needs of veterans 
with mental health problems.

Combat Stress was set up in 1919 after the First World War. It functioned for many 
years providing residential respite care for mentally ill veterans, but increasingly over 
the past fi ve years radical changes have been taking place in relation to the services it 
provides, both within the community and in residential care. Combat Stress is part-
funded via the War Pensions system and part-funded by charity (around 60%). The 
intention is that it will soon be funded through the NHS and indeed this is the case 
in Scotland from 1 April 2009.

The charity estimates that in the past 89 years over 85 000 veterans and their 
families have been helped. Currently there are 3680 veterans actively receiving men-
tal health care either in the community or attending residential treatment services, 
or both, with some further 4800 ‘dormant cases’ – those who are in the process of 
either accessing care or who have already accessed care and where intervention is 
completed but who have not as yet been discharged form care. Referral rates have 
been increasing year on year, from 300–400 annually ten years ago to around 1400 
new referrals annually at the time of writing.

While 10 years ago the average age of the veteran was around 60, with a sub-
stantial number of Second World War veterans receiving care, now the average age 
is 43 years and falling (with a range of 20 to 93 years). Ex-Army veterans account 
for 81.5%, with the remainder equally shared by ex-Royal Navy and ex-RAF veterans 
and a very small number of ex-merchant navy seamen. Female veterans account for 
around 3% of the total population.

On average, veterans present 13 years after leaving the military. Most will have 
served in at least one and usually multiple operational tours of duty, with combat 
being extremely common; Northern Ireland operations being the most prevalent.

The Combat Stress population
Clinical audit data (see Box 12.1 and Table 12.3) supported by analyses of psycho-
metric tests demonstrate that veterans accessing Combat Stress frequently present 
with multiple co-morbid psychiatric disorders and social, occupational and rela-
tionship problems. They also present with co-morbid physical conditions, especially 
orthopaedic problems and chronic pain, and increased levels of heart disease and 
diabetes. These fi ndings refl ect formal research studies looking at US veterans which 
have demonstrated higher rates of a large variety of physical illnesses associated with 
high levels of PTSD compared to the general population.
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BOX 12.1  Combat Stress clinical audit data (n = 331) and psychometric data 
analyses (n = 480) 2005–2008

Psychiatric disorders
 ➤ Very high levels of chronic psychiatric disorder and co-morbidity, especially PTSD (ranging 
between 71% for review patients and 81% for new patients) and depression and alcohol-related 
disorders including psychotic presentations with anxiety, anger, personality diffi culties and 
dissociative disorders.

 ➤ Very high rates of attachment/abuse problems related to childhood.
 ➤ Attachment problems regenerated after leaving the military.
 ➤ Co-morbid presentations of PTSD, depression and alcohol abuse or dependence are the most 
common presentation.

Behavioural disorders
 ➤ Aggression, violent behaviour – offending behaviours including Schedule 1 offences.

Physical disorders
 ➤ Chronic physical disabilities/illness especially orthopaedic and chronic pain problems.

Co-morbidity
 ➤ Very high levels of psychiatric and physical co-morbidity.

Social exclusion
 ➤ Dysfunctional relationships, marital and family breakdown.
 ➤ Unemployment (up to 75% of those of working age).
 ➤ High percentage live alone and have accommodation problems.
 ➤ Isolation is a very common problem.

TABLE 12.3  Combat Stress clinical audits 2007

% New patients 
(n = 162)

% Review patients 
(n = 169)

Signifi cant current physical illness: includes diabetes, cardiac 
disorders

59 86

Physical injury (wounding, or accidental) during military service 45 62

Psychiatric illness as a measure of chronicity – had consulted 
at least their GP for military-related mental health problems in 
the past

75 95

Multiple exposure to (military) psychological trauma 95 84

(continued)
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% New patients 
(n = 162)

% Review patients 
(n = 169)

Past and present history of alcohol and drug dependence and 
abuse

69 74

Signifi cant attachment diffi culties in childhood/adolescence, 
including child sexual abuse and other forms of abuse

59 39

Clinical pathways into care and referrals
Combat Stress looks after a help-seeking population that has largely tried to become 
engaged with the NHS in the past but has either not remained engaged or has failed 
to engage. Around half of the veterans self-refer or are referred by their wives, girl-
friends, or partners (see Table 12.4). Commonly referral is precipitated by a family, 
relationship or marital crisis and in many of these cases the veteran is being given 
an ultimatum to get better by his spouse or girlfriend. Direct referrals from GPs and 
NHS mental health professionals occur but these are extremely rare.

TABLE 12.4  Referrals into Combat Stress care 2006/7

NHS, social services and military service discharge boards 11% (including approximately 3% NHS)

Service charities, welfare organisations, VA, SPVA 31%

Self referral, referral through family members – wife or partners 46%

Other 13%

Aims of Combat Stress intervention
The main aims of intervention are to assess and treat mental health illness and, with 
the permission of the veteran, to refer into NHS services. Management may be taken 
over by the NHS or joint management undertaken depending on the clinical pre-
sentation and the veteran’s own wishes. Welfare needs are also managed and access 
to work retraining is encouraged wherever possible.

Once referred, the veteran will receive an initial Regional Welfare Offi cer (RWO) 
visit and if a mental health problem exists, with their GP’s written consent, veterans 
are offered a mental health assessment. The RWO is a retired military offi cer who 
is not formally trained in mental health, but who has knowledge of mental health 
problems and who is an integral member of a clinical multidisciplinary team. The 
RWO is the main portal of entry into care for the veteran. It is hoped that issues of 
stigma, shame and other civilian barriers can be overcome by the RWOs, who speak 
the same language as the veterans and are able to gain their trust.

Community services
The Community Welfare arm of Combat Stress employs sixteen (regional) RWOs 
across the UK and Ireland. A desk offi cer manages each RWO. After the initial visit 
the RWO offers welfare support and help. He will also write a referral report for the 
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multidisciplinary team based within a residential treatment centre. The RWO liaises 
with the SPVA in relation to the veterans’ war pension entitlement, as well as with 
other service charities, and also explores avenues such as retraining for work, if indi-
cated. The RWO follows up and stays in touch as long as the patient’s case remains 
‘active’, i.e. help is being delivered for welfare or clinical needs, or both.

Combat Stress is currently in the process of setting up multidisciplinary com-
munity services, with the appointment of 16 teams to work alongside the RWOs 
across the country. Each team will be manned by an RMN, a generic mental health 
worker who is profi cient at delivering therapies including family therapy, and ses-
sional psychiatrists and psychologists. The aims of the community teams are to assess 
and manage those patients they can within a community setting and to encourage 
and plug patients into appropriate NHS services via the veteran’s GP. They will also 
refer patients into one of the three treatment centres for bespoke residential treat-
ment programmes. Several community treatments including family groups are being 
delivered from residential treatment centres. The aim will be to transfer some of these 
programmes into a community setting in due course.

Residential treatments
Combat Stress owns three residential treatment centres: Tyrwhitt House in Surrey, 
Audley Court in Newport, Shropshire and Hollybush House in Ayr. Each has around 
30 beds as well as some accommodation for spouses.

The treatment centres are run in a manner that is sensitive to military culture. 
Many but not all the staff are ex-military (mental health workers) themselves. The 
treatment centres foster a strong therapeutic milieu that an ex-serviceman can easily 
identify with and encourage a culture of peer support. Most ex-servicemen have no 
diffi culty feeling at ease within this unique setting.

Combat Stress has adopted a recovery model of care in keeping with NICE guide-
lines for the treatment of veterans (see Box 12.2). Most veterans seen within the 
service have complex presentations and needs. Currently patients are admitted for 
an initial fi ve-day assessment. This helps the veteran to feel safe and engage with the 
service. Veterans are then usually offered three two-week admissions or six one-week 
admissions over a one-year period before their care plans are reviewed. Currently they 
access a rolling programme comprising group psychoeducation as well as individual 
trauma-focused therapies, including trauma-focused cognitive behaviour therapy 
(TF-CBT); eye movement desensitisation and reprocessing (EMDR); rehabilitation 
activities aimed at socialising them; and access to multidisciplinary interventions 
with psychologists, OTs, psychiatrists and RMNs.

In the near future, Combat Stress will be able to deliver assessment in the com-
munity and will be reorganising its residential bespoke treatment programmes which 
will be targeted more specifi cally at the needs of the individual veteran.

As far as treatments for PTSD are concerned, Combat Stress aims to have a 
bespoke intensive programme lasting four to six weeks in the residential setting, 
with group and individual psychotherapy that is then followed up and continued 
in the community. In addition, the aim is to have a bespoke programme for old-age 
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veterans mainly run in the community and a remedial intensive programme which 
will be community-based for those who have treatment-resistant chronic PTSD, as 
well as the current rolling programme and a programme based solely on respite care.

All these programmes will be run with a residential component as well as a com-
munity component, will be evidence-based and run on the lines of the US veterans 
rehabilitation treatment protocols and the Australian veterans’ mental health services.*

BOX 12.2  Treatment of PTSD in veterans: basic principles

Multimodal assessment
 ➤ Clinical history and mental state examination; psychometric tests: subjective and objective.

Stabilise
 ➤ Prepare for therapy: detox alcohol, drugs.
 ➤ Address welfare needs – homelessness, isolation, etc.
 ➤ Prescribe appropriate medications SSRI and related antidepressants, mood stabilisers, anti-
impulse, major tranquillisers, medications for pain.

Therapy
 ➤ Outpatient services:

 ➤  assessment plus TF-CBT
 ➤ EMDR (single trauma much easier to address!).

 ➤ Residential specialist services:
 ➤ initial stabilisation, then disclosure/psychotherapy, then rehabilitation
 ➤ group programmes: psychoeducation; cognitive restructuring groups; individual TF-CBT; 
EMDR; psychodynamic including disclosure work; narrative therapy.

Rehabilitation
 ➤ Needs to commence at the outset – may need to include retraining.

BOX 12.3  Combat Stress Treatment Strategy (Dec 2007); chronic disease 
management as per 2005 NICE Guidelines for treatment of veterans 
with PTSD

1 Initial preparation.

2 Stabilisation and safety.

3  Disclosure and working through of the traumatic material and psychotherapy on an individual basis.

4 Rehabilitation and reintegration within society; normalising activities of daily living.

Initial preparation: At Combat Stress this translates to assessment by the RWO and referral meeting 

* See www.dva.gov.au/HEALTH_AND_WELL-BEING/Pages/index.aspx
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with the multidisciplinary team (MDT); gathering of information from GP and NHS team if available; 
followed by active preparation for initial assessment admission, such as detoxifi cation from alcohol 
and drugs if needed.

Stabilisation and safety: At Combat Stress this includes psychiatric assessment and the prescription 
of appropriate medications; engendering trust; engendering safety within a therapeutic milieu; 
psychoeducation; admission for fi ve-day MDT assessment; subsequent further admissions (current 
practice); formulation of the Whole Person Care Plan and communication to GP and other agencies 
working with the veteran. Treatment of co-morbid disorders, such as chronic pain, depression and 
alcohol dependence is provided before trauma work is undertaken.

Disclosure and working through of the traumatic material and psychotherapy on an individual 
basis: At Combat Stress this translates to eventually (after engaging in psycho-education of PTSD, 
alcohol and illicit drugs, coping, anxiety and anger management, etc) when the individual is in the 
right mental ‘space’ and able to confront traumatic material, disclosure and working through of the 
traumatic material and psychotherapy on an individual basis. The best approaches used here include 
trauma focussed therapies including trauma-focused cognitive behaviour therapy (TF-CBT) and eye 
movement desensitisation and reprocessing (EMDR).

Some patients just cannot be treated using these techniques. Many patients also have attachment 
diffi culties stemming from childhood, bullying and maltreatment within their service life and loss 
attachment issues on leaving the services. These patients additionally need psychotherapeutic 
interventions incorporating long-term psychotherapies. Advice is given to the GP to refer on to the 
local psychology services for engagement in local TF-CBT/EMDR if available.

Rehabilitation and reintegration within society: This requires occupational therapy assessment and 
int erventions normalising activ ities of dail y living. At Co mbat Stress reh abilitation starts on admission ; 
welfare support h elps reintegration within society, work retraining may be indicated and Combat 
Stress can refer to agencies that deliver this.

Family and spouse interventions – carers’ groups, family and couple 
therapy
Studies have shown that in US combat veterans the most powerful predictors of 
ongoing PTSD are fi rst the dose response effect (i.e. dose of exposure to trauma/
combat/time in the front line) and, second, impaired family functioning (which 
was found to be more powerful than personality and developmental issues). There is 
also a very strong correlation between PTSD severity and family dysfunction. Studies 
into treatment outcome for veterans have demonstrated that those who do best in 
treatment are those who are in a supportive relationship with a female – usually 
their wife (see Egendorf 1986). Marital support is crucial to adjustment in veterans.

All the Combat Stress treatment centres run regular family and carers groups along 
the same lines as those run by the Australian Veterans Mental Health Services. Groups 
are also run in the community in the large cities. Their purpose is to help, educate 
and support the family members of the veteran accessing the care of Combat Stress.

Combat Stress helpline
Welfare Desk offi cers offer 9–5 telephone advice and become the named point 
of contact for each individual veteran that calls. A nursing station also offers 
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out-of-hours advice to veterans – effectively meaning that a 24-hour helpline is avail-
able. A bespoke helpline is in process of being set up with the Samaritans.

The Combat Stress website provides information on post-traumatic stress dis-
order, the services offered by the charity, frequently asked questions and contact 
details for the support team in each region of the country.

CONCLUSION
While at last the needs of veterans with mental health problems seem to have started 
to be taken seriously by the government, there is much left to do. A population study 
is badly needed to identify the size and nature of the problem and aid the planning 
of services. While referrals to Combat Stress continue to rise, what this charity may 
be dealing with is only one end of the spectrum. It needs to be acknowledged that 
some of the problem lies with the veterans themselves, who are very hard to engage. 
Another diffi culty is the failure of the NHS to fully understand and respond to the 
need, and the traditional reliance on ex-service charities which for years have only 
offered respite care. The challenge for the future will be to help the NHS to pro-
vide adequate services across the country. The model evolving in Scotland, where 
Combat Stress will be working in partnership with the NHS, may be the model of 
care that proves to be the ideal long-term clinical service. Joint working between the 
NHS, CMHTs, the Improving Access to Psychological Therapies (IAPT) programme, 
Ministry of Defence pilot sites and ex-military charities is probably the best way for-
ward for service delivery and planning.
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CHAPTER 13

Anger management and violence 
prevention with men

Sue and Pete Dominey

INTRODUCTION
Anger is a natural human emotion that everyone experiences at one time or another. 
Very mild types of anger can be expressed as distaste, displeasure or irritation. It can 
be a normal, healthy reaction to feeling frustrated, criticised or threatened. People 
will either become scared or angry in response to these types of situation – this is 
known as the ‘fi ght or fl ight’ response. It can also be a secondary emotion that comes 
straight after feeling scared, sad or lonely. But anger can range from feeling normal 
annoyance to full-blown rage, which can cloud your thinking and judgement and 
may lead to actions that are unreasonable and/or irrational.

Examples of common factors that can make people angry are:
 ➤ losing someone you love (grief )
 ➤ sexual frustration
 ➤ being tired, hungry or in pain
 ➤ physical withdrawal from certain medicines or drugs.

Anger isn’t always a bad thing and it can be a helpful emotion when we need it for 
survival or to protect other people. However, when anger isn’t managed properly, it 
can lead to aggression and the physical, mental and emotional abuse of yourself or 
other people (Parker Hall 2009). This is shown in many different ways including:

 ➤ sarcastic comments
 ➤ swearing
 ➤ name-calling
 ➤ bullying
 ➤ physical violence, e.g. hitting and kicking
 ➤ self-injury, e.g. cutting yourself or banging your head against a wall.
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Help to manage anger may be found through cognitive behaviour therapy, talking 
treatments or specifi c anger management or domestic violence programmes. Anger 
management is a form of counselling to help people cope with any angry feelings 
they may have that are affecting their health, work, social behaviour or personal 
relationships.

WHO NEEDS ANGER MANAGEMENT?
Men with anger issues will often believe that their anger is everyone else’s fault. It 
can therefore take others around him to make a man realise that he has an anger 
problem. Families, workmates or friends may start to let the man know that they 
are scared of him, perhaps because his behaviour spoils nights out, he’s aggressive 
or abusive towards his partner, he’s been a bit tough on the kids, or there have been 
incidents at work, on the sports fi eld, or road rage.

A man losing his temper is often a clue to other problems – especially stress, and 
that feeling of being on the edge is common. It could also be that current life events, 
such as bereavement, relationship problems or trauma through accidents, have 
impacted in a way to cause a manifestation of powerful feelings. Painful memories 
and experiences from a man’s past or childhood can be ‘tapped into’ or repressed, 
and destructive anger ‘acted out’.

Admitting that there’s a problem is the fi rst step; deciding to get help can be 
another huge step. It is well known that many men fi nd it diffi cult to ask for help 
and it is often a point of crisis that propels a man to seek help.

ASKING FOR HELP
Asking for help about anything can be diffi cult for many men – it puts them in a 
position of admitting vulnerability and feeling that it’s a sign of weakness. This is 
tied into the way men ‘do’ shame, embarrassment, fear of consequences, fear of being 
judged, denial, minimisation, collusion – ‘it’s not a problem’.

When men do ask for help, often the fi rst stop is their local health centre – the 
GP and other health professionals. Occasionally, if their temper/anger has really got 
them into trouble, they may be signposted by the police, Social Services, Sure Start 
workers, A&E, mental health services, drug and alcohol services, or Relate (the UK’s 
largest provider of relationship counselling and sex therapy). Men may also search 
the internet and phone book looking for a source of help, though in the UK, access 
to help with anger management is better in some areas of the country than in others.

Some of the things that men will commonly say at the fi rst point of asking for 
help include:

 ➤ ‘I’m losing my temper’
 ➤ ‘I need anger management’
 ➤ ‘I’m losing the plot’
 ➤ ‘She/he/they wind me up’
 ➤ ‘I just saw red/I lost it’
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 ➤ ‘I just can’t remember but the wife/girlfriend tells me’
 ➤ ‘I just exploded, I can’t help it’
 ➤ ‘She/he/they pushed me too far’.

It’s important to engage positively with men who present with anger management 
issues – fi rst impressions count. Building trust and developing a good working 
relationship are crucial. Aim to be non-judgemental, encouraging, supportive and 
reassuring (remember they are probably scared).

WHAT NEEDS TO BE MANAGED?
Very often anger is the secondary problem, it’s the way men ‘do’ their emotions that 
can lead them to being angry a lot. When they feel sad, scared, insecure, emotion-
ally hurt – many vulnerable emotions – they go to anger. Having a blast of anger is 
a quick release and makes them feel powerful, whereas feeling vulnerable isn’t how 
they’re ‘supposed’ to be feeling as men. The problem is that they don’t really feel 
better after the outburst of anger; it often causes problems that just add to the sense 
of shame and insecurity that caused the anger in the fi rst place.

Managing anger, for men, can be closely tied to working out how they ‘do’ their 
emotions and learning to ‘do’ them differently. This means having a good look at 
themselves and working out how they ‘work’; this is often tied in with other issues, 
around childhood and early experiences which can drive how we all behave.

It can also be tied in to how men see the world they live in. If they believe that 
the world’s a hostile place and they are the victim it means they feel entitled to get 
angry, but it also makes it diffi cult to do anything about their problems, as nothing 
is in their power to change. Taking responsibility for themselves is also a big part of 
managing themselves and their emotions differently. Put simply, managing anger is 
about much more than learning to keep your temper.

‘Anger management’ has become a bit of a buzz word. This has meant that 
increasingly it’s seen as acceptable for men to ask for help with anger management, 
but it’s important to be aware that it can be a cover for other emotional and mental 
health problems.

WHAT WORKS?
The changes needed to manage problems with anger can be helped either through 
groups or ‘one to one’ counselling or therapy.

One to one counselling or therapy can get to some of the underlying issues caus-
ing emotional problems, providing therapeutic support to recover and heal from 
early childhood/life experiences. Some types of therapy – especially cognitive behavi-
oural therapy (CBT), which focuses on changing patterns of thinking and behaviour 
– can be used to help people manage themselves better, but can often miss some 
underlying emotional issues.

Group work can be very positive, instilling hope and supporting a man by helping 
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him to feel less alone – a problem shared is a problem halved – but many men 
express anxiety and show a real resistance to joining a group. Admitting they have 
a problem is tough enough, admitting it to a room full of other men can feel really 
scary. But the benefi ts of meeting others with similar problems and sharing solutions 
and tips are huge. Having men around who’ve seen improvements in their lives is a 
real encouragement (Yalom 1995).

As a rule of thumb, adults work better in groups (although they might not choose 
it) and boys/teenagers work better one to one. This is mainly because the peer pres-
sure among teenagers is so great and can easily over-ride any group ethos set by the 
facilitators. Adult groups of around ten tend to work, but ground rules should be set 
together and reviewed occasionally. Groups with teenagers can work, however, the 
smaller the group the better, and the boundaries have to be fi rm! What is needed in 
both groups and one to one is that men are helped to feel safe and build trust with 
those who are supporting them. No one reacts well, can listen and learn, if they feel 
scared and uncomfortable or if they feel judged and ‘shamed’. So this must be the 
fi rst job for the facilitator(s) or counsellor(s), after which a curriculum that allows 
men to examine how they ‘work’ can be followed (Waring and Wilson 1990).

HOW SHOULD A GROUP SESSION BE STRUCTURED?
At the Brave Project,* a violence prevention and anger management intervention 
for men in Bradford, UK, we run a two-hour group session, the fi rst half of which is 
‘the check-in’. The group sits in a circle and facilitators ask each man to ‘check in’ – 
describing how their week/fortnight etc has been, the highs and lows, describing any 
angry incidents that might have happened and analysing what went on. Often it’s an 
opportunity to offl oad and be respectfully listened to. The group facilitators set the 
tone for the group and encourage emotional openness, being authentic and honest.

Many men say that they have never heard men speak so openly before and that 
the group becomes the only place where they can talk like that. We have coined the 
term ‘heart sharing’, as the men learn to be honest about how they tell their stories 
and express their emotions, developing a new language for emotions other that just 
anger or rage. Most of the men who have attended the Brave Project have shown that 
underneath the anger they were often feeling a lot of fear and sadness.

The check-in part of the group can often run over an hour as each man has his 
turn and but we aim to bring this part of the session to a close within 90 minutes to 
leave time for a short break and then a group exercise or discussion, either from the 
curriculum or from something that cropped up in the check-in.

When delivering this type of work, it’s important to be careful not to challenge the 
men too early on or you might lose them. Avoid shaming at all costs (check your own 
attitudes and beliefs) and know your limitations. Facilitators should ask themselves 
whether they are prepared to go to places they are asking the men in the group to go 
– looking at their thoughts, feelings and behaviour; sometimes looking deep within.

* www.brave-project.org
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WHAT CURRICULUM SHOULD I USE?
As well as having some anger management techniques and strategies, the curriculum/
programme should include exercises to encourage and help the men to understand 
themselves. There are anger management workbooks available, many of them using 
visual techniques (‘anger-ladder’, ‘traffi c lights’, etc) which help the men to remem-
ber when those trigger moments come. Staple handouts given to every man should 
include: ‘The Anger Ladder’, ‘Spotting Anger Signals’, ‘Emotional Tank’, ‘Anger 
Funnel’ and ‘Time Out’.

It can help if the men can keep an anger diary which will help them to focus 
on themselves, to see the patterns and drives to their anger and abusive behaviour, 
and to begin to recognise the consequences of their anger, on themselves and those 
around them. It’s often useful in the groups to do some analysis of angry incidents, 
to begin to de-mystify what happens and to point out during the episode when dif-
ferent choices could have been made (Waring and Wilson 1990).

It helps to start looking at the way men think about anger. Anger is a natural emo-
tion, and not always damaging. It can be expressed in a positive, assertive, passionate 
way without harming self or others. It is mostly aggressive rage that does damage. 
Most men believe they go from ‘calm’ to ‘blind rage’ instantly; it’s important to help 
them believe that they do that journey more slowly. They will need to become more 
aware of the bodily signs – sweaty palms, butterfl ies in stomach, pumping heart, dry 
mouth – all of which men fi nd easy to ignore.

Anger is an emotion that makes us focus outwards – ‘someone’s doing some-
thing to me’, blaming others and often wanting to punish. We also tend to ‘wind 
ourselves up’, have internal voices going on – ‘who do they think they are?’, etc. It’s 
not diffi cult to recognise these, and change them to ‘wind ourselves down’ phrases 
– ‘it’s not worth it’, ‘don’t take it personally’.

There are also diffi cult emotional situations which can trigger our anger; these 
can be very personal, but common ones are feeling disrespected or disregarded 
and not being listened to. Some actual situations can also be recognised as danger 
zones, such as traffi c jams, supermarkets, being put on hold on the phone; all these 
situations can be recognised as our ‘triggers’ and be prepared for. In fact all of these 
situations can often be generalised into ‘when we feel vulnerable’ which takes us back 
to that ‘not measuring up’ feeling and the need to help ourselves feel more power-
ful. Learning new strategies to feel vulnerable or powerless and still be OK is a lot of 
what’s needed to control anger.

Exercises that help to educate men around emotions are always useful, helping 
to build ‘emotional muscle’. It can also help to look at distorted thinking patterns – 
‘stinking thinking’ – and some of the attitudes and beliefs that drive that thinking. 
We all have self-talk going on in our heads a lot of the time and there are exercises 
that can turn that self-talk from negative to positive (Heery 2001).

In the beginning it helps with confi dence to work from a programme, but eventu-
ally, with experience, it can be best to work with what comes up during the check-in.
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WHAT ARE SUITABLE APPROACHES FOR WORKING WITH MEN?
A strengths-based approach
A strengths-based approach has a simple premise – identify what is going well, do 
more of it and build on it. Strengths are positive factors, both in the individual and 
in the environment, which support healthy development.

A strengths-based approach recognises that each of us has a combination of risk 
factors and protective factors which shape our development. Some of them are within 
our control and some beyond. Much attention has been given to the risk factors that 
have led to young men being over-represented among road crash fatalities, youth 
suicides, perpetrators of violence and many other negative statistics. What has been 
given far less attention are the protective factors that mean most young men are not 
counted among those statistics, and most lead healthy and productive lives posing 
no risk to themselves or others. Rather than having a problem-based orientation and 
a risk focus, a strengths-based approach seeks to understand and develop the factors 
that protect most young people.

A strengths-based approach has three distinct elements:
1 The approach emphasises the resourcefulness and resilience that exists in every-

one rather than dwelling on what has gone wrong or placed a person at risk. It 
affi rms that people can grow and change and that everyone has a range of abil-
ities and strengths, which, with the right support, can be mobilised to give them 
a better future.

2 A second element of a strengths-based approach is an acceptance that the solu-
tions will not be the same for everyone, that the strengths of individuals and the 
circumstances are different and that people need to be fully involved in identify-
ing their goals and building on their strengths and resources.

3 The third element is the recognition that as individuals we live within famil-
ies, communities, a society and a culture and that all these, along with our 
own attributes, determine our well-being. The strengths of these different 
environments are just as important to good outcomes as the strengths of 
individuals.

Strengths are also described as protective factors. Protective factors, as the name 
suggests, provide a buffer against risk factors. An individual’s ability to cope with 
and manage the balance between risks, stressful life events and protective factors is 
increasingly described as ‘resilience’

Male-focused approaches
Male-foc used approaches are built on the understanding that being male is not 
just the gender  into which half of us are born, but is about a se t of characteristics, 
activities, preferenc es and forms of expression which we associate with it. As well a s 
gender-related traits and preferences, some of which are  biologically determined and 
some culturally, there is a range of explicit and implicit expectations which are placed 
on boys when they are born and reinforced throughout their lives. Male-focussed 
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approaches accept this and respond to the fact boys and young men face unique 
challenges and need different responses. A strengths-based, male-focused approach 
will pay particular attention to the unique strengths which boys and young men have 
and work to develop them further (Dominey 2005).

WHAT CAN BE ACHIEVED?
Men often feel worse before they start to feel better if they really ‘walk the walk’ 
rather than just ‘talking the talk’; they need lots of positive reinforcements, positive 
‘pats and strokes’ and encouragement. For men who successfully go through anger 
management interventions, however, as well as starting to like themselves more, the 
range of benefi ts they experience can include:

 ➤ improved health and well-being
 ➤ reduced risk of harm to self and others
 ➤ increased self-esteem and confi dence
 ➤ improved relationships at home and work
 ➤ reduced stress
 ➤ better quality of life
 ➤ improved ability to focus and concentrate (work output)
 ➤ less road rage
 ➤ avoidance of confl ict
 ➤ ability to handle stressful situations.

CONCLUSION
Being able to deal with feelings of anger and frustration in a healthy way is essential 
for achieving a positive state of mental well-being and for not damaging the men-
tal well-being of those around us. Regularly and uncontrollably fl ying into a rage 
makes truly healthy and rewarding relationships with others impossible and creates 
stress and anxiety for all concerned. As well as the negative impact of inappropriately 
expressed anger, unexpressed anger can also create problems, leading to passive-
aggressive behaviour, such as getting at people behind their backs, constantly putting 
others down or being critical or cynical of everything all the time.

Anger management plays a vital role for men who have diffi culties with anger in 
helping them to learn new strategies to enable them to control both their outward 
behaviour and their internal responses, dealing with their anger without lashing out, 
hurting others or themselves, or unhealthily internalising their feelings.
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CHAPTER 14

Tackling stress in the workpla ce
Andrew Kinder and Steve Boorman

INTRODUCTION
It is, perhaps, an often-missed fact that a substantial proportion of our waking lives 
are spent in the workplace. Whatever the source of stress, its consequences may be 
felt at work. Employers often worry about sickness absence and the cost associated 
with people being unable to work due to illness and stress-related illness is often 
a leading cause for concern. Sick presenteeism is also an important issue – people 
attending work, but with personal/medical issues which may impair their work per-
formance resulting in accident, lost quality, poor effi ciency, etc.

The workplace is a good place to tackle stress as whatever the source – whether an 
issue is directly work-related or not – its impacts may incur work costs. This chapter 
describes the reasons why workplace-based approaches can be effective and proposes 
some practical ways of tackling stress in the workplace.

HUMAN CAPITAL
Many businesses tri tely say ‘people are our greatest asset’ but often fail to measure 
the value. Costs associated with ill-health may be considerable – the reality of sick-
ness absence of, say, 5% is that one twentieth of the wage bill is going to support 
people not at work. However, this is not the only cost – sickness may require others 
to cover or temporary staff may be needed. Individuals less familiar with a job or 
not there at all may reduce productivity, or impair quality. Lost opportunities may 
occur and management time is often needed to manage sick employees. These extra 
costs all add up.

This is, however, only the tip of the iceberg. For every one individual who actu-
ally stays home sick, there are others who attend work but underperform due to 
illness. Particularly with stress-related illness, the consequences may be wide-rang-
ing, including, for example, less creativity, poor memory, impaired problem solving, 
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poor quality, mistakes and accidents. Less obvious consequences may be additional 
management time, poor workplace relationships, failure to capitalise on opportun-
ities and issues of staff turnover and costs associated with retraining and recruitment.

Stress-related illness is a major contributor to these high costs and is often also 
an underlying factor in illness recorded due to other causes. An individual with a bad 
cold or bad back may ‘soldier on’, but if they are already under stress for other rea-
sons their threshold for remaining at work or succumbing to the role of the patient 
may be lowered.

A business case can therefore be built up to invest in tackling stress in the work-
place, whatever its origin.

EMPLOYERS’ DUTIES
Since the passi ng of the Health and Safety at Work Act in 1974 employers have had 
clear statutory duties of care. The legislation requires workers’ health and safety to 
be protected ‘as far as reasonably practicable’ and is reinforced by additional regula-
tions that enforce an approach of identifying and reducing risks. These duties extend 
beyond simple physical issues of risks and include issues of a psychosocial nature. 
Enforcing authorities have been relatively slow to act in relation to stress issues, but 
since the development of Health and Safety Executive (HSE) guidance a number of 
enforcement notices and prosecutions have arisen and been pursued to conclusion.

Employers may also be subject to civil claims if they cause harm to their workers. 
Whilst cause and effect may sometimes be diffi cult to establish without doubt (it 
is easier to be clear that a broken leg was the result of a fall down a poorly guarded 
hole, for example), courts have developed experience over recent decades of deal-
ing with stress-related illness in litigation. Compensation claims are possible and in 
some cases have run to very substantial sums.

Aside from duties under law, most employers would understand a simple moral 
duty of care for their fellow workers. The HSE also published information empha-
sising that ‘Good Health Equals Good Business’ – a tagline promoting the message 
that happy, healthy people are likely to be more productive and give a better return 
on investment.*

HSE MANAGEMENT STANDARDS
The HSE  recommend a fi ve-step risk assessment process, supported by management 
standards to identify stress hazards:
1 Identify hazards
2 Decide who might be harmed and how
3 Evaluate the risk and take action to avoid or reduce
4 Record the action plan
5 Monitor and review to ensure the plan remains effective.

* See www.hse.gov.uk for more information.
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To assist employers in tackling the issue, the HSE have published a set of manage-
ment standards defi ning workplace conditions to help employees avoid stress-related 
illness. For all these areas the employer is expected to ensure that systems are in place 
to enable issues to be identifi ed and responded to.

 ➤ Demands: This standard covers issues such as wor king environment, workload 
and work patterns and seeks to ensure that employees can cope with the 
demands of their job.

 ➤ Control: This covers the extent to which individu als can infl uence their work 
and are involved.

 ➤ Support: This includes the resources available to  encourage and support 
employees.

 ➤ Relationship: This relates to promoting positive working arra ngements and 
dealing with confl ict and unacceptable behaviour.

 ➤ Role: This is about ensuring that individuals  understand their roles and are not 
placed in confl icting situations.

 ➤ Change: This deals with how well change is managed  and communicated.

Although the above approach is not a statutory requirement to be followed to the let-
ter, its development and publication by the HSE effectively constitutes the enforcing 
authority’s view of what an employer should reasonably do to avoid stress-related 
issues arising from work. Support tools based on this model are widely available, 
either direct from the HSE or from commercial providers of stress control approaches.

WORKPLACE SUPPORT
The HSE approach seek s to reduce the likelihood of workplace stressors causing 
work-related illness. However, distress is not uncommon and the costs already high-
lighted make it often worthwhile, particularly for larger employers, to ensure access 
to employee support services.* A wide range of options exist in terms of how these 
are organised and delivered and it is fair to highlight that their effectiveness can be 
variable and needs to be measured and monitored.

Where provided, an employer is responsible for ensuring that the services offered 
are ethical and appropriate. The Association for Counselling at Work (ACW) pub-
lished guidelines in 2007 which are helpful in understanding what is or isn’t ethical 
and appropriate and in outlining different models of support (Hughes and Kinder 
2007).†

Mode of delivery is inextricably linked to cost – ‘hands on’, local support invol-
ving highly trained professionals clearly being more costly to sustain than alternative 
remote approaches, such as telephone support or information delivered via web-
sites. Mode of delivery is also relevant to uptake and usage. Face-to-face delivery is 
not always better – the anonymity of more remote or technology-based support can 

* See Boorman (2008) for more discussion of this.
† This can be downloaded from www.counsellingatwork.org.uk
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be preferred in some situations and individuals differ in their personal preferences.
Comprehensive programmes providing a range of support interventions are 

often termed ‘employee assistance programmes’ (EAPs). Again, many options exist 
and these may range from, at their simplest, telephone or e-based advice provision, 
through to services designed to provide employees with virtually any problem solu-
tion (some services extend to the provision of ‘concierge’ services which can even 
walk the dog, buy presents or fl owers, or diary manage the harassed executive delayed 
at a late-running meeting!)

Commonly, EAPs provide support for work-related problems, debt or fi nancial 
issues and for relationship issues. Extended services may also provide legal advice 
and support. In some circumstances the provision of comprehensive legal support 
of this nature may become a taxable benefi t – particularly if support provided is 
not directly related to solving issues associated with work and reducing the distress 
that the individual is experiencing. Guidelines have been released to clarify this (see 
www.eapa.org.uk).

STRESS ASSESSMENT TOOLS
Structured ques tionnaire-based tools are often used to score or collate informa-
tion about stress or other health issues. Many organisations use surveys to gauge 
employee morale and to gain feedback on issues important to employees and many 
such surveys collect important data relevant to the areas highlighted within the HSE 
management standards described above. These approaches are important to monitor 
stress within the workplace and to evaluate whether the organisation’s programme 
of support is having a signifi cant effect on the causes of stress (see Kinder 2004).

HOW DO YOU SET UP SUPPORT SERVICES FOR MEN?
As described earlier, given the costs to the UK economy of stress in the workplace 
and the personal impact on individuals, it is imperative for organisations to take 
action to reduce its effect. The principle is that effective support for employees will 
increase the psychological health of an organisation. Such support is wide and var-
ied and the remainder of this chapter will outline what is available with a particular 
focus on the counselling needs of men.

It is often the case that men contact a support service as the ‘last resort’, such as 
where their marital relationship has reached the stage where one partner is threaten-
ing to walk out or the employee has to attend a dismissal interview in a day’s time. 
Seeking support is counter-culture for many men and therefore it can be associated 
with a level of shame or a concern of being perceived as ‘being weak’. This needs to 
be taken into account when setting up a service. It is therefore vital that counselling 
and EAP services provide a variety of ways to access services. Alongside the more 
traditional face-to-face sessions there are other methods which are popular with 
men, perhaps because they are anonymous. Some media will be more attractive to 
younger men (e.g. texting) while others will be used by men who are ‘just looking’ 
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(e.g. telephone) or seeking advice for a colleague (e.g. self-help guides). Types of 
media through which support can be accessed include:

 ➤ online counselling in ‘real time’
 ➤ telephone
 ➤ texting
 ➤ interaction with a computer software package, such as computerised Cognitive 

Behavioural Therapy
 ➤ bibliotherapy, such as self-help books.

The most commonly used medium is face-to-face but this needs to be carefully con-
sidered. If the counselling room is located in the organisation and is situated in a 
main thoroughfare without a waiting room, it will be no surprise if men will hardly 
use it due to confi dentiality concerns. A private room with a waiting area so that 
men can slip into the room unnoticed will be much more benefi cial. Some men like 
a reception facility which they report into prior to their appointment, while others 
will prefer booking their session remotely. Whatever method, it is important to make 
the experience for the man a discreet one – men are unlikely to want to bump into 
their boss in the waiting room and certainly don’t wish to fi nd that they can over-
hear what’s being said in the next-door counselling room.

HOW DO YOU PROMOTE THE SERVICE?
The general ‘feel’ of the service is important; for instance, would you prefer to go to a 
‘well-being clinic’ because you wanted to improve your functioning or a ‘counselling 
service’ because you were not coping? Branding is more than what marketing peo-
ple get excited about, it is about what the service needs to convey to potential users 
in a positive up-beat way. It is worth thinking through what is in a name. ‘Mental 
health’, for example, can have a negative association, whereas ‘well-being’, ‘wellness’, 
‘coaching’ and action words, such as ‘positive step’ and ‘healthy living’, can be used 
to convey a more up-beat message. Whatever the name, the service needs to develop 
and actually live the brand. Practitioners, receptionists and everyone associated with 
the programme needs to be proud of what the service can do and connect to the 
branding. Sometimes services go for a word which is totally new and doesn’t mean 
anything. A new brand can be created but this takes time and don’t be surprised if 
people keep referring to it as how it was previously known (e.g. one service renamed 
‘Employee Support’ was still being referred to by its old name, ‘Welfare’, over seven 
years later). Bear in mind also that change takes time for the people running the ser-
vice, as well as for the clients of the service.

When setting up a new service there is a great opportunity to use different ways of 
getting the message across. If there’s an existing service, the use of a different, more 
novel, way of communicating can give it a fresh appeal, such as:

 ➤ using real case studies of men who are accessing the service (anonymously, of 
course)

 ➤ putting posters in places where men are likely to read them (the walls of toilets 
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can be used to good effect, but it’s worth keeping an eye on the posters to 
ensure that they are not defaced!)

 ➤ distributing topical newsletters or email cascades (e.g. a headline story such 
as ‘the credit crunch’ will capture some interest and can then link in to 
counselling support for those experiencing relationship breakdown or to 
services to help men in debt)

 ➤ developing an internet site with access to telephone numbers or email 
addresses to ask questions so that men can look at descriptions of the service 
and access support in the privacy of their home

 ➤ leafl ets which explain the services can be left in leafl et dispensers or given to 
managers/union offi cials to give out to employees when needed

 ➤ giving out cards or fridge magnets with contact details of the service – both are 
good reminders as they can be put into the wallet ‘just in case’ or put on the 
fridge at home and serve as reminders on a daily basis

 ➤ creating videos – given that many people receive information via the TV, videos 
can be used to get the message across about what the service provides in an 
engaging way (but make sure the videos are not too long – each clip should 
last a maximum of 3 minutes)

 ➤ creating podcasts – relaxation downloads or ‘tips on managing debts’, for 
example, can be a way of communicating with younger men, who almost all 
have MP3 players and are familiar with downloading TV and radio shows from 
the internet.

All of these methods for telling men about your service are very good, but perhaps 
the very best method is by personal recommendation – the ‘grapevine’ – and this 
can only be achieved by giving an excellent service that makes a real difference to 
people’s lives!

HOW DO YOU ENSURE CONFIDENTIALITY?
Confi dentiality is the cornerstone of any counselling/EAP service. It is what makes 
the service unique, as men feel that they can say what they are truly feeling with-
out risk of being undermined or made fun of. The importance of this should not 
be underestimated, since where else can it be found? If a man is having diffi culties 
with their partner, is a secret gambler or facing up to drinking too much, who can 
they turn to? They could speak with close friends or family but this can create other 
problems, especially as these people are not neutral and have vested interests.

The process of counselling involves trust and openness. Counsellors develop this 
by what is known as ‘contracting’, which is a way of clarifying the limits of the sup-
port and the boundaries of confi dentiality; for instance, there may be a limit on the 
number of sessions. Counselling is not about giving advice or directing clients to take 
a particular course of action, since they will decide this themselves. It should not be 
seen as conditional; that is, attendance should not adversely affect career progression 
or status at work and attendance must also be voluntary. Counsellors work to a strict 
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code of ethics and should not judge or exploit their clients in any way.
Confi dentiality needs to be explained and 100% confi dentiality can never be 

given. This surprises some people but counsellors need to balance the confi dentiality 
of their client with obligations to society at large. Circumstances where a counsellor 
may need to break confi dentiality include:

 ➤ where there is risk of harm to self or others
 ➤ where there is a serious alleged crime
 ➤ where there is a legal requirement (e.g. protection of children or prevention of 

terrorism)
 ➤ where there is a signifi cant threat to the health and safety of those within an 

organisation.

A counselling service needs to be clear with the paying organisation about what is 
and what is not confi dential, otherwise a different understanding can create unneces-
sary confl ict and confusions. For instance, a counselling service where men self-refer 
is undermined if the organisation requires the names of people who have used the 
service. On the other hand, the organisation may set up manager referrals, which 
are more closely associated with occupational health, where a manager is concerned 
about an employee’s sickness absence. The advantage of manager referrals, where a 
report is written, is that issues originating in the workplace can be identifi ed, giving 
the organisation an opportunity to take remedial action. Also, it enables counsel-
ling to be provided to employees who may not have considered referring themselves.

WHAT SHOULD THE SERVICE COVER?
We all struggle with a variety of issues at some point in our lives. A counselling sup-
port service needs to think through how it can provide support to all these issues or 
to know how to onward refer men who need more specialist help. There is a credib-
ility issue here; for instance, if a man plucks up courage to contact the service and is 
greeted with a response which says ‘oh, sorry, we can’t help you with that here’, this 
is unlikely to build confi dence in the service. Don’t forget as well that if we experi-
ence a poor service we are likely to tell many more people than if we experience a 
good service.

So a counselling support service needs to consider what issues are likely to be 
raised, especially by men in employment (e.g. facing redundancy/dismissal etc). The 
following gives a fl avour of the different issues that can be covered:

 ➤ stress, anxiety and depression
 ➤ alcoholism
 ➤ addiction/dependency
 ➤ bullying/harassment/intimidation/discrimination/confl ict at work
 ➤ fi nancial/legal/tax advice
 ➤ traumatic incident support
 ➤ bereavement
 ➤ relationship issues – divorce/separation/family confl ict
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 ➤ care problems related to childcare/eldercare/disability care
 ➤ neighbour or consumer issues
 ➤ gay/lesbian/gender issues
 ➤ domestic violence
 ➤ ill-health/retirement
 ➤ government benefi ts
 ➤ managerial support in handling staff issues
 ➤ gambling
 ➤ debt management
 ➤ eating disorders
 ➤ illness of a family member
 ➤ health, lifestyle and diet
 ➤ mortgage/repossessions
 ➤ redeployment/relocation
 ➤ redundancy.

HOW IS THE SERVICE EFFECTIVENESS MONITORED?
As mentioned previously, confi dentiality is a vital component of any support service. 
This is great on one level, but if you are funding the scheme how do you know it is 
value for money? How does the service demonstrate its effectiveness? The starting 
point is to consider using feedback forms for men using the service. These could ask 
for responses to the following kind of statements along with a rating scale measur-
ing the extent to which the individual agreed or disagreed:

 ➤ ‘My call was answered quickly’
 ➤ ‘The counsellor explained confi dentiality clearly to me’
 ➤ ‘I felt the counsellor listened to me effectively’
 ➤ ‘The counsellor helped me to sort out my problems’
 ➤ ‘Overall I am satisfi ed with the service I received’
 ➤ ‘I would recommend the service to others.’

These questions are fi ne as far as they go but do not address the ‘so what’ issue. For 
instance, a male client may say that they are happy with the service (this is to be 
expected), but what difference did it make to the life of the client? What happened 
as a result? Did they get better, i.e. less depressed, more able to contribute at work, 
move from being off sick to being back at work? A system which looks also at these 
kinds of outcomes is going to be much more helpful to the managers running the ser-
vice (i.e. they can see what services make a difference and can plan accordingly) and 
will allow them to demonstrate to its funders that they are getting value for money. 
There are a variety of different questionnaires and systems available. One such system 
is the CORE PC system, which has been used to show the added benefi t of counsel-
ling services for some time now. Further details are available at www.coreims.co.uk

Other ways of monitoring the service are to put in place Key Performance 
Indicators around the speed at which calls are answered (you don’t want nervous 
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men phoning up for the fi rst time struggling to get through quickly), the speed of 
getting an initial face-to-face or telephone session and the speed of responding to 
any query. Measuring the number of complaints or adverse comments made by cli-
ents are other important factors. Mystery Shopping should also be considered. This 
is where an evaluator uses the service as though they had a specifi c issue or con-
cern and gathers feedback on the quality of their experiences. Lastly, clients can be 
contacted by telephone to give direct feedback on their experiences. Although this 
method can be very helpful it is important to bear in mind confi dentiality and vari-
ous ethical considerations. How would you feel, for example, if you were recovering 
from bereavement, you had used the service and were moving forward when some-
one phoned you without agreeing this in advance to ask about your past problems/
issues? It could be perceived as intrusive. If you’re going to use this approach, there-
fore, it should be contracted with the client beforehand.

Only statistical information on the main themes should be given back to the 
organisation, rather than names or other personally identifying data, in order to pro-
tect confi dentiality and encourage men to use the service. The organisation can use 
such statistics to understand where ‘hot spots’ occur within the organisation, such as 
where there are greater perceived issues of work-related stress or perceived bullying/
harassment. When overlaid with other data, such as sickness absence, formal griev-
ances, staff turnover and employment relations, the organisation can target further 
interventions to address these problem issues. Uptake of the service is a good meas-
ure of how well it is being used, although organisations need to be confi dent that 
the statistics being reported on are not artifi cially being infl ated, e.g. the provider 
can make the service look well used by counting every contact made whether it is a 
phone-call or session, rather than counting each individual person.

BOX 14.1 Checklist for setting up a service

 ➤ Ensure senior management are clearly supporting the service.
 ➤ Identify why the service is being set up – the purpose and outcomes being sought.
 ➤ Consider both employee and organisational needs.
 ➤ Get stakeholders from around the organisation engaged, including those connected with 
employee relations, such as unions.

 ➤ Plan the best ways to communicate the reasons for having a provision with senior-level 
endorsement.

 ➤ Get a steering group together – those responsible for managing and implementing the service.
 ➤ Be clear on the boundaries of confi dentiality and defi ne the parameters in relation to 
stakeholders and the steering group.

 ➤ Spend time looking at the best ways of promoting the service.
 ➤ Measure service awareness and service usage.
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CHAPTER 15

Gay men’s mental health
Justin Varney

INTRODUCTION
When thinking about the mental health of g ay men, there is a professional para-
dox to consider. In all therapeutic encounters the practitioner should consider and 
explore the individual’s relationships and social support structures, and in some this 
exploration goes further into desire and attraction beliefs and behaviours, however 
it does not usually defi ne the therapeutic relationship or the context of the inter-
ventions provided to the patient. Therefore, an individual who identifi es as gay or 
bisexual should not experience mental health services differently, assuming practi-
tioners do not discriminate or express prejudice. But, and herein lies the paradox, 
the experience of identifying as gay in most societies leads to signifi cant experiences 
of discrimination and isolation as well as individual psychic turmoil as the indi-
vidual seeks to establish an identity other than the pejorative norm, which in turn 
may lead to poor mental health. Hence, the therapeutic relationship has to consider 
the impact of a homosexual identity while remaining neutral to the validity of the 
choice or identity.

THE HISTORICAL CONTEXT
One can’t start to discuss gay men’s mental health without recognising that in most 
Western countries homosexuality was classifi ed as a mental disorder for the majority 
of the last hundred years and that in many countries (see Box 15.1) around the world 
mental ill-health is used as the excuse for the denial of basic human rights, torture, 
incarceration and murder of gay men; hence, it is an emotive topic.



GAY MEN’S MENTAL HEALTH 161

BOX 15.1  Countries where homosexuality remains criminalised

Illegal

Afghanistan, Bangladesh, Bhutan, Comoros, Fiji, Ghana, India, Kiribati, Lesotho, Malawi, Maldives, 
Mozambique, Namibia, Nauru, Papua New Guinea, Samoa, São Tomé and Príncipe, Seychelles, 
Sierra Leone, Solomon Islands, Somalia, Sri Lanka, Togo, Tonga, Tuvalu.

Illegal with prison sentence (many of which can be up to 

life imprisonment or 10 years of hard labour)

Algeria, Antigua and Barbuda, Barbados, Belize, Botswana, Brunei, Burundi, Cameroon, Djibouti, 
Dominica, Ethiopia, Eritrea, Gambia, Gaza, Grenada, Guinea, Guyana, Jamaica, Kenya, Kuwait, 
Lebanon, Libya, Morocco, Myanmar, North Korea, Oman, Pakistan, Qatar, Saint Kitts & Nevis, 
Singapore, St. Lucia & Saint Vincent and the Grenadines, Syria, Trinidad and Tobago, Tunisia, Liberia, 
Senegal, Swaziland, Turkmenistan, Uganda, Uzbekistan, Zambia, Zimbabwe.

Illegal with death penalty

Iran, Mauritania, Nigeria, Saudi Arabia, Sudan, UAE, Yemen.

Homosexuality was removed per se from the Diagnostic and Statistical Manual of 
Mental Disorders (DSM) in 1973. However, it was replaced by the compromise con-
dition of Sexual Orientation Disturbance, which tried to strike a balance between 
social perceptions of homosexuality as a normal sexual variant and some deep-seated 
professional views that homosexuality remained a curable, or at least treatable, con-
dition (see Box 15.2).

In the third version of the DSM, published in 1980, the category was further 
revised into Ego Dystonic Homosexuality. However, there continued to be dissatisfac-
tion on both sides of the debate and when DSM III was revised in 1986 all references 
to homosexuality were removed, with the only remnant being the condition of 
Sexual Disorders Not Otherwise Specifi ed, which included the state of an individual 
being in a state of persistent and marked distress about their sexual orientation.

The classifi cation within DSM has been important as it allowed a sect of reparat-
ive therapy to develop, i.e. therapeutic interventions designed to change one’s sexual 
orientation (universally from gay to straight). Reparative therapeutic interventions 
range from psychotherapeutic consultations to extreme aversion therapy with electro-
shock treatment. To date, all of the evidence from reparative therapy suggests that 
although repression of same-sex sexual activity is potentially possible it is only a very 
small minority of highly motivated individuals who achieve sustained suppression 
(Shidlo et al. 2002).

BOX 15.2  DSM defi nitions of homosexuality

DSM I – Homosexuality categorised as a psychopathic personality with pathological sexuality.

DSM II – Sexual Orientation Disturbance [homosexuality]. This is for individuals whose sexual 
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interests are directed primarily toward people of the same sex and who are either disturbed by, in 
confl ict with, or wish to change their sexual orientation. This diagnostic category is distinguished 
from homosexuality, which by itself does not constitute a psychiatric disorder. Homosexuality per 
se is one form of sexual behaviour, and with other forms of sexual behaviour, which are not by 
themselves psychiatric disorders, are not listed in this nomenclature.

DSM III (pre-revision) – Ego Dystonic Homosexuality is described as: (1) a persistent lack of 
heterosexual arousal, which the patient experienced as interfering with initiation or maintenance of 
wanted heterosexual relationships, and (2) persistent distress from a sustained pattern of unwanted 
homosexual arousal.

BOX 15.3  American Psychological Association Statement on reparative therapies 
(APA 1997)

The Council of Representatives of the American Psychological Association (APA) has passed a 
resolution affi rming four basic principles with regard to treatments to alter sexual orientation, so-
called conversion or reparative therapies.

These principles are:

1 Homosexuality is not a mental disorder and the APA opposes all portrayals of lesbian, gay and 
bisexual people as mentally ill and in need of treatment due to their sexual orientation.

2 Psychologists do not knowingly participate in or condone discriminatory practices with 
lesbian, gay and bisexual clients.

3 Psychologists respect the rights of individuals, including lesbian, gay and bisexual clients, to 
privacy, confi dentiality, self-determination and autonomy.

4 Psychologists obtain appropriate informed consent to therapy in their work with lesbian, gay 
and bisexual clients.

The resolution further states that the APA ‘urges all mental health professionals to take the lead in 
removing the stigma of mental illness that has long been associated with homosexual orientation’ 
(Chicago, 14 August 1997).

BOX 15.4  The American Psychiatric Association position statement on reparative 
therapy (APA 1998)

The potential risks of ‘reparative therapy’ are great, including depression, anxiety and self-
destructive behaviour, since therapist alignment with societal prejudices against homosexuality may 
reinforce self-hatred already experienced by the patient.

Many patients who have undergone ‘reparative therapy’ relate that they were inaccurately told 
that homosexuals are lonely, unhappy individuals who never achieve acceptance or satisfaction . . . 
Therefore, APA opposes any psychiatric treatment, such as ‘reparative’ or ‘conversion’ therapy, that 
is based on the assumption that homosexuality per se is a mental disorder or is based on the a priori 
assumption that the patient should change his or her homosexual orientation.

Since the 1990s there has been growing condemnation of reparative therapies from 
national psychological and psychiatric professional bodies. In 1997 the American 
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Psychological Association (see Box 15.3) passed a resolution affi rming the princi-
ples of treatment for gay and lesbian patients and denouncing reparative therapies; 
this was endorsed by a similar statement from the American Psychiatric Association 
(see Box 15.4) in 1998.

Although there are some countries that still criminalise homosexuality, many 
countries have gone beyond decriminalisation to enact legislation, which gives legal 
protection to gay men in the provision of goods and services, including health and 
psychological services.

RESEARCH AND EVIDENCE BASE
Research into the mental health of gay men, as opposed to research into sexual ori-
entation, has been somewhat limited. The DSM criteria led to a medicalisation of 
homosexuality which obscured further exploration of mental ill-health. The lack of 
standardised monitoring of sexual identity in clinical episode statistics or suicide 
audits and the challenge in sampling a population with a historical distrust of psy-
chological services have also contributed to the lack of a peer review evidence base.

In 2007 the UK Department of Health commissioned a systematic review of the 
current evidence base relating to the mental health of lesbian, gay and bisexual peo-
ple. The review (Fish 2007) concluded that:

 ➤ evidence indicates that the increased risk of mental disorder in LGB people is 
linked to experiences of discrimination

 ➤ LGB people are more likely to report both daily and lifetime discrimination 
than heterosexual people

 ➤ gay men and bisexual people are significantly more likely to say that they have 
been fired unfairly from their job because of discrimination

 ➤ discrimination has been shown to be linked to an increase in deliberate self-
harm in LGB people

 ➤ LGB people demonstrate higher rates of anxiety and depression than 
heterosexuals.

Throughout much of the research cited there was a common thread that experiences 
of discrimination on the grounds of an individual’s sexual orientation were signi-
fi cant contributory factors to negative self-esteem, depression, self-harm, anxiety 
and parasuicide, a fi nding supported by Diaz and colleagues (2001) research in the 
US and the evidence base of causal relationships between racism and poor mental 
health (Chakaborty 2002).

Peer review research on the prevalence of discrimination experienced by gay 
men is limited. However, in a review on homophobic bullying in schools for the 
Department for Education and Skills (Warwick et al. 2004) rates were quoted of 
between 30–50% of gay men experiencing homophobic bullying in educational set-
tings. The report went on to cite a study fi nding that 91% of lesbian, gay, bisexual and 
transgendered (LGBT) students in one American cohort reported verbal abuse based 
on their sexual orientation or gender identity and another study of school teachers 



164 PROMOTING MEN’S MENTAL HEALTH

in England and Wales, which found that 82% were aware of verbal homophobic 
bullying and 26% of physical homophobic incidents.

Despite legislative change, there are still signifi cant challenges in society facing 
gay young people. A study of young gay people’s experiences in the UK (Hunt and 
Jenson 2007) found that two-thirds of lesbian and gay schoolchildren have experi-
enced homophobic bullying. Ninety-eight per cent of young gay people hear the 
phrases ‘that’s so gay’ or ‘you’re so gay’ in school and over four fi fths hear such com-
ments often or frequently. Half of teachers had failed to respond to homophobic 
language when they heard it and less than a quarter of schools had told pupils that 
homophobic bullying was wrong. In a survey of self-identifi ed LGBT students in the 
US (Kosciw et al. 2008) 86% of LGBT students reported experiencing harassment at 
school in the past year, 61% felt unsafe at school because of their sexual orientation 
and 33% had skipped a day of school in the past month because of feeling unsafe.

Following publication of the Department of Health briefi ng paper on LGB Mental 
Health, a further piece of work funded by the Department of Health was published 
which was a systematic review and meta-analysis of the prevalence of mental dis-
order, substance misuse, suicide, suicidal ideation and deliberate self-harm in LGB 
people (King et al. 2008). The review concluded that LGB people are at higher 
risk of mental disorder, suicidal ideation, substance misuse, and deliberate self-
harm than heterosexual people. The meta-analysis drew out some stark fi ndings, 
in particular:

 ➤ a twofold excess in suicide attempts in lesbian, gay and bisexual people
 ➤ an increased risk for depression and anxiety disorders (over a period of 12 

months or a lifetime) of at least 1.5 times in lesbian, gay and bisexual people
 ➤ alcohol and other substance dependence over 12 months was also 1.5 times 

higher
 ➤ lifetime prevalence of suicide attempt was especially high in gay and bisexual 

men.

There is substantial further grey literature which illustrates that the discrimination 
faced by gay men contributes to higher levels of mental ill-health and substantially 
higher rates of attempted suicide. However, there is now a growing base of peer 
review evidence, which should, in time, encourage policy-makers and commission-
ers to review their approach to services for gay men and ensure that this need is met.

GAY MEN WITH HIV AND MENTAL ILL-HEALTH
Being diagnosed with HIV is a signifi cant life event and the reality is that HIV still 
disproportionately affects gay men in most Western countries. Although beyond the 
remit of this chapter, there are of course substantial psychological needs around the 
time of diagnosis to support individuals to adapt and adjust to their new disease 
paradigm. Psychological support may also be important to support treatment con-
cordance and transition into an AIDS-defi ned state.

Declining mental function can occur as a complication of HIV infection, most 
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commonly when an individual’s CD4 count falls under 200 cells/ml. Symptoms vary 
from individual to individual but can include declining cognition, impaired motor 
function, speech problems and mood and personality changes. The frequency of 
AIDS-related dementia has substantially reduced since the introduction of highly 
active antiretroviral therapy (HAART) treatment (Maschkea et al. 2000), but it con-
tinues to affect around 20% of people living with AIDS.

BOX 15.5  Briefi ng paper from the UK Royal College of Psychiatrists on Psychiatry 
and LGB People (2001)

. . . The evidence would suggest that there is no scientifi c or rational reason for treating LGB people 
any differently to their heterosexual counterparts. Socially inclusive, non-judgmental attitudes to 
LGB people who attend places of worship or who are religious leaders themselves will have positive 
consequences for LGB people as well as for the wider society in which they live.

GAY MEN’S RELATIONSHIPS WITH MENTAL HEALTH SERVICES
Diagnosis: Homophobic (McFarlane 1998) described a mental health service in the 
UK which was perceived by many as homophobic, inaccessible and obtuse in its 
relationships with gay men. On top of that, patients were also discriminated against 
from within the lesbian, gay and bisexual communities on the basis of their use of 
mental health services.

Ten years later, in 2008, a survey of 1328 psychotherapists in the UK (Bartlett et al. 
2009) found that 17% had tried to help their patients reduce or suppress their homo-
sexual feelings at least once in their professional careers and 4% said they would try 
and help a homosexual or bisexual patient convert to heterosexuality in the future; 
this is despite several position statements from professional bodies (Box 15.5).

The Department of Health systematic review (Fish 2007) stated that lesbians, 
gay men and bisexual people use mental health services more frequently than 
their heterosexual counterparts but report mixed experiences of services, includ-
ing problems in their encounters with mental health professionals, ranging from 
lack of empathy about sexual orientation to incidents of homophobia. One-third 
of gay men and a quarter of bisexual men reported negative or mixed reactions 
from mental health professionals when they disclosed their sexual orientation. 
One in fi ve gay men and a third of bisexual men stated that a mental health profes-
sional made a causal link between their sexual orientation and their mental health 
problem.

Although it is diffi cult to change the fundamental beliefs of any practitioner 
towards gay men, the vast majority of practitioners are not prejudiced or biased 
in their approach and therefore the most signifi cant barrier to access is overcom-
ing the perception of discrimination prior to access. The review also highlighted 
the difficulties for mental health professionals in striking the right balance – 
whilst some were regarded as insensitive if they placed too much emphasis on 
sexual orientation in the clinical setting, others were regarded as insensitive if they 
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ignored it.
Diagnosis: Homophobic made over thirty recommendations for good practice with 

LGB services users. The list echoed previous reports and has been mirrored in reports 
and guidance since (e.g. Barton 2006). The majority are simple, small changes, which 
have a signifi cant impact for gay men’s perceptions of discrimination and risk related 
to professional encounters. These include:
1 Actively tackle homophobia: clear and visible statements that homophobia is unac-

ceptable and will be dealt with effectively.
2 Raise the visibility of gay men: positive images of gay men should be displayed in 

service settings and literature and advertising, such as websites, should explicitly 
mention gay men.

3 Appropriate language: the language used in assessments should be inclusive, e.g. 
using partner rather than husband/wife/girlfriend.

4 Acceptance of non-heterosexual identities/behaviours: gay men should not be patholo-
gised, ignored or denied and professionals should not make assumptions about 
‘causes’.

5 Training and awareness: mandatory equality training should include sexual ori-
entation and gender identity and should apply to all staff in the organisation.

6 Monitoring: include sexual orientation as a demographic identity section in mon-
itoring forms and treat with confi dentiality in the same way as other personal 
information.

7 Build partnerships: link with local LGBT community organisations to build refer-
ral and support relationships for clients and access local information resources.

It is important that therapists, clinicians and commissioners consider how services 
are provided to encourage access for gay men and ensure that they receive treatment 
in a non-judgmental, supportive context.

MODELS OF GOOD PRACTICE
These are a few examples of good practice where services have been developed spe-
cifi cally for gay men or adapted to increase access for gay men.

PACE – LGBT youth project
Regular weekly groups are held offering a range of structured and unstructured time. 
The groups have an annual ‘syllabus’, which is broadly:

 ➤ spring – sexual health
 ➤ summer – lifestyle, general health, diet, exercise etc
 ➤ autumn – career, education, aspiration and engagement
 ➤ winter – mental and emotional health.

Structured group sessions explore issues, discuss ways of getting support and make 
referrals. Groups are supported by fast-track access to one-to-one emotional sup-
port and advocacy with senior youth workers – this can be in person, by phone or 
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text. Groups are also a way to link young people into other PACE services, including 
counselling and an employment service.

In the fi rst nine months of the project, 82 young people went through the pro-
gramme. Clients were followed up at one and six months to assess the impact of the 
intervention. Although only a very small number (n = 17) were successfully tracked 
for six months, the initial fi ndings showed that 76% had a self-assessed improvement 
in markers of poor mental health (self-rated scores of isolation, anxiety, self-harm). 
Despite being a small sample, there is a strong suggestion that this fl exible model 
of group work with young LGBT can have a positive impact on mental health and 
well-being and build mental resilience.

Further information is available at www.pacehealth.org.uk

Websites to raise awareness of mental health within the LGBT 
communities
www.healthwithpride.nhs.uk is an NHS website built by NHS Barking and Dagenham 
to provide a wide range of health information for LGBT people. The site was writ-
ten by a gay man and includes information on mental health, including substance 
misuse, eating disorders and signposting to research and other key resources. The 
website also includes some ground-breaking resources on domestic violence and can-
cer targeted at LGBT people. In its fi rst month the website recorded over 2000 hits, 
with positive feedback from a wide range of professionals and community activists.

www.lgbmind-matters.com is a user-created site about mental health for the LGB 
community. Created by a gay man living with HIV/AIDS who has had experiences 
of mental ill-health, it was launched in November 2001. The website is a project of 
community benefi t resulting from a Mind, Millennium, Real Lives Real People award.

PACE – evidence-based therapeutic group work for gay and bisexual 
men
Between 1995 and 2006 the London Gay Men’s HIV Prevention Partnership 
funded over 500 hours of therapeutic group work for gay and bisexual men resid-
ent in London. The interventions aimed to reduce HIV sero-discordant unprotected 
anal intercourse, condom failure and HIV-positive to HIV-negative semen trans-
fer. The group work was solution-focused, combining experiential and therapeutic 
techniques to support gay men. In 2005 the programme saw 240 participants, 
providing 530 hours of group work across four broad categories of intervention: 
self-esteem and identity; relationships and communication; sex and sexuality; and 
HIV status.

Three-month follow-up questionnaires were used to gather feedback from 163 
participants in 2005. Of these, 95 workshop participants responded to a qualitative 
question on the impact of participation on their lives. The majority of respondents 
were extremely positive, with key themes being:

 ➤ increased communication skills
 ➤ increased confi dence and/or reassurance across a range of issues including 

more at ease with self, own sexuality, own HIV status
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 ➤ increased awareness of self-help, safe sex, meeting men, goals for themselves 
and new insights into life.

Quantitative evaluation of the programme found that 93% evidenced positive 
change on a list of 15 variables relating to sexual health behaviour and risk taking. 
Eighty-two per cent showed positive change on more than 5 of the variables and 
62% reported positive change on more than 10 variables. The project illustrates the 
value of therapeutic evidence-based group work as a constructive intervention for 
gay men, which can facilitate positive mental health changes.

Further information is available at www.pacehealth.org.uk

Calderdale – ten years of LGB youth work
GAYLIC is an LGBT youth support charity working in Calderdale in West Yorkshire 
England. GAYLIC was set up following a needs assessment in 1998 of LGBT youth 
in Calderdale, which found a highly vulnerable group of young people with very lit-
tle service meeting their needs.

In 2008 a second needs assessment was undertaken which found that little had 
changed in terms of service provision for LGBT youth but that GAYLIC was having 
a positive impact on mental health and well-being of the young people accessing 
it, despite unstable and limited funding. The ten-year review clearly illustrated that 
there is still signifi cant need but that the youth intervention project is perceived 
by the users to make a signifi cant positive impact on their mental health and well-
being. The study found that homophobic bullying in school had risen from 67% to 
76% and the proportion that had dropped out due to homophobia had risen from 
13% to 28% between the two surveys. It also showed that 81% of those in contact 
with GAYLIC felt that it had helped to reduce their feelings of depression and 50% 
of those with an eating disorder before coming into contact with the service stated 
that it had reduced or resolved since contact was made.

To fi nd out more about the project and the study go to www.galyic.org.uk

CONCLUSION
Supporting and working with gay men with mental health issues is, in many ways, 
like working with any other patient group – respect and dignity are key. As practi-
tioners we are trained to assess patients holistically and work with them from their 
starting point. There is now universal condemnation among professionals of any 
practice which seeks to change an individual’s homosexual identity and increas-
ing evidence that homosexuality, like heterosexuality, is completely compatible 
with a happy and fulfi lling life. Just as with any other group, practitioners should 
work with gay men to help them achieve a positive state of mental health and 
well-being.
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CHAPTER 16

Delivering healthy sexuality 
programmes  for young men

Tricia Dressel

INTRODUCTION
The World Health Organization (2004) defi nes sexuality as a central aspect of 
being human that encompasses sex, gender identities and roles, sexual orientation, 
eroticism, pleasure, intimacy and reproduction. More than simply the absence of 
risk-taking behaviour or its unwanted consequences, healthy sexuality encompasses 
healthy relationships, sense of intimacy, self-esteem, positive body image, pleasure 
and feeling happy and confi dent with the decisions we make around sex.

Teaching young people about healthy sexuality is important not only for its dir-
ect link with mental well-being but also as part of effectively promoting safe sex 
behaviours (Meschke et al. 2000). A 1997 review commissioned by the Joint United 
Nations Program on HIV/AIDS (UNAIDS) concluded that comprehensive sexual-
ity education helps to delay fi rst intercourse and protect sexually active adolescent 
males from unintended pregnancy and HIV. The review also concluded that respons-
ible and safe behaviour can be learned, and that it’s best to start sexuality education 
before the onset of sexual activity.

Douglas Kirby of the National Campaign to Prevent Teen Pregnancy surveyed the 
research on teen pregnancy prevention programmes to determine which curricula 
demonstrated the most success in reducing sexual risk behaviours. In his report, No 
Easy Answers: Research Findings on Programs to Reduce Teen Pregnancy, Kirby (1997) 
identifi ed six curricula that had demonstrated strong evidence of behaviour change. 
The successful curricula had a number of characteristics in common, including the 
following:

 ➤ successful sexuality education programmes focus on reducing a small number 
of sexual behaviours

 ➤ they provide basic information, and give a clear message
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 ➤ they address social pressures on sexual behaviour
 ➤ they employ a variety of interactive teaching methods, including games and 

small group discussions.

THE MAZZONI CENTER, PHILADELPHIA, US
The Mazzoni Center is one of the oldest public health HIV/AIDS service organisa-
tions in the US. Since 1979, we have led sexual health workshops and training in 
schools, hospitals, mental health institutions and community settings. Our Healthy 
Sexuality Workshop Series is a comprehensive sexual health programme designed as 
part of an overall wellness plan, specifi cally geared to young men. It is important to 
begin a dialogue with adolescent males around sexual health, as we have found that 
early discussions around health lead to more active involvement in one’s personal 
and emotional well-being across the lifespan.

An effective sexuality education programme cannot simply discuss the risks of 
sexual behaviour and explain the ideal behaviour that the teacher would like the stu-
dents to engage in. It is essential for sexuality educators to directly address the factors 
that motivate a young person’s behaviour – including the role of sexual risk-taking 
as a part of overall social and emotional development. An interactive approach that 
incorporates a young person’s beliefs and responses as part of the pedagogical strat-
egy is the most effective.

The education services discussed complement existing health programmes for 
young men and create a true continuum of care for youth and better points of entry 
to health services. We have been providing risk reduction programmes in schools for 
a number of years with great success. Over the past decade, through internal tracking 
and evaluation, we have seen a strong correlation between educational programmes 
and outreach efforts and the accessing of counselling and medical care services by 
young men.

Our Healthy Sexuality Workshop Series for middle-school and high-school stu-
dents is presented in 7 sessions of 45 minutes.

AIMS
The aims of our Healthy Sexuality Workshop Series are to enhance the understanding 
of young men around sexual health and provide a safe space to discuss feelings and 
experiences with partners, parents, friends and supporters as part of a comprehens-
ive wellness plan. Often, the burden of responsibility for having a condom, using 
protection, and initiating conversation is placed on young men – but often little is 
done to prepare teenage boys for starting this dialogue. Effective healthy sexuality 
programmes have a positive effect on knowledge, attitudes and behaviours.

 ➤ Knowledge: Participants will gain more knowledge of anatomy, disease 
prevention, reproductive health, and gender roles and power dynamics.

 ➤ Attitudes: Participants will feel that what they learned will help them make 
informed and empowered decisions about their health and lives.
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 ➤ Behaviours: At the end of the series, with increased knowledge of personal 
healthcare, healthy relationships and human sexuality, participants will reduce 
their risk of HIV/AIDS transmission and unplanned pregnancy.

WHAT DO THE SESSIONS COVER?
The Healthy Sexuality Workshop Series is geared to adolescents, but the curriculum 
can be tailored and presented to men regardless of age.

The workshops help young men in a different way. Our sexuality education series 
goes beyond the typical pregnancy-and-disease education model typically geared 
toward young women. The comprehensive series includes sessions on relationships, 
gender roles, sexual orientation and defi ning consent, looking more deeply at some 
of the issues that impact sexual decision-making for young men.

The Healthy Sexuality Workshop Series is designed for use in middle and high 
schools to augment course information on human sexuality. The seven-session 
curriculum (taught by one or two educators) involves participants in discussions, 
role-plays and interactive exercises about safer sex.

The workshops work best when using knowledge-based, affective and behavi-
oural goals to break down the barriers that stand in the way of students taking steps 
to reduce their risk. The factual, knowledge-based elements of the workshops help to 
challenge the denial and misconceptions that students have about who has HIV, how 
it works and how it is spread. The affective, emotion-based elements help students to 
clarify and examine how they feel about HIV and safer sex, and what barriers stand in 
the way of taking effective steps toward risk-reduction. The behavioural, skills-based 
elements of the workshops work on developing manageable, incremental strategies 
that help to make safer sex and risk-reduction easier.

HOW SHOULD I MARKET THE WORK?
Get an active list  of every school and community group in your area. Initiate contact 
with guidance counsellors, health teachers and/or administrators in the schools and 
community. Often, sexual health workshops are offered in health, physical educa-
tion or science classes.

Teachers generally welcome the idea of having the sessions because the sexual 
health curriculum can come over better from a visitor, rather than from a teacher who 
is in the school full-time. Pupils get close to teachers whether they like them or not 
and sometimes teachers lose the respect required to talk convincingly on this kind 
of subject. A lot of discussion around sexual health is between students, rather than 
students to teachers. Teachers will remain in the room during the workshops, how-
ever; this is good because it helps create a safe space for students to discuss sensitive 
issues with trusted adults.

Be careful to plan ahead and not let the schools all leave sexual health work-
shops until the end of the year when teachers are wrapping things up and students 
are busy with exams and fi nal projects. Getting the workshops incorporated into 
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health classes, biology or physical education classes makes it easier to spread them 
out over the year.

WHO CAN DELIVER THE PROGRAMME?
The series requires one or two health educators, who coordinate the education pack-
age within each school, implementing the programme and designing new, expanded 
lesson plans based on the needs of each group. The educator(s) is also responsible 
for marketing the programme to schools in the area in order to increase awareness 
and use of your education services. Once your service becomes known you’ll fi nd 
that schools come to you, as teachers and administrators will tell each other about 
the service.

WHAT SKILLS AND EXPERIENCE DO I NEED?
The workshops require an interactive teaching style using a variety of methods, 
including role plays, skits and small groups, so a willingness and ability to effectively 
deliver these is required. You need to be knowledgeable and comfortable discuss-
ing relationships, sexual dynamics, gender roles and sexual health with adults and 
young people from diverse backgrounds. The main thing is to have an awareness of 
adolescent health and development, HIV/STIs, gender roles and sexual identities, 
communication styles and relational dynamics.

It is also important to be able to engage effectively with young people and 
understand how they interact with each other, so that you know what the issues 
are at any time and are able to connect with participants. When working with ado-
lescent boys and young men, use inclusive language that allows participants to 
take both active and passive roles. Aim to create safe spaces that allow young men 
to feel OK to talk about feelings, ask questions and seek support and guidance. 
Listen, explore personal biases and initiate conversations around gender and sexual 
identities.

WHAT EQUIPMENT DO I NEED?
You’ll need basic educational workshop supplies, including visual aids, videos, easel 
paper and materials. When doing role plays you’ll need a few props. The idea is to 
use props and materials with the role plays to try and make the lesson as visual as 
possible.

WHERE SHOULD I RUN THE SESSIONS?
Most of this kind of work will take place in schools, but you may be asked to run 
sessions in community centres and community groups. We have presented to groups 
as small as 5 and as large as 45. If you have more students, two educators would be 
benefi cial for small group facilitation. In school settings, a teacher or monitor should 
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always be present in the workshops. At community settings, the programme manager 
or site contact should be present.

When working with schools, make sure to review district guidelines for outside 
presenters inside schools. This may include getting curriculum approval from the 
City Board of Education, security clearances for staff entering school, permission 
from an administrator, fi nding an advisor and/or presenting your workshops to fac-
ulty before meeting with students.

HOW LONG SHOULD THE SESSIONS BE?
The workshops each last 45 minutes to one hour, but it’s important to stay around 
for a few minutes afterward in case a student or teacher has additional questions and 
wants to talk. Students may ask for resources and have questions to ask. Participants 
may not feel comfortable discussing personal situations (especially ones of a sens-
itive nature) with the larger group. Schools tend to be quite lenient in that they’ll 
let you have half a lesson or whatever you need to meet a student who wants to see 
you. Sometimes students will want to talk with their parents and/or the teacher pre-
sent, but, either way, because of the sensitive subject matter it’s important to always 
have someone with you when the student meets with you, whether it’s a teacher, a 
parent or one of your colleagues. Make sure you have an active referral list of trusted 
resources and services and make your information available to people for follow-up.

WHAT’S THE STRUCTURE OF THE WORKSHOPS?
Our Healthy Sexuality Workshop Series provides comprehensive sexuality education 
to ad olescents and adults based on the experiential learning style. Seven 45-minute 
sessions are delivered by one or two trained educators.

The workshops are based on group exercises and classroom activities so that 
people can learn through experiencing the lesson. Over the course of the series, the 
educators uses games, role-plays, demonstrations, debates and group discussion to 
engage participants in thinking about their own sexual and romantic lives.

The seven sessions in the series build on the network of interests and concerns 
that contribute to a person’s sexual decision-making. The programme is used with 
adolescent males, youth at high risk and adults in community settings. It delivers 
interactive sexuality and sexual health education, specifi cally with regard to personal 
health and information around LGBT and gender-identity issues and is designed to 
augment the human sexuality curriculum.

Session 1: healthy relationships
The fi rst session focuses on relationships, helping participants to defi ne a picture of 
what they want out of a healthy relationship. Participants learn how to build healthy 
relationships and how gender and power roles can infl uence relationships. They learn 
what is potentially unhealthy behaviour and how to prevent dating violence and to 
identify an unhealthy relationship. The theme focuses on self-esteem, respect and 
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safety. We talk about how to set and communicate boundaries with people in order 
to deal better with peer pressure and potentially coercive situations.

Set up ground rules before each workshop session in order to ensure that group 
discussions are safe, confi dential and respectful. Many groups have a ground rule that 
no assumptions or labels are used about a group member’s sexual orientation. This 
can help make straight, bisexual, gay, and questioning participants feel comfortable. 
Always involve participants when establishing ground rules.

Session 2: know your body
The second session focuses on anatomy and physiology, making sure that everybody 
in the class is up to speed on how their reproductive system works. They learn about 
the changes that the body goes through during puberty and learn to understand 
anatomy and function. We discuss the body in specifi c detail, using visual models, 
videos and role plays to review changes throughout life.

Session 3: understanding reproduction and birth control
The third session is on reproduction, pregnancy and birth control options, with a 
specifi c emphasis on helping young men to understand what behaviours might put 
them at risk. We review myths and facts about how pregnancy happens, including 
changes in our bodies during puberty. Activities focus on reducing the risk of teen 
pregnancy and postponing sexual involvement. There is also a mini-presentation 
on birth control to explain what the birth control options are and how they work.

Session 4: HIV and sexually transmitted infections (STIs)
The fourth session of the series focuses on HIV and STIs. We provide an overview of 
sexually transmitted infections and include popular myths about how HIV is trans-
mitted. This session also explains how to stay safe from HIV and other STIs while 
growing up. Signs and symptoms of STIs are also discussed, along with an interact-
ive discussion around how STIs are treatable and curable in order to destroy stigma 
around HIV and STIs. We do skits about the impact of disease on the immune 
system.

Another popular activity used during this session is called ‘condom science’. The 
class performs some simple experiments with condoms to fi nd out how much they 
can hold, what makes condoms break and how to use them correctly.

Session 5: sexual and gender identity
In the fi fth session, we discuss sexual orientation and help students understand 
how to make sense of their own feelings and thos of people around them. What is 
homophobia? What is a transsexual? What is a bisexual? What does it mean to be 
transgender? This session focuses on answering these questions and teaching about 
sexual and gender identity. This workshop also focuses on helping people to over-
come homophobia and heterosexism.

It’s important to use gender-inclusive language in the sessions, i.e. do not assume 
all young people are heterosexual. Young people, particularly young men, often feel 
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pressured to act in ‘macho’ or overly masculine ways. Intervene when you hear stu-
dents or teachers using transphobic and homophobic comments.

Session 6: boundaries and consent
The sixth session is about boundaries and consent; many of the students (including 
young men) that we work with have had experiences with non-consensual sex. We 
want to help students understand what consent means, so that they’re able to protect 
themselves and avoid harming others. The session focuses on sexual boundaries and 
consent, and helps participants to develop self-esteem, assertiveness and commun-
ication skills in order to decrease the risk of sexual coercion and date rape situations.

Remember that young men are also victims of sexual assault, but rarely report 
attacks and abuse to authorities. It is especially important to use inclusive language, 
offer resources and provide safe space for males around this sensitive topic.

Session 7: open
A fi nal session is often set aside for a topic that comes up in the class during the 
course of the series. Each group has different needs and often we can’t predict at the 
start what the ‘hot topic’ for that group will be. Having an open fi nal session allows 
us the fl exibility to plan something new, or to move things around, so that we can 
respond to the students’ needs.

CONCLUSION
Healthy sexuality is important for mental well-being and vice versa. Our sexuality 
is a key aspect of our sense of identity but it exists in a social and cultural context 
where norms, prejudices, peer pressure, media infl uences, religion, history, laws and 
taboos affect how we see ourselves and how our sexuality and the way we express 
it are judged by those around us. Educating young people about sexuality is about 
addressing both the physical and mental health aspects of sexual relationships. 
School-based healthy sexuality workshops have an important role to play in equip-
ping young men to understand and express their sexuality in a way that will enhance 
their psychological well-being and not be detrimental to the physical or mental 
health of either themselves or their sexual partners.
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CHAPTER 17

Working with dads and lads
Dennis Jones

INTROD UCTION
During the 1980s and 1990s many articles were written about the ‘crisis of fath-
erhood’, with titles like: ‘Are fathers getting a fair deal?’ (Bothamley 1990) and 
‘Fatherhood and changing family roles’ (Hanson and Bozett 1987). One study omi-
nously began: ‘Becoming a father can be considered a risk factor for the onset of 
psychic disorders and manifestations analogous to those seen in women after child-
birth. Such disorders may at times assume psychotic dimensions’ (Benvenuti et al. 
1995: 78).

Putting men under the spotlight in this way was nothing new – feminism had 
subjected men to its critical gaze since the 1960s as a necessary condition to its 
aims of understanding gender inequality and focusing on gender politics, power 
relations and sexuality. The rise of the Women’s Liberation Movement and modern 
feminism entailed a questioning of what it is to be a woman in a patriarchal society. 
An indirect, but maybe inevitable, consequence of this process has been a growing 
questioning of what it is to be a man. Often, to put a positive angle on it, women 
have tried to do this on behalf of men – but there have been diverse attempts at this 
redefi nition by men themselves, from the mythopoetic constructions of Robert Bly 
(1991) to fathers’ rights activists. More broadly, there has been a societal shift that 
can be seen in a whole range of changes to men’s feelings, actions and activities in 
attempting to redefi ne their masculinity. In the eighties and nineties this was done in 
support of gender equity feminism and the anti-sexism men’s movement by maga-
zines such as Achilles Heel, which exemplifi ed this debate, asking ‘What future for 
men?’* and running articles with titles like ‘Should men be accountable to women?’ 
(Blacklock 1993), ‘What’s it like to be on the receiving end of men’s sexism?’ (Sweet 
and Seymour 1993) and ‘Why do men abuse and hate women?’ (Baker 1993).

* Achilles Heel. Autumn 1990. Issue 10. What Future for Men?
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By the early years of the 21st century there had been yet another shift in both the 
public perception of men and, for some, their perception of themselves. No longer 
were some men prepared to take what they perceived as the unfairness of feminism 
lying down. An article in a Sunday newspaper announced that ‘the militant men’s 
movement has arrived in Britain’ under the headline ‘Militant fathers will risk jail 
over rights to see their children’ (Hinsloff 2003).

MEN AS FATHERS
This was by no means the case for most men, however. For the majority these social 
factors and a general lack of confi dence in their family roles were coming together 
to unsettle men’s feelings of security and control regarding their relationships with 
women and their children. One factor in this anxiety surrounded the rise in the 
use of artifi cial insemination. Efforts to develop practical methods for artifi cial 
insemination began in Russia in 1899 and by the mid-1940s artifi cial insemination 
had become an established industry. Improved methods of sperm collection were 
developed throughout the 1970s and 1980s, with the fi rst commercial sperm bank 
being opened in the early 1970s. Artifi cial insemination became an acceptable solu-
tion for couples in which the man could not produce sperm adequately enough to 
fertilise his partner, but its increasing use allowed for a subtle change in male-female 
sexual relationships. At the same time as male behaviour came under scrutiny in 
feminist writings, where men were increasingly judged for what they did and didn’t 
do and found wanting, a technology had arrived that effectively dispensed with one 
of their few biological assets. Writers began using the words ‘male’ and ‘redund-
ant’ in the same sentence and because a man’s physical presence was no longer 
required to fertilise a woman, the possibility of doing without men as fathers became 
very real.

Simultaneously, as the divorce rate began to soar after 1960, another major trend 
started to emerge that was part of the transformation of the institution of marriage in 
the 20th century. While rates of marriage decreased, rates of cohabitation increased 
and so did non-marital births. This non-marital birth rate increase occurred at the 
same time that women in the West had more contraceptive choice than ever before. 
After 1960, when the contraceptive pill was introduced, childbearing outside mar-
riage began to climb slowly, but increased dramatically after 1980, reaching 42% 
in 2004.

Figures from the Offi ce for National Statistics also show that during this time 
single-mother families in Britain rose from 1% of households with children in 1971 
to 11% in 2004 and an analysis of data from 14 European countries found that 
Britain had by far the highest proportion of single mothers in the European Union 
(Bartholomew 2004).

On 5 April 1993 the UK Government launched the Child Support Agency (CSA), 
which was an executive agency, part of the Department for Work and Pensions, 
responsible for implementing the 1991 Child Support Act and subsequent legis-
lation. From its inception it caused a great deal of controversy, compounding the 



WORKING WITH DADS AND LADS 179

feelings of anxiety, insecurity and alienation that the media had begun to document 
concerning the role of men as fathers.

What does all this mean for those men who end up outside of the family where 
their children are? And what does it mean for their children? In recent years sub-
stantial research by organisations dedicated to supporting fathers and the rights of 
fathers, such as the Fatherhood Institute (Lewis and Warin 2001), has shown that:

 ➤ where fathers actively engage in supporting and nurturing boys they grow up to 
enjoy a happy and rewarding life

 ➤ adolescent boys with a strong paternal bond are less likely to be involved in 
petty crime and more likely to do well at school; involvement of dads with 
children aged 7–11 predicts success in exams at 16

 ➤ where dads are involved before the age of 11, children are less likely to have a 
criminal record by the age of 21.

There is evidence that men are electing to spend more time with their children. 
Fathers’ involvement in care of under-fi ves increased from an average of fewer than 
15 minutes per day in the 1970s to 2 hours per day (a third of all child care) in the 
late 1990s (Equal Opportunities Commission 2005).

Becoming a father has changed from being a role that signifi ed abstract authority 
in the family or the parent who dispensed justice and retribution, or merely the one 
who went out and brought home the bacon but was content to leave the running of 
his family to his wife, to being involved in a relationship with one’s children.

From what we know of Victorian fatherhood and even up to the 1950s and 1960s, 
it was enough for a father to be the breadwinner and disciplinarian in a family. Not 
all fathers were content to live within this stereotype, of course. Current interest in 
the life of Charles Darwin, both as a scientist and as a man and a father, reveals to 
us someone who loved to play with his children and was very involved in their lives 
and this must also have been true of many unsung and forgotten fathers. However, 
this stereotype has a powerful reality often because men did not have much choice 
– they worked long hours, were tired when they came home and found the energy 
and ebullient chaos of their children’s lives unfamiliar and diffi cult to manage.

Being a father is something that you learn to do, not something that you are 
necessarily born to do. Gaining the necessary skills to be a good enough father 
involves learning about the self, including the impact of how one was parented, 
and acquiring capacities to communicate – active listening, expressing feelings and 
engaging in ‘emotion work’.

Many young men struggle with a sense of individual responsibility, deferring 
instead to the collective responsibility of being with their mates or even of belong-
ing to a gang. When presented with the opportunity to father their own child many 
are unable to discover the inner resources needed because they haven’t experienced 
it for themselves.

Responsibility is something that is hard to teach outside of a good relationship 
that includes role modelling as well as instruction, friendship and love. Preferably 
this comes from your father or possibly a good mentor relationship like the ones in 
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some districts of Australia and New Zealand, such as Boys Alive, which is an eight-
week programme for boys 8–12 years old ‘who may have a lack of positive male role 
models, behavioural diffi culties, or issues around anger, emotion, relationships, com-
munication, or self-esteem’. The programme involves after school events and three 
activity days (including an overnight experience). Using the group process, relation-
ship skills are built. The learning from this process links the boys with their own 
experiences, so they are helped to understand and develop personal responsibility 
surrounding thoughts, feelings and actions.

When young men lack these skills and insights they will respond to their child 
with their feelings but often these feelings are overwhelming, possessive and fearful. 
They focus on rights to the exclusion of responsibilities and they end up with nei-
ther. First and foremost the father has to take on responsibility for looking after the 
mother of his child – giving her a safe place whilst she is nurturing the infant – the 
male has to rise above his own needs to look after the female when she needs him. 
Unfortunately, many young men cannot do this because they have no experience of 
looking after, only of being looked after – by their mum and then in the male pack 
where irresponsibility is the norm, and then by their girlfriend. When the girlfriend 
is no longer able to do this because she is looking after her child, often the young 
man becomes lost and angry. Their success in this task depends upon whether they 
have been brought up to think and act responsibly.

BOX 17.1

Sure Start was a British Government programme which aimed to achieve better outcomes for 
children, parents and communities by:
 ➤ increasing the availability of childcare for all children
 ➤ improving health and emotional development for young children
 ➤ supporting parents as parents and in their aspirations towards employment.

Sure Start Plus was an initiative to support pregnant teenagers and teenage parents under 18. 
Launched in April 2001, there were 20 Sure Start Plus pilot sites, covering 35 local authority areas, 
over a 5-year period in England. The aims of Sure Start Plus were to improve health, education, and 
social outcomes for pregnant teenagers, teenage parents and their children.

Involving fathers was a key feature of Sure Start Plus, support being given to young fathers to 
encourage their involvement in the upbringing of their children. They were encouraged to take part 
in one-to-one and group sessions – sometimes with their children, to encourage involvement in 
the upbringing of their child, and sometimes with other young fathers to support each other and 
share experiences.

To father a child well you have to make a relationship with him or her – learning 
from your own responses to your own child. So to be a father you need to have 
an understanding of yourself as a person who has responsibility and can impose 
boundaries for the child so that they feel safe. If your child’s behaviour makes you 
feel unsafe then you will not respond well to their insecurities about the world – 
be serious! Being a dad is a serious business. This doesn’t mean that you don’t play 
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with your kids – it means that that is not all you do. Get involved with the looking 
after – when they need feeding, changing, help with school work and help with their 
problems. You need to be big enough to lean on, not just another kid who runs off 
when things get tough. So many young mothers leave young men – the father of their 
child – saying ‘it was just like having another kid about the house’.

Many young men I have spoken to often describe themselves as being pushed 
out – what are they being pushed out from? Mostly they respond with anger and 
desperation and sometimes learned indifference. They give up because the fi ght to 
stay involved seems so unequal – they see their child being pushed in a buggy across 
the city street and they feel that they have no power to touch them, that the mother 
has all the power. They are being pushed out of their role because they don’t know 
how to live into it.

Transactional Analysis has a model of relationships that can shed light on the 
interactions of some young fathers with their children. The model, developed by Eric 
Berne (1964), divides the human psyche into three parts called ego states following 
Freud’s use of the superego, ego and id: in Berne’s version these are the Parent, Adult 
and Child. These parts of the ego are again sub-divided into ego states with names 
like Adapted Child, Nurturing Parent, Little Professor and so on to indicate how the 
personality has developed and adapted to itself, its parents, its peers and the world 
around it. The healthy adult relationship is of Adult to Adult but so many relation-
ships are Adult to Child where one partner controls aspects of the life of their partner 
either by the controlling Parent ego-state giving orders, instruction and demands or 
from the Child ego-state being irrational, demanding or unreasonable. The most 
desirable ego-state for parenting is of course the Parent because your child needs to 
feel secure and also needs to learn how to behave in the world. Some young fathers, 
however, make a relationship with their child by responding to the child’s behavi-
our with their own inner Child. Wanting to play and having a sense of fun is no bad 
thing in itself but is not the only response required from a parent – your child needs 
a sense of its own boundaries, not just another playmate.

DADS UNITED
Dads United was set up in order to try to support young fathers in Bradford, UK. We 
held the fi rst meeting of the group on Monday 5 July 2004 with 11 people present from 
a variety of agencies but mainly Surestart and Surestart Plus projects (see Box 17.1).

For some time there had been good work going on in Bradford around support-
ing fathers. Up to that time the networks that developed around this were informal. 
This new group was initiated to promote this important work and to facilitate greater 
support and the sharing of ideas. At the initial meeting we asked the group to briefl y 
describe the main focus of their work generally and, specifi cally, the work they do 
with dads, and to think about the following questions:

 ➤ Which is the target group that you work with?
 ➤ What sort of funding can you access?
 ➤ What examples of good practice do you have in relation to this work?
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 ➤ In 6 months, what would you like to have achieved in relation to working 
with dads?

 ➤ If a network such as this could achieve one thing in the next year, what would 
it be?

This is a sample of some of the examples of good practice that were gathered from 
this fi rst meeting:
1 The MASTS project: The Multi-Agency Supported Tenancies Scheme (MASTS) was 

formed in 1993 as a project to house and support vulnerable 16–25-year-olds on 
the Allerton Estate in Bradford, West Yorkshire. It was set up because of the con-
cerns of local people about poverty and homelessness. At the time, young people 
accommodated by the local authority in single person units on the estate only 
lasted about 6 weeks in their tenancies. It was felt that the most vulnerable ten-
ants needed support as well as accommodating. MASTS was therefore developed 
in partnership with the local authority to provide support to young people in 
council tenancies. MASTS employed two workers to specifi cally support young 
fathers through the Dads Matter Group.
Dads Matter Group:

 ➤ Dads Matter was run as a 12-week programme
 ➤ the project was user-led and began with a consultation phase which was 

important in getting the dads to trust the workers
 ➤ the sessions were run during the day, which the workers soon realised 

excluded men who went to work
 ➤ regardless of this, 11 young dads were involved.

Some important factors for its success:
 ➤ working in partnership – MASTS and Surestart Plus had the benefi t of joint 

funding and joint staffi ng, so that two people could be present and share 
expertise and ideas

 ➤ relationships had already been established, through housing support, which 
was vital in recruiting the young men

 ➤ it was unstructured and user-led; this informal structure, with the absence 
of stated ground rules, was important because it promoted equality and 
mutual respect.

2 Trip to Whitby with dads and sons:
 ➤ a worker in a fathers’ support project in Surestart West Bowling (Bradford) 

coordinated a trip to Whitby, which was very successful
 ➤ fi ve fathers and sons attended over the weekend, which had a strong focus 

on activity and working together
 ➤ the difference that the trip made to the relationships between the fathers 

and sons was extremely signifi cant
 ➤ the worker pointed out the importance of funding from different sources, 

which spread the considerable cost.
3 Courses for dads/parents:

 ➤ the Community Learning and School Support Service was involved in 
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parenting evenings, with a focus on empowering men for parenthood
 ➤ a part of this process was to provide parenting skills so that when fathers/

parents had access to children who may be in some form of care, they could 
demonstrate that they were proactively seeking to improve their ability to 
be parents.

Dads United Five-a-Side Football Event (9 October 2004)
After this initial exchange of information we held a number of further meetings on a 
monthly basis which constituted the ‘forming’ stage of the group development. News 
went out, the word went round and new recruits began to join, bringing with them 
many interesting ideas. These provoked the ‘storming’ stage of the group’s develop-
ment, animating what had been solely a discussion/support group into action.

There was considerable enthusiasm for football as a number of the Surestart 
workers already played for fi ve-a-side football teams. The idea for a tournament came 
up in a meeting of the Dads United Network held at the Bradford Health Promotion 
Service in September 2004 during a discussion about positive ways to involve dads 
in the lives of their children. We decided to hold an event that would invite all men/
father workers in the Bradford area to participate, giving them an opportunity to 
network whilst supporting them in an activity that would promote both health and 
parenting. We agreed that a dads’ fi ve-a-side tournament was a positive and practical 
way to achieve this aim.

Initial planning and structure
At the fi rst meeting we agreed the following points:

 ➤ the event should be open to any organisation that worked with fathers or 
fathers to be within the Bradford area.

 ➤ the event should promote fathers in a positive light as regards to childcare and 
supervision.

 ➤ the event should encourage professionals working with men within this area to 
network and work together.

 ➤ the event should promote men’s health and well-being.
 ➤ the event should give fathers the opportunity to spend time with their children.
 ➤ it should be fun.

We decided to contact as many organisations in the district as possible to try to fi nd 
16 teams of players and to fi nd a suitable venue and cost for the whole event. An 
initial date was agreed.

Organisation
We shared the overall organisation of the event between all those involved, with 
each organisation taking responsibility for small tasks and thus distributing the large 
amount of work involved in setting up a project of this size.

The initial date was soon found to be unacceptable owing to it clashing with the 
festival of Ramadan. It was decided to move the event to Saturday 9 October.
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A venue was located at a local primary school. This was a new complex with an 
indoor and an outdoor football pitch, changing rooms, a community room and art 
studio with ample safe space around the complex. This was particularly important, 
as we wanted to encourage dads to bring their children and spend time with them 
rather than just leaving them in a crèche.

The initial contacts had produced a crop of organisations interested in organis-
ing teams, including a Healthy Living Project, Sure Starts from the area, the local 
Gingerbread (a registered charity for the support of lone parents in Britain) and vari-
ous community associations. Each of these organisations expressed an interest in 
both putting together a team and funding for the event. They all felt it was a positive 
way of engaging fathers.

Considerations for the event
We wanted to promote a high degree of father-child interaction, so no childcare was 
put in place and no food apart from providing fresh fruit and drinks. We hoped that 
this would motivate fathers to be responsible for their children’s needs and make 
provision for their care and well-being. Children’s activities were provided but on a 
parent-supervised basis only. It was made clear to all parents that they had parental 
responsibility for their children.

The event
On the day ten organisations brought a team to the event, with approximately 
70 men attending. There were also some partners and children. The competition 
was played in a spirit of goodwill and friendship, with fathers of all ages taking part. 
The fi nal between Sure Start West Bowling and Sure Start Manningham was won by 
Sure Start West Bowling by the smallest of margins.

Men’s health checks
A worker from the Bradford Health of Men team (see Conrad and White 2007) work-
ing for Bradford City Primary Care Trust provided health checks and advice for the 
men attending the event. These included blood pressure, body mass index and blood 
sugar levels. These health ‘MOTs’ for men were well attended and proved popular 
not only with the men but with their partners, who openly encouraged the men to 
have a health check.

Children’s activities
Children’s activities were provided, including two children’s art workshops which 
were well supported by volunteers from the various organisations and by the parents 
who attended the event.

Refreshments
Refreshments on the day consisted of hot and cold drinks and fresh fruit. The 
decision not to supply food did not seem to be a problem. Most people visited the 
many food outlets nearby to buy lunch. This allowed for a fl exible lunchtime that 
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did not interfere with the football games. It was mentioned, however, that a shared 
lunch might have provided more scope for dads and professionals to get together to 
talk. When we ran the event the year after we took up this suggestion and provided 
lunch, which did exactly that, and by ordering a buffet this allowed teams to have 
a fl exible lunchtime.

Trophies and medals
Trophies and medals were organised and paid for by one of the Sure Starts. Each 
player and quite a few supporters received medals at the end of the day and both the 
fi nalists received a trophy which was played for at the next and subsequent events.

Volunteers
Volunteers from all the participating organisations worked together to make sure 
that the event progressed as smoothly as it did, which was illustrated at end of the 
day by the very little tidying-up which had to be done to ensure we left the venue 
as we found it.

Referees
Our decision to use experienced referees proved to be an excellent one. They helped 
organise the fi xtures and ensured that the timing of the event and the fl ow of games 
went well.

Health and safety
Although St John Ambulance was invited to attend the event, they failed to show 
on the day. A fi rst aid station was set up in the main reception area and manned by 
volunteers with fi rst aid certifi cates. Apart from minor scrapes and bruises no signi-
fi cant injuries were sustained.

Publicity
A press release was written and distributed, extracts from which appeared in the local 
newspapers. Although because of prior commitments Bradford City Football Club 
were not able to support the event, they did show interest in supporting future events.

Funding and expenditure
The event was jointly funded by 12 local organisations and although no specifi c 
amount was set, it was suggested that each individual organisation give what their 
budgets would allow. A sum of £100 was suggested, as we agreed that such an amount 
was not unreasonable for an event of this size. Trophies and medals were paid for 
in full by a local Sure Start whilst the venue, referees and all fruit was paid for by 
another of the participating organisations.

Subsequent work
The feel good factor generated by the success of the fi ve-a-side football tournament 
encouraged the group to organise further events and subsequent tournaments with 
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similar success. It was inspiration from this fi rst tournament that gave the monthly 
meeting its name: ‘Dads United’. Although not all the events that the group ran were 
about football – we held a ten-pin bowling competition and pizza eating evening – 
football was a very strong theme.

The sport holds a special place in the male heart and has been given many names 
accordingly.* Pele’s phrase ‘The Beautiful Game’ comes to mind, as does Alf Garnett’s 
‘working class ballet’. Che Guevara said ‘It’s not just a simple game. It’s a weapon of 
the revolution.’ ‘Train the right way. Help each other. It’s a form of socialism without 
the politics,’ agreed Bill Shankly, as did the historian Eric Hobsbawm: ‘The imagined 
community of millions seems more real as a team of eleven named people.’ ‘Life itself 
is but a game of football,’ said Sir Walter Scott. For us in the Bradford Health of Men 
team, football became a way of engaging young fathers in a manner like no other.
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CHAPTER 18

Tackling racial and cultural bullying 
in sch ools

Merv Pemberton

INTRODUCTION
Bullying takes many forms and can be targeted at anything that makes somebody 
stand out, whether it be height, disability, sexuality, educational attainment, dress 
or hair colour. Victims can become miserable, fearful and depressed and their pro-
gress at school can be severely damaged, whilst perpetrators may develop a false 
pride in their own strength and superiority (Department for Education and Skills 
2004). Although bullying has always been around, we have seen a rise in UK schools 
in malicious bullying over recent years, with incidents much more commonly escal-
ating to a serious level – even to the point of gang violence. This chapter focuses on 
one form of bullying that is increasingly becoming a concern and one that schools 
fi nd particularly challenging (Department for Education and Skills 2006), though of 
course any form of bullying is damaging to the mental health of the victim (as well 
as indicating a poor state of mental well-being in the perpetrator).

A survey of pupils’ experiences of bullying in Hampshire, UK found that almost 
a fi fth of pupils in Year 9, around a quarter in Years 6 and 7 and over a third in 
Year 2 had experienced bullying at school in the previous 12 months. The answers 
to a question in the survey on racial and cultural bullying suggested that in all four 
year groups virtually every pupil of a minority ethnic heritage had been picked on in 
school because of their skin colour, religion or because the language that they spoke 
at home was not English (Department for Education and Skills 2006).

Research conducted in mainly white schools in 2001/02 found that 25% of 
the pupils from minority ethnic backgrounds in the sample had experienced racist 
name-calling within the previous seven days. In interviews, a third of the pupils 
of minority ethnic backgrounds reported experiences of hurtful name-calling and 
verbal abuse, either at school or during the school journey. Around half of these 
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(one in six overall) reported that the harassment was ongoing or had continued over 
an extended period of time (Cline et al. 2002).

The issue of racial and cultural bullying and the need to overcome the fears or the 
myths surrounding other cultures should be addressed as a feature of all anti-bullying 
work with schools. Sometimes, though, there is a need for specifi c interventions to 
tackle existing problems.

WHAT FORM DOES RACIAL AND CULTURAL BULLYING TAKE?
It’s important to consider not only the nature of the incident or behaviour but 
also how it makes the recipient feel. Young people can be made to feel unwelcome 
or left out because of skin colour, ethnicity, culture or religious affi liation. People 
from travelling communities, refugee families, Muslims and Jews, for example, can 
all become victims of racist bullying. It’s important, though, not to assume that all 
bullying aimed at people from minority groups is necessarily racist. A useful work-
ing defi nition of racism in schools is: behaviour or language that makes a pupil feel 
unwelcome or marginalised because of their colour, ethnicity, culture, religion or 
national origin (Department for Education and Skills 2004).

Bullying can be triggered by something apparently minor and then escalate over 
time. Pupils may be seen outside of school in different dress which is specifi c to their 
religion or culture, for example at a wedding, and then this will be reported back to 
other pupils along the lines of ‘oh we’ve seen him with funny clothes on this week-
end’. Once a perceived difference has been picked out and highlighted, what may 
start as seemingly low-level teasing can snowball into long running and increasingly 
serious bullying if the behaviour is left unchecked and the perpetrators appear to be 
getting away with it.

Bullying can result from gang confl ict based on even the most trivial of dif-
ferences; for example, opposing gangs might be from the same culture but from 
different villages, where one is seen as higher ‘ranked’ than another. These perceived 
‘rankings’ are often passed down from parents or grandparents. This happens more 
within some cultures than others, but with a growing shift towards everyone wanting 
to be ‘top dog’ it’s something that’s becoming increasingly common.

Bullying within friendships
Some young people are bullied because they’re in a friendship with someone of a 
different background, but racial bullying can also occur within friendships. A com-
mon trigger is jealousy over material possessions, such as clothes, mobile phones or 
the latest MP3 player. It’s important to get across to young people that just because 
someone is your friend it doesn’t mean that they can’t bully you, although often they 
won’t think that this is what they are doing.

Racist language is sometimes used casually in the way that friends communic-
ate with each other. In some cases, the recipient may be uncomfortable with this 
but unsure how to deal with it and will allow it to continue until the problem esca-
lates. In other cases, both parties are OK with it but other people who are hearing 
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it feel uncomfortable and here there is a judgment call to be made over whether to 
intervene. We may feel that it shouldn’t be happening but it’s most important to 
determine whether the recipient truly is comfortable with it or not. Even where the 
use of racist language isn’t a cause of tension or ill-feeling in a friendship, it’s easy 
for the balance to be tipped. People may be comfortable with certain words and 
phrases and offended by others and good-natured banter can quickly turn to genu-
ine hostility.

Coming from another area
Almost any perceived difference can form the basis of racial and cultural bullying. 
People coming to a new school who have moved from a different area can be par-
ticularly vulnerable. Even people who’ve arrived from a different area, let alone a 
different country, can encounter bullying based on where they’re from. A different 
accent or poorer English can be an easy target for a bully, although sometimes the 
bully will get a rude awakening when their victim is from a place where people have 
had to learn to stand up for themselves.

Family infl uences
The attitudes and behaviours that underlie racial and cultural bullying are often 
passed down from family members. They get picked up from older brothers or sis-
ters, or adult family members, when children reach a certain age and then they try 
testing the waters with it. At this early stage, part of the battle is simply about getting 
young people to understand the offensiveness of half the words and phrases they 
hear. Often they use certain words without really understand the meaning of them, 
but they’ve heard someone else say them and think they sound cool.

Parents may use racist language in the home quite openly without any real 
underlying malice, although of course some children do grow up in openly racist 
households where they’re encouraged to dislike or avoid people from certain racial or 
cultural backgrounds. Sometimes pupils won’t want to go to certain schools because 
they have a high proportion of people from a particular background. Where a young 
person’s racist attitudes stem from the infl uence of someone in the family this can be 
very diffi cult to address. You can feel that you’re getting somewhere and then they’ll 
go home, talk about what’s happening and be told ‘Oh that’s a load of rubbish. Don’t 
have any part of that. You just stay as you are,’ and it knocks it back to square one.

Perpetrators don’t always realise that what they’re doing is racist and when it is 
brought to their attention they start to think about what they’re doing. With inter-
vention, some bullies do make signifi cant changes, e.g. from not being friends with 
people from different cultures to then being best friends with them and then they’re 
all going round together. It might not be a big percentage that comes round in that 
way but every percentage is a bonus.



190 PROMOTING MEN’S MENTAL HEALTH

THE IMPACT OF RACIAL AND CULTURAL BULLYING
As well as the potentially deadly negative psychological effects on the victim that 
can result from all forms of bullying, racial and cultural bullying can impact on an 
individual’s sense of identity and place and reduce community cohesion. I’ve had 
an incident where a boy was being bullied by someone from a different country but 
a similar cultural background. He told his father, who then came to the school and 
spoke to the perpetrator of the bullying, saying ‘Hang on, we’re meant to be support-
ing each other, looking out for each other,’ which was met with the response, ‘We’re 
not supporting each other. We’re for us and you’re for you.’

Racial and cultural bullying is not simply about people being made to feel dis-
connected from the dominant ethnic and cultural group, it also creates divisions 
within ethnic and cultural minorities, increasing feelings of isolation and further 
fracturing communities. Victims of racial and cultural bullying are not only singled 
out because of perceived differences between themselves and their peers. Differences 
in home circumstances are a common trigger, with victims bullied on the basis of 
some attribute of their family; for example, where the parents work, not having a 
professional job, living in council estates, or not having a car.

AT WHAT POINT DOES THE VICTIM ASK FOR SUPPORT?
Whether people feel able to ask for support depends on the individual rather than 
there being a pattern of one culture or nationality being more likely to open up. 
Some people wait until it’s got past the stage of no return before they open up about 
how it’s affecting them. Some victims will self-harm before they get to a point where 
they realise that they need to talk to someone. By the point at which victims decide 
to ask for help it isn’t always easy for them to fi nd a person whom they feel they can 
get that support from because often they’ve lost trust in somebody before. It’s crucial 
to tread very carefully at this stage because if the person hasn’t been listened to or 
adequately supported when they last sought help the last thing you want is to blow 
it as you’re making the initial contact.

Nine out of ten times when working in schools I’ll get asked if I’ve been bullied. 
Sometimes even the parents ask. Sharing your own experiences can help to get vic-
tims of bullying to see you as someone that they can open up to and speak about 
what they’ve been going through. Some people have been bullied for several years 
and never dared talk to anyone about it.

WORKING WITH SCHOOLS
In tackling racial and cultural bullying we really need to start at the grass roots – 
restoring a balanced and effective discipline in schools and a sense of community. 
Years ago, people in the community looked after each other much more, whereas 
now it’s more common for a sense of ‘them against us’ to dominate. This attitude 
crosses over into school life and underpins a lot of this type of bullying.
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There’s a need to work with primary schools to get to children at a much earlier 
age. This is the time when we should be making a real effort to get the basic mes-
sages across to children, e.g. that it doesn’t matter what colour skin we are, or what 
we wear – we’ve all got feelings. It’s not about getting everyone to be really know-
ledgeable about everyone else’s culture, but just to recognise that we all have different 
needs within our cultures and to respect those differences. Some primary schools are 
already doing good work in this area, but there’s potential for health professionals 
to work closer with them to provide schools with the support necessary to have the 
maximum impact.

Case study

Using theatre is a great way to explore health issues with young people without sending them to 
sleep. A play developed in Derbyshire, for example, used forum theatre techniques to depict the 
isolation of minority ethnic people in rural areas and the distress that racist bullying can cause. It 
also showed how teachers can be unaware of what’s going on or fail to respond adequately to the 
problem.

‘Ally Comes to Cumbria’ is another example of a piece of forum theatre, specially commissioned for 
primary and secondary schools in Cumbria. It tells the story of Ally, who arrives from Manchester 
to start at a new school in Cumbria. Ally is black and faces different reactions from the pupils and 
teachers at her new school. A workshop following the performance gives pupils the opportunity to 
practically explore how the characters could have acted differently. Another piece of theatre called 
‘Just Passing’ explores attitudes towards asylum-seekers, Gypsies and Travellers. To fi nd out more 
about these projects visit: www.globallink.org.uk

Sometimes anti-bullying interventions only get to young people just before they’re 
at the point of leaving school and going into workplaces or colleges. By this point 
we should really be reinforcing an attitude of tolerance and an understanding of 
other races and cultures, rather than trying to inject it for the fi rst time. If children 
understand other cultures from an earlier age then they’ll carry this through as they 
get older and it will simply be something that they take for granted.

Schools vary in how well they deal with the issue of racial and cultural bullying. 
Some are really good at working with parents to address cases at any early stage, 
whereas some will try sweeping it under the carpet with an attitude that victims 
should toughen up and accept a certain amount of bullying and racism as a normal 
part of school life. It’s important that there is provision of external anti-bullying sup-
port for schools, but also that they are aware of it and have the motivation to make 
use of it. In some cases, it’s not only young people that need educating on the effects 
of this type of bullying but the teachers as well. Also, don’t forget that bullying can 
be an issue for teachers as well as pupils. A growing problem is pupils using another 
language to make abusive remarks to teachers, knowing that they can’t be effectively 
challenged because the teacher can’t understand what they’ve said.

Whilst bullying prevention is better than cure, often external anti-bullying 
support is requested by a school because a specifi c problem with racist bully-
ing has already developed. Schools will vary in how much time they will give for 



192 PROMOTING MEN’S MENTAL HEALTH

anti-bullying sessions to be delivered – the majority of schools let you have what 
you need because they know that they’ll benefi t from it, whereas others want it com-
pacted and it has to be chopped down to the most important elements. Be prepared 
for potentially ending up with a lot of follow-up work on your hands when deliv-
ering interventions in schools. An intervention may be requested because a couple 
of pupils have mentioned a problem or a teacher is aware of a specifi c incident, but 
once you bring the issue out into the open you suddenly fi nd 20 people saying that 
it’s an issue or that an apparently small incident isn’t so small after all.

When dealing with specifi c cases of bullying, be aware that there can be a danger 
of other pupils jumping on the bandwagon. Rather than supporting the victim when 
a case of racial bullying is brought out into the open, some may simply relish it as 
new source of entertainment for them to get a laugh out of.

WHAT WORKS?
Teambuilding
Taking young people outside of the school environment for teambuilding sessions 
can help to get them respecting each other, at least on some level. By getting them 
working together as a team so that they’re talking and doing things together rather 
than being at loggerheads can get them thinking ‘Well why do we have to be nasty 
with this guy? We’ve worked together on this thing and we came back with a trophy 
and it was good working with him, so why are we being like that with each other?’

Teambuilding activities can also help people who may have become socially iso-
lated in the school through bullying to build positive links with other pupils. Often 
we fi nd that when they’re back in school a person who is being bullied will be sup-
ported by the people they’ve worked in a team with during the exercises. You can 
fi nd out more about team-based anti-bullying programmes in the UK by visiting the 
Beat Bullying website: www.bbclic.com

There are, of course, no guarantees with this type of work. Sometimes the situ-
ation will be improved dramatically, other times positive results won’t translate to 
the school environment because once they’re no longer working in a team situation 
they slip back into their old patterns of behaviour. How well a bully responds to 
intervention work often depends a lot on who’s in the background – for example, 
where they have family members undermining your efforts it can be very hard to 
produce a sustainable change in attitudes and behaviour.

Using role play
As the case study highlighted, drama can be a really effective tool in anti-bullying 
work. With age 11 upwards, role play can be used to explore issues around differ-
ences in appearance and religious dress. We begin by doing a bit of the role play with 
the health workers and then get the young people involved so that they take own-
ership. Also, the other young people watching respect it more coming from kids of 
their own age rather than the workers. Some have never done any kind of role play 
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before and fi nd that they really enjoy it and are able to use it as a way of exploring 
their own feelings and behaviour.

When doing role play work, always make sure that young people have permis-
sion from home to play certain parts outside of their culture to ensure that it’s not 
going to cause offence.

Class presentations
When asked to do a presentation in school which relates specifi cally to racial or 
cultural bullying, or if you’re doing a general bullying presentation and want to 
include this theme, try to use materials which show a very wide range of people – 
from different ethnicities, religions and cultures, to people with different hairstyles 
and glasses or braces. Rather than being a preachy lecture on political correctness, 
the message should be that, however we may look, bullying can affect all of us and 
we all have feelings.

Class sessions can prompt some pupils to admit quite openly that they feel 
they are bullying someone or that they have done in the past and now want to try 
repairing the situation, especially when the bullying has occurred within a friend-
ship. Sometimes, of course, it isn’t easy to repair and you need to be honest and say 
collectively you’ve got to do quite a lot of work to rebuild the bridges and restore 
trust and respect. It’s a process which requires effort and commitment from both 
the bully and the victim.

You may get instances where someone will say that their friend is being bullied 
but also that that friend is in turn bullying them. Often, when you’ve spent some time 
with the friend and given them an opportunity to talk about what’s been happening 
and how they’re feeling, they will suddenly realise that they are bullying somebody, 
and that’s when they start wanting to change their ways. In all cases of bullying, the 
sooner the victim can be given support to talk about what’s happening and how 
they’re coping with it and to understand it, the better.

A ‘WHOLE COMMUNITY’ APPROACH
A particular danger with racial and cultural bullying is that it can spill over from 
schools into the community and vice versa. Increasingly in the UK there are com-
munities with people from several different countries and different religions side by 
side, where a whole range of tensions and prejudices can build up. Where an incid-
ent of bullying involves someone’s religion, for example, it can quickly explode into 
a situation where whole families end up in confl ict.

Problems can arise when young people from different cultures become involved 
in relationships. Families can put a lot of pressure on young people in these situa-
tions which they fi nd hard to deal with, e.g. ‘you can’t live here if you’re going to stay 
with him’. Sometimes it’s possible to get the families to sit down and work on the 
issues and sometimes not. It makes it particularly diffi cult when one parent wants 
to engage in discussion and another doesn’t want to know. This leaves you working 
with one parent who wants to support their child and another that is undermining 
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the process. There’s no magic solution in these situations – you just have to do what 
you can and accept that it’s not always possible to achieve an ideal outcome, how-
ever hard you try.

Some of the work I’ve done has involved situations where young people have 
become angry with their own cultures and have caused friction between other peo-
ple because they don’t know how to deal with that anger. There’s really a need to get 
children talking more about different cultures from an early age, not just so that they 
respect other people’s but so that they understand their own cultures properly as well.

Involving fathers in team-building work with young people can be very effective 
at not only building cohesion in the community but also building bonds between 
fathers and sons. Sometimes boys will say that the sessions are the fi rst time their 
father has ever done anything with them. When it works well, the spirit of working 
together will carry across back into the community, e.g. deciding to let people from 
other cultures into the football team or other community activities.

Anti-bullying work isn’t just about stopping bullying in schools; it’s about chan-
ging behaviour in adulthood too. The lessons that children learn in schools get 
carried through into the workplace and the wider community. Tackling racial and cul-
tural bullying in schools is not only important for improving the mental well-being 
of young people, but also for strengthening communities and improving mental 
well-being in the whole population.

For more tips on anti-bullying work in schools, see Conrad and White (2007).
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CHAPTER 19

Working with prisoners and 
young offenders

J ames Woodall

INTRODUCTION
Prisons and Young Offenders Institutions (YOIs) are important settings for tackling 
men’s health. Prisons are typically ‘male’ environments, highlighted by the fact that 
only 5% of the prison population in England and Wales is female. Men in prison 
are a vulnerable group in society, with many having been subjected to a lifetime of 
social exclusion (see Box 19.1). Poor education, low income, meagre employment 
opportunities, lack of engagement with normal societal structures, low self-esteem 
and impermanence in terms of accommodation and family relationships typify pris-
oners entering the system (Levy 2005; Senior and Shaw 2007).

BOX 19.1  Men in prison are a socially excluded group

 ➤ 47% of male sentenced prisoners had run away from home as a child compared to 11% in the 
general population.

 ➤ 49% of male sentenced prisoners had been excluded from school (compared to 2% in the 
general population).

 ➤ 52% of male prisoners have no qualifi cations.
 ➤ 62% of short sentenced male prisoners involved in drug misuse had spent more time 
unemployed than in work during their life.

 ➤ 25% of young offenders are fathers.

Source: Social Exclusion Unit (2002)
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WHY SHOULD MENTAL HEALTH PROMOTION BE AIMED AT 
PRISONERS AND YOUNG OFFENDERS?
The mental health of prisoners is a particular concern (Durcan 2008). Mental health 
problems among the prison population are far more common than those found 
in the general population (Watson et al. 2004). For example, in Western countries 
around one in seven prisoners have psychotic illnesses or major depression and 
about one in two men in prison have antisocial personality disorders (Fazel and 
Danesh 2002). It is true to say that many prisoners ‘import’ mental health issues into 
the prison. However, the effect of the prison environment itself may also impact on 
prisoners’ mental health status.

By adopting a philosophy where prisons are seen as important locations or set-
tings for addressing men’s health, this allows the opportunity for accessing men who 
are traditionally diffi cult to engage in community settings. Typically, men in prison 
will have had relatively little contact with health promoters and health services prior 
to their prison sentence. We know that men from working-class backgrounds are less 
likely than middle-class men to access and respond to health promotion informa-
tion (Banks 2001). Prison offers the potential to reverse this trend, as the overriding 
majority of prisoners are male, drawn predominantly from lower socio-economic 
status groups (Caraher et al. 2002).

The importance of promoting positive mental health in prisons and not just pro-
moting the absence of mental illness is crucially important. While it may be diffi cult 
to imagine positive mental health among prisoners, prison should provide an oppor-
tunity for individuals to be helped towards a sense of personal development without 
harming themselves or others (World Health Organization 1998). This chapter aims 
to provide practitioners with practical ideas on how to promote mental health in 
prisons and YOIs, providing some working principles for practitioners and drawing 
on lessons learned from research and existing examples of good practice.

UNDERSTANDING THE DIFFICULTY OF MENTAL HEALTH 
PROMOTION IN PRISON
It seems unusual to start by outlining the diffi culties of promoting positive mental 
health in this setting. However, it is important for practitioners to be fully aware 
of the barriers in place that act to demote the mental health of men in prison. It is 
self-evident that health promotion in prison is substantially more complex than for 
those at liberty – essentially, prisons are not in the business of promoting health 
(Smith 2000). Their primary function is to protect public safety and maintain the 
safe running of the establishment. It is apparent that the principles of mental health 
promotion are in many ways incongruous to prison regimes, which are often disem-
powering, isolating and focussed on security, surveillance and controlling individuals 
(Whitehead 2006).

The environment of the prison is also non-conducive to promoting positive men-
tal health. Prisoners are frequently deprived of outside cell contact and individuals 
are subjected to a lack of privacy and processes of surveillance and control. Men in 
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prison are also taken away from family and friends and only permitted a limited 
amount of contact time with them. Some of the key issues demoting the mental 
health of prisoners are highlighted in Box 19.2.

BOX 19.2  Factors which demote positive mental health in prison

 ➤ Long periods of time locked in a cell.
 ➤ Overcrowded conditions.
 ➤ Lack of privacy.
 ➤ Violence and bullying (especially prominent features of YOIs).
 ➤ Confl icts with prison staff.
 ➤ Limited contact with family and friends.
 ➤ Having to adjust to a new environment and coming to terms with strict rules and regimes.
 ➤ Limited autonomy, choice or control.
 ➤ Limited amounts of exercise.

KEY WORKING PRINCIPLES FOR WORKING WITH PRISONERS AND 
YOUNG OFFENDERS
Before discussing some of the ways in which mental health can be promoted in pris-
ons and YOIs, there are some key principles that practitioners should acknowledge 
before working in these particular settings:

 ➤ the security of the prison must never be compromised
 ➤ always be prepared to attend security training, inductions and tours before 

working in the prison
 ➤ always take time to understand the ‘procedures’ of the prison you are working 

in and appreciate that these may change from prison to prison
 ➤ fi t in with the regime – don’t expect it to fi t around you and your work; if in 

doubt, ask a member of prison staff
 ➤ always inform a member of staff of what you are doing and how long you 

intend to be
 ➤ always be aware of your professional boundaries
 ➤ never divulge personal information about yourself or your family
 ➤ never accept gifts from prisoners and never bring anything into the prison for 

prisoners
 ➤ be aware of what you can and cannot take into the prison before arriving.
 ➤ do not bring mobile phones into the prison
 ➤ dress appropriately – don’t wear clothes or footwear that is inappropriate or 

draws unnecessary attention from prisoners; women should be especially 
conscious in this regard

 ➤ the core work of the prison is about protecting the public and maintaining 
the safety and security of the prison; do be prepared for sessions to be 
cancelled or re-arranged at the last minute by prison personnel if unforeseen 
circumstances arise.
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GETTING IN
Once you establish yourself as a practitioner within the prison, the organisational 
make-up of prison regimes means that it is likely that many prisoners will have time 
available to them and be able to participate in any group activities or sessions you 
organise. However, establishing how to get in is the fi rst stage in implementing any 
programme. The local Primary Care Trust may be a fi rst port of call. Since 2006, 
Primary Care Trusts have been responsible for the healthcare of prisoners in their 
geographical area.

Working in prison can be a steep learning curve, with lots to take in and lots of 
jargon related to prison life. Once you get started it’s a good idea to take notes and 
refl ect on new things you have learned. This will enable you to track your develop-
ment as a practitioner and help you to help other practitioners who are starting to 
work with men in prison.

DOING MENTAL HEALTH PROMOTION IN PRISON
Mental health promotion is a key agenda for prisons, highlighted in the Prison 
Service Order for health promotion (HM Prison Service 2003) and by the World 
Health Organization (World Health Organization 1998). However, there are no 
easy answers in ‘doing’ mental health promotion, as prisons are complex settings 
in which to implement change. Ultimately, a ‘whole prison approach’ and shift in 
policy will be required, where health promotion is seen as part of the core work of 
everyone in the institution. External practitioners have a valuable role to play in a 
whole-prison approach to health promotion; the following sections suggest areas 
where practitioners may be able to contribute.

PROVIDING SOCIAL SUPPORT MECHANISMS
Prisoners tend to keep problems to themselves. This can result in feelings being 
bottled up, causing stress and anxiety, especially during periods of solitary cell con-
fi nement. There are clear benefi ts for the mental health of prisoners and young 
offenders when social support services are in place for sharing problems and con-
cerns. Prisoners can receive social support from a range of agencies in prison such as 
prison staff, the chaplain, gym offi cers, healthcare staff and education staff. However, 
there are a number of barriers which infl uence prisoners’ abilities to seek help from 
others. These barriers are especially evident with mental health issues, where often 
a hyper-masculine prison culture exists, in which seeking help exposes weakness to 
others (Bird et al. 1999). In prison, stoic denials of weakness are common, as many 
prisoners do not want their masculinity questioned by showing more ‘feminine’ 
qualities associated with seeking help. Young men in prison can be especially reti-
cent in this regard.

Lessons learnt from research involving young men in prison (Woodall 2007) sug-
gest that support agencies for prisoners are an important outlet for offenders to discuss 
their problems but must be seen as credible and non-judgemental. Peer support or 
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support services involving ex-prisoners are often effective because these individuals 
are empathetic and fully understand prison life. For practitioners setting up sup-
port services for men in the prison the following key points should be considered:

 ➤ be non-judgemental – prisoners can magnify issues which may be perceived by 
practitioners as inconsequential or minor; it is important never to dismiss these 
problems, however insignifi cant they may seem to you

 ➤ always listen carefully – this will help in building trust and rapport
 ➤ never promise something you can’t deliver – often prisoners and young 

offenders have been let down throughout their lives; always be realistic about 
what you can achieve

 ➤ set boundaries – establish with the prisoner the levels of confi dentiality 
you can give to a prisoner as an external practitioner; if prisoners divulge 
information that may jeopardise the safety of the prison then this must be 
disclosed to the prison authorities

 ➤ understand your limits – ask more experienced colleagues or speak to prison 
staff if you need advice

 ➤ be a good role model.

Case study: how to tackle bullying in YOIs – a case study in innovative 

practice

Bullying has now been recognised as endemic in prisons. Victims of bullying experience a range of 
psychological and psychosomatic symptoms, including anxiety and insecurity, low self-esteem and 
self worth, as well as being more likely to be unhappy and depressed. Bullying must be eradicated 
if mental health is to be promoted in prisons.

At HMYOI Castington, an innovative scheme has been delivered to tackle bullying behaviour. The  
‘tackle it’ course is a six week programme designed to develop team working and citizenship skills. 
Football coaches run the course, using sport as the ‘hook’ to explore the issue. The ‘tackle it’ course 
discusses bullying within football and builds up to discussing the problem in prison. The key is the 
interactive nature of the course, with lots of interactive games, role plays and worksheets delivered 
to the young men. Twelve participants attend the course at any one time, a mix of young people 
that have been bullied, are bullies or have had no involvement in bullying attend each course. This 
provides a range of perspectives on the issue.

GETTING MEN TO ENGAGE WITH SERVICES IN PRISON
As a practitioner within prison your role may be to support prisoners in taking posit-
ive steps to strengthen their resilience and improve their confi dence and self-esteem. 
Depending on the prison you are working in and the individual prisoner, you should 
consider encouraging the following.

Keeping in touch with family
Contact with family and friends is an important source of support and should be 
promoted to encourage positive mental health (World Health Organization 1998). 
Visits are an important part of a prisoners’ life, as contact with family and friends 
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can act as a buffer for reducing prison-based stressors, such as solitary confi nement 
(Dixey and Woodall 2009; Woodall et al. 2009). The presence of visitors normalises 
the prison environment and acts as a reminder of the outside world and its associ-
ated responsibilities (Hairston 1991; Mills 2005). Regular visits therefore improve 
the transition back into the community, lowering levels of ‘institutionalisation’, as 
prisoners are not completely immersed in the prison sub-culture (Gordon 1999; 
Codd 2008).

As well as prisoners being isolated from friends and family, some prisoners are 
isolated from their children, with around one in four young offenders being fathers. 
Encouraging and supporting men to keep in touch with their children through vis-
its and by telephoning and writing is important for the child and also an important 
aspect for an offender’s mental health, as this contact can reduce the stresses of prison 
life, especially for younger men (Woodall 2007).

LEARNING NEW SKILLS
There are lots of opportunities in prison for learning new skills and developing self-
confi dence. Supporting prisoners to access education, vocational courses and prison 
jobs can provide them with a purposeful sentence which may enable job opportun-
ities and successful resettlement on release.

Case study: the enrichment programme at HMYOI Werrington

Werrington is a juvenile centre for those aged between 15 and 18 years old. The enrichment 
programme at Werrington started as a small club for 10 young people and has since gone from 
strength to strength. There is now a full programme of activities for individuals to participate in, 
including: model club, remote control-car club, computer club and pottery club. These programmes 
ensure that the young people in custody use their time as constructively as possible, which helps 
prevent boredom, enables the acquisition of new skills and promotes well-being. Furthermore, 
initiatives in the local community have been set up to aid the resettlement process. The feedback 
from the young men is positive and HMYOI Werrington has seen positive effects in the young people’s 
confi dence.

From the implementation of the enrichment programme at HMYOI Werrington, some tips for 
developing similar programmes have been suggested:
 ➤ delivering sessions in a traditional educational or didactic format are often not received 
particularly well by young people; try to be innovative and develop, where possible, an 
interactive, fun approach

 ➤ recruiting a wide range of staff in delivering activities helps encourage ‘whole prison’ ownership.
 ➤ develop and display a clear timetable of activities so that everyone is aware of what is on offer.

Looking after the body
Encouraging prisoners to exercise regularly can help lift an individual’s mood 
and reduce anxiety and stress. Furthermore, food affects mood. Providing basic 
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information on healthy eating can ensure that prisoners have the information to 
make an informed decision on their dietary choices.

Relaxing
Prisons are stressful environments; encouraging prisoners to unwind is important. 
Reading, yoga, listening to music and other similar activities are important ways to 
reduce the anxiety experienced by prisoners.

Providing information to prisoners
Leafl ets are useful ways to highlight services, activities and support agencies within 
the prison that can contribute to promoting positive mental health. Written materi-
als and leafl ets are a useful way of communicating with men in prison but should 
not be used in isolation from face-to-face contact. Low literacy levels and poor edu-
cational attainment are common in the prison population and this requires careful 
consideration when providing information in this way.

Some key lessons have been learnt from using written materials for mental health 
promotion (e.g. Caraher et al. 2000):

 ➤ don’t expect materials to play too many roles – keep the message and aims 
simple, clear and to the point

 ➤ the way the information looks is vitally important for prisoners to pick it up – 
it should be vibrant and appealing

 ➤ however, the aesthetics should not distract from the message; ensure that the 
content and the messages are clear and understandable

 ➤ try to discuss ideas with prison staff and other departments in the prison – 
their experience and professional expertise may be valuable when coming up 
with appropriate designs and ideas

 ➤ acknowledge that men in prison are all different – try, wherever possible, to 
take into consideration the different needs, ages, cultures and backgrounds of 
prisoners

 ➤ always explain to prison staff what the information is for (perhaps using 
written guidance for staff ) – prison staff are likely to have far more daily 
contact with prisoners than you will have as a practitioner and well-informed 
staff can provide the materials to prisoners and support this with individual 
contact

 ➤ try to involve men in the prison in the design of any resource materials, 
which could be done through working in collaboration with the education 
department in the prison; where this is not possible, materials should be 
piloted or tested with a group of prisoners or young offenders before using 
them – this will ensure that you are targeting the information correctly and 
using appropriate language

 ➤ try to evaluate the impact that the materials have had – this way you can 
develop the materials to make them more effective in the future

 ➤ fi nally, think about using other ways of communicating messages to men in 
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prison; using music maybe one way of drawing interest to an issue and it also 
overcomes literacy barriers.
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CHAPTER 20

Service provision for homeless men
Jo McCullagh

INTRODUCT ION
Local Authority data indicate that between April 2007 and March 2007 115 430 peo-
ple in England were classifi ed as homeless, equating to around 2 per 1000 population 
(see Diaz 2007). However, estimates regarding the number of homeless people are 
diffi cult to validate and under-represent the total population, as not all use formal 
shelter services (Hwang 2001; Randall and Brown 2002). Many remain hidden away 
from mainstream services, living in overcrowded conditions, staying with friends 
(known as ‘sofa surfi ng’), or sleeping rough on the street. Crisis (2004), the national 
charity for single homeless people, has estimated that in the UK there could be as 
many as 380 000 concealed people experiencing homelessness, which equates to 
the entire population of Manchester. The young homeless population is primarily 
male, by a ratio of around 2:1 (Stephens 2002) and local authority street counts in 
2008 found that 87% of rough sleepers in London were male (Homeless Link 2009).

A number of factors contribute to the risk of becoming homeless. Low socio-
economic status, family confl ict and relationship breakdown, institutional history 
and poor health can affect an individual’s chance of homelessness, with the highest 
risk among those experiencing multiple diffi culties (Ravenhill 2000; Anderson 2001; 
Social Exclusion Unit 2004). Thirty percent of young single homeless people have 
been in care and 20% of care leavers experience some form of homelessness within 
two years of leaving care (Stephens 2002).

Homeless men face an array of issues which reduce their levels of stability, safety 
and security, negatively impacting their health status and mental well-being. This 
includes diffi culties in securing accommodation (either short-term or long-term), 
welfare benefi ts, food and clothing, verbal and physical assault and robbery, and 
alcohol and drug dependence (Jahiel 1992; Sosin 1992; Kershaw et al. 2003; Mental 
Health Foundation 2006; Canadian Institute for Health Information 2007). A 
national survey demonstrated that a third of homeless people living in temporary 
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accommodation, and more than half of those sleeping rough, reported having 
more than one health problem compared with a quarter of the general population 
(Bines 1997).

This population group face a number of barriers which hinder engagement with 
traditional NHS services (Wood 1992; Mental Health Foundation 2006), including:

 ➤ diffi culties in registering with a primary care practice resulting from having no 
fi xed abode

 ➤ experiencing low levels of self-confi dence and self-esteem, inhibiting 
communication and requests for help – particularly when faced with the 
somewhat judgemental attitude of health service staff and patients

 ➤ living a chaotic lifestyle resulting from drug and alcohol dependence, which 
impacts on time-keeping and confl icts with the conventional opening hours 
and appointment systems of mainstream healthcare services.

A study of 248 homeless people staying in shelters in St Louis, Missouri found that 
striking gender differences occurred in service utilisation, with women much more 
likely than men to have received social services (Calsyn and Morse 1990).

HOMELESSNESS AND MENTAL HEALTH
Homeless people face all kinds of diffi culties in their day-to-day life that affect their 
emotional security and stability, including being unable to access accommodation, 
food, warmth and comfort. Research has clearly demonstrated the relationship bet-
ween homelessness and compromised mental health (Wong and Piliavin 2001). 
It creates serious problems in fi nding or keeping employment, affects access to 
social capital (especially bridging social capital), undermines sense of identity and 
exposes men to a wide range of dangers and stressors. Insecure housing impedes 
emotional growth, degrades self-esteem and increases dependency for young peo-
ple (Stephens 2002).

Homelessness can be both a cause and a consequence of mental disorder 
(Canadian Institute for Health Information 2007). A number of predictors for poor 
mental health are determinants of becoming homeless. Loss of residence can also 
affect mental well-being and continued homelessness can aggravate mental illness 
(Mental Health Foundation 2006; Canadian Institute for Health Information 2007). 
Studies have highlighted that homeless people demonstrate low levels of perceived 
self-worth and have poorer social support. Moreover, mental illnesses includ-
ing bipolar disorder and depression, addiction and suicidal behaviour are more 
common among the homeless than the general population (Meltzer et al. 1996; 
Canadian Institute for Health Information 2007). In addition to the stress associ-
ated with struggling to gain access to resources such as clean clothes, comfortable 
sleeping and a balanced diet, a serious deterioration in physical health resulting from 
lack of basic resources is likely to lead on to a deterioration in mental well-being 
(Stephens 2002).

Nationally, it is estimated that between a third and half of people experiencing 
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homelessness have a mental health problem compared with 10–25% of the general 
population (Warnes et al. 2003). This issue is exacerbated among those with no access 
to shelter compared to their residential counterparts. People living in temporary hos-
tels or bed and breakfast accommodation are eight times more likely to experience 
a mental health problem, while those sleeping rough on the street are eleven times 
more likely (Wright 2002). A study of 225 homeless people living in hostels or sleep-
ing rough in Glasgow found that 44% had been diagnosed with a neurotic disorder 
and 6% with a psychotic disorder (Kershaw et al. 2003). Additionally, nearly a third 
(29%) had attempted suicide at some time in their lifetime.

Studies have also demonstrated a link between substance use and homeless-
ness. Research conducted by Crisis (2002) highlighted that half of the respondents 
stated drug use as the reason for becoming homeless, while 36% cited alcohol use. 
During 2004 and 2005, over a third of homeless people contacted by outreach 
teams in London had a drug or alcohol problem (35% and 32%, respectively; 
CHAIN 2005). Work undertaken with 389 homeless people in London illus-
trated that 83% were current drug and alcohol users and levels of dependency 
increased in parallel to the length of homelessness across all age ranges (Fountain 
and Hawes 2002). More than half of 225 homeless participants in the Glasgow 
study (Kershaw et al. 2003) were classifi ed as having a hazardous drinking pattern, 
with hazardous drinking being more prevalent in men than women (60% vs 16% 
respectively).

DEVELOPMENT OF A HOMELESS MEN SERVICE
In response to these issues, the Salvation Army (Bootle) and NHS Sefton developed 
a homeless men service in 2002 to offer coordinated support to homeless men who 
were primarily, although not exclusively, affected by drug and alcohol misuse. This 
was implemented to facilitate homeless men’s engagement and retention in a wider 
programme of treatment, health and social care support with the aim of integrating 
them into mainstream society and reducing levels of drug and alcohol use, crimin-
ality and homelessness.

The service aimed to improve clients’:
 ➤ access to primary care
 ➤ referral to drug and alcohol treatment programmes
 ➤ accommodation status
 ➤ levels of physical and mental health
 ➤ social inclusion
 ➤ social functioning
 ➤ rehabilitation of offenders
 ➤ employability.

The specifi c programme objectives were:
 ➤ to reduce health inequalities in obtaining information and treatment by 

improving access rates to health and social care services
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 ➤ to build clients’ confi dence and self-esteem and encourage the development of 
personal responsibility

 ➤ to enable clients to develop the knowledge, skills and motivation for 
independent living and progress towards educational training and 
employment.

Service funding
Funding for this programme is short-term and often reliant on in-kind services from 
collaborative agencies; for example, the men’s health clinics and healthy lifestyle 
programme are funded by NHS Sefton. Although the Salvation Army provided the 
capital fi nancial support to renovate the community centre building and fund the 
Core Offi cer’s post, the community coordinator, cook, centre utilities and consuma-
bles rely on short-term charity grants and private donations. Funding applications 
are a key component of the community coordinator’s role; within the past two years 
34 applications have been submitted, with 11 proving successful and raising one-
off grants of between £500 and £30,000. This initiative illustrates the importance of 
multidisciplinary partnership working and the pivotal role of unpaid volunteers in 
successful service delivery.

What does the service consist of?
The homeless men service is a joint venture between the Salvation Army Bootle and 
NHS Sefton. The programme is run from the Hope Salvation Army Community 
Centre three days a week (Monday, Wednesday and Friday) between 10 am and 
1 pm. It is coordinated by a multidisciplinary team comprised of a Salvation Army 
Core Offi cer, a Community Co-ordinator, a Men’s Health Nurse, a part-time cook 
and fi fteen volunteers. Assistance is also provided by partner agencies, including 
the Citizens Advice Bureau (CAB), Sefton Council, Christian Debt, Sefton Drug and 
Alcohol Team, SUPPORT, Sefton’s local NHS Stop Smoking Service, Sefton Health 
Improvement Support Service, Sefton Adult and Community Learning Service and 
Independence Initiative.

A number of collaborative, integrated services are provided.
1 Healthy meals and food parcels: Homeless men are routinely provided with a free 

breakfast, one free cooked meal a month and a subsidised hot breakfast or three-
course meal priced at £1.50 and £3.50 respectively. Each client is also issued with 
a free food parcel containing eight items once a month.

2 Laundry and shower facilities: Free shower facilities are available and toiletries 
including toothpaste, toothbrush, soap and deodorant are issued to each client 
on a monthly basis. The centre also operates a laundry service at the cost of £1.50 
for a wash and dry. New socks and underwear are also issued to assist personal 
hygiene and prevent foot problems.

3 Men’s health clinic: A male nurse runs a drop-in health clinic twice a week on a 
Monday and Wednesday. He offers health advice and support, wound care and 
referral into other services, including primary care, dietetics, chiropody and alco-
hol and drug detoxifi cation programmes. An outreach worker from the local drug 
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service also attends the centre on a weekly basis to facilitate client programme 
referral and retention.

4 Healthy lifestyle and peer mentoring programme: A healthy lifestyle programme, 
which offers blood pressure, cholesterol and glucose screening, healthy eating, 
stop smoking and safer drinking advice and stress management techniques is 
periodically undertaken by a Health Improvement Team. This comprises a Health 
Promotion Specialist, Health Promotion Offi cer and Project Offi cer, Food and 
Health Workers, Smoking Cessation Support Workers and Stress Counsellor. 
Clients are also trained as peer mentors to offer healthier lifestyle advice and a 
supportive network to other homeless men to reduce social isolation.

5 Welfare rights and housing advice: Access to housing is an important determinant 
linked to health and well-being. Assistance is therefore given to clients to complete 
accommodation and benefi t application forms (e.g. Income Support, Incapacity 
Benefi t and Jobseekers Allowance) and arrange appointments. Organisations such 
as the CAB and Christian Debt also undertake in-house weekly welfare rights and 
housing advice clinics to raise client awareness and resolve individual issues.

6 Life and social skills training: National research has found that only just over a 
third of people sleeping rough have any educational qualifi cations compared to 
two-thirds of the general population (Anderson et al. 1993) and around 90% are 
unemployed (Randall and Brown 1998). In view of this, the Salvation Army and 
Sefton Drug Action Team have implemented a ‘Move On’ project, which offers 
in-house pre-vocational life and social skills training for clients on one afternoon 
a week. Referral is also offered to the Government-funded Job Centre Plus and 
Progress To Work programmes.

Who attends the service and why?
The service is offered to all homeless men and is based on fl exible defi nitions of 
‘homelessness’ and ‘mental health’ in order to reduce barriers to access. Within a year, 
79 homeless men utilised the service for a total of 6707 contacts. Their age ranged 
from 18 to 60 years, with an average of 42 years, and, in line with the population 
demography of Sefton, all described their ethnicity as White British. Key motiva-
tors to accessing the service were the provision of basic life needs – food, personal 
hygiene and shelter.

Unfortunately, the requirements for temporary housing exceed current provision. 
Assistance with accommodation is low and refl ects the limited availability of tem-
porary shelter and hostels within the borough, which often proves frustrating for the 
staff. A service questionnaire survey was undertaken with 40 self-selected clients to 
identify the reasons why they utilised the centre. An overwhelming majority of cli-
ents (36/40) rated the friendly, impartial atmosphere as the most important factor, 
which is in line with the service principle of encouraging men to develop a sense 
of personal responsibility and respect for themselves and others. The service offers 
a non-judgemental supportive network for the clients and often a surrogate family 
for those estranged from their relatives due to their alcohol and drug dependency.

Clients also reported the provision of free or subsidised meals (34/40), access 
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to other health and social care agencies (24/40), free shower facilities (18/40), food 
parcels (17/40) and the laundry service (15/40) as signifi cant incentives.

Issues affecting client attendance
Homeless men have become mistrustful of services but, by being accessible and 
approachable in places that they already frequent, it is possible to build up trust and 
mutual respect. One of the most important factors in engaging homeless men is to 
strike a comfortable, non-judgemental relationship with them and to talk to them in 
terms that they can understand. Clients rated the provision of a friendly atmosphere 
as the most important aspect of this service and this is refl ected in the attendance 
data, with clients on average visiting the service 85 times per year (range 49–142).

Client service utilisation does fl uctuate throughout the year with seasonable 
peaks in the autumn and winter months coinciding with poorer weather conditions 
and related health problems. Service demand is also higher at the beginning of the 
week following closure of the centre over the weekend. Mondays are more chaotic 
as some have been in fi ghts or hospital over the weekend, or not eaten but used 
drugs or alcohol.

Drug and alcohol dependence also impedes clients’ ability to interact with health 
and social care services. Homeless people can have very chaotic lives and appoint-
ments with probation, housing and benefi t agencies are often missed. An important 
role of the programme workers is to act as an intermediary advocate to mediate bet-
ween clients and mainstream services. Similarly, clients may not always accept or 
keep a referral for counselling because of the stigma attached to mental health issues, 
which requires sustained one-to-one support and understanding to de-stigmatise the 
problem and aid service utilisation.

Case study: the Broadway charity, London

Broadway provide a range of services to meet the mental, physical and social needs of homeless 
and vulnerably housed adults across London. These include onsite healthcare, showers, laundry and 
training, alongside structured one-to-one support and group work programmes.

The issue of mental well-being is seen as central to the work that they do. All workers are given a 
basic introduction to mental health and a Specialist Mental Health Service is available for clients who 
are feeling stressed, anxious, low or emotionally distressed. A Mental Health Worker works with a 
caseload of clients, providing solution-based therapy or appropriate referral to other organisations. 
People with mental health needs can also access Broadway’s Healthy Living Centre, where a range 
of alternative therapies play an important role in reducing stress.

Visit www.broadwaylondon.org for more information.
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CHAPTER 21

Working with drug users
Barry Langham and Nick  Davy

INTRODUCTION
Drug users often report bad experiences of their interactions with health profession-
als, which do little to promote psychological well-being or improve their sense of 
self-worth. The feelings of being stigmatised by professionals and the public alike 
have a negative impact on their self-esteem, motivation and willingness to access 
services, such as needle exchanges (Simmonds and Coomber 2009). This chapter is 
based on our work with injecting drug users at a needle exchange in Bradford, UK 
and offers some simple guidance on working with this client group in a supportive 
and understanding manner.

The Bridge Project needle exchange is a place where injecting users who reside 
in Bradford can drop in on any weekday for advice, information and to collect clean 
injecting equipment or to dispose of used equipment. When clients register at the 
needle exchange, they undertake a risk assessment and health check, so that staff can 
offer advice on harm reduction and help monitor general health. Clients always have 
the opportunity to discuss problems they may be experiencing in relation to drug 
use, in confi dence. We provide support to clients who want to address their drug use 
and direct them to appropriate services, as well as assisting those who continue to 
inject drugs to minimise the risk.

Clients can expect a friendly non-judgemental welcome and are encouraged 
to make use of the services available. A physical health nurse is available four days 
each week and is able to undertake testing for bloodborne viruses, offer advice and 
treatment for injecting trauma injury and give advice on general and sexual health 
matters. Hepatitis B vaccinations are also available. Additional services include free 
fruit, clothing, a resource library containing information about local services and 
auricular acupuncture.

Now that a lot of other services are clinic- and appointment-based, people may 
drop in and fi nd that there isn’t anyone free to see them. In a needle exchange it’s 
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different and people come knowing that someone is always here whom they’ll be 
able to talk to. A needle exchange could be seen simply as somewhere that people 
come to pick up needles, but it is so much more than that and that’s why the skill 
of the workers in engaging with the clients is so important. There’s so much more 
to meeting the health needs of drug users than ‘give me your needles and here’s ten 
in exchange’. Some people do want only to come in, get their needles and go, but if 
we see an opening to engage with them we’ll take it.

WHO ARE THE SERVICE USERS?
Most drug users are no different from anybody else – they just happen to be using 
drugs. Many people who use drugs lead otherwise perfectly normal lives. One of our 
clients, for example, was a man with a high-powered job who came to the needle 
exchange in a suit. Contrary to the popular image, the majority aren’t at ‘rock bot-
tom’ and will be in a good mental state when they come in.

Although there are groups of similar users in terms of their lives, there’s no sin-
gle stereotype and drug users certainly don’t see themselves as one group. There’s a 
perceived hierarchy of status among users, with heroin users at the bottom. Cocaine 
users access services less than heroin users and dislike having to be lumped in with 
services for heroin users. One client said openly, ‘I don’t want to go in there. They’re 
all smack-heads; I’m a crack-head.’ Steroid users typically don’t even see themselves as 
drug users at all, yet they take a whole range of drugs with little or no understanding 
of the effects. Tanning injections are becoming increasingly common and another 
form of drug use which typically isn’t seen as such by those who practice it.

THE NEED FOR SUPPORT
Drug users often have little or no family support. Hiding a habit, stealing to fund 
it and breaking a long stream of promises to change can eventually lead to parents 
or partners drawing the line and walking away. Although we encourage drug users 
to try to maintain family support, the reality is that it’s often too far down the line.

When a drug user has a substantial social network of other users it would be 
easy to assume that they have access to social support. Drug users themselves, how-
ever, don’t see these relationships as friendships – just as a network of co-dependent 
acquaintances which they have to be a part of in order to survive and feed their habit. 
When you see a group together it might appear that there’s some genuine cohesion 
there, but the relationships typically offer no real psychological support and drug 
users are under no illusions about that.

The lack of social support particularly becomes an issue when someone is try-
ing to stop using. Ex-drug users often fi nd themselves in a social vacuum. So many 
will succeed in giving up drugs only to fi nd that they’ve lost their focus in life and 
their former acquaintances. Often all previous relationships with non-users have 
disintegrated over the course of their drug use, meaning that cutting off contact with 
drug-using acquaintances means social isolation at a time when support is needed 
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more than ever. Coming off drugs is a lonely business and part of our job is to help 
to fi ll the gap and provide that support.

For many users, whether it’s medication or street drugs, their habit has become 
their main reason for living. It’s what they think of when they wake up in the morn-
ing and what they think of when they go to sleep at night – ‘Have I got some for the 
morning?’, ‘How am I going to get some?’. Many people struggle with losing that 
focus and sense of purpose when they quit and it’s not uncommon for quitters to 
reward themselves for not using for a couple of weeks by using.

Case study

One client who had been clean for 6 months reported that on one occasion another user had 
kept badgering him over and over to have a hit. He became so frustrated that his refusals were 
ignored that he eventually took the syringe and squirted it out onto the carpet, which was met with 
predictable outrage.

This example highlights the lack of genuine support that those wishing to quit tend to receive from 
their fellow drug users and the perceived need that drug users have to maintain their network of 
fellow users, even if that means pushing quitters back into using.

This is why, when users do want to come off drugs, having an alternative environ-
ment away from old haunts and acquaintances is so important. Accommodation is 
one of the biggest problems for drug users. If they’ve got nowhere to stay because 
nothing’s been set up, they inevitably end up back staying with drug users. As there’s 
an unwritten rule that if you’re staying there you provide for whoever is living in that 
house; this means being drawn back into acquiring drugs. Most drug users who get 
out of prison want to change but the odds are against them if they haven’t got some-
where safe to go and some support.

GETTING THE CLIENTS TO ENGAGE
Although a common theme in men’s health is men’s preference for seeking medical 
help for obvious, serious physical ailments rather than psychological issues (O’Brien 
et al. 2005), with users of the needle exchange it’s been the other way around. They’re 
much more likely to see the nurse for psychological support than with a physical 
problem, although they may not consciously come for psychological support. Whilst 
as a group drug users have got lots of physical needs, on the whole that’s not what 
concerns them. They can be walking around with quite unbelievable trauma and not 
see it as a priority. Often, though, spending a bit of time with the client will make 
them realise that there is something serious which needs attention – because you’re 
taking it seriously.

Sometimes, when it comes to engaging clients, progress is very slow and it’s best 
to think of it as a long-term process rather than expecting a quick win. One guy came 
in for the fi rst time and said ‘just give me some fucking greens and some fucking 
blues’. We took it as a sign of progress when he stopped saying that he was throwing 
his used needles in the children’s playground.
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Although drug users are generally very comfortable using the needle exchange 
as a place to get psychological support, often on the fi rst visit clients won’t have an 
appreciation of all that the service can offer them. Steroid users are a good example 
because they don’t see themselves as drug users and often don’t want to engage at 
all. In addition, the side effects can make them short-tempered and angry and they 
will often be in a defensive frame of mind when they come in. A lot of them see 
themselves as freaks – they’re doing something that isn’t normal, so they expect a 
response to that. It’s important to remember that stigmatisation occurs among drug 
users themselves, enforcing a hierarchy of status depending on the drug involved, 
with steroid users anxious to separate themselves from ‘junkies’ (Simmonds and 
Coomber 2009).

It can be very diffi cult to build a relationship with steroid users because they may 
only come in once or twice a year, whereas street drug users may come in every day 
or every week. You learn to judge whether they’re listening and whether you’re get-
ting anywhere. If not, you just have to back off, give them what they came for and 
wait for the next time. Sometimes you can see these guys, especially the younger 
ones, starting to think ‘Am I making the right decision?’ Maybe they’ll come in and 
something has gone wrong – they might be worried that they’re developing a breast 
or they have itchy nipples. Working with steroid users requires a different approach 
from working with street drug users. Using humour can be helpful in getting mes-
sages across. If somebody young comes in for the fi rst time we’ll emphasise the 
potential side effects, e.g. ‘Do you want your balls to shrink to the size of peanuts?’ 
In a way, street drug users fi nd it easier when it comes to sharing their problems and 
concerns because they’re used to telling people about what they’re doing; they’re not 
as embarrassed as a steroid user. Steroid users typically won’t go to a GP with drug 
issues, so this kind of service is really the only way to engage them and give them 
support. Even better would be to have the resources to develop separate services for 
steroid users, going out to the places where they are.

DEALING WITH DRUG USERS IN A SUPPORTIVE WAY
One of the biggest mistakes that services make is to ask clients a long list of ques-
tions as soon as they walk through the door for the fi rst time. Common Assessment 
Tools for substance-use services in the UK include very personal questions which 
most of us wouldn’t expect to be asked during a doctor’s appointment, for example. 
Collecting a lot of data can be useful, but it doesn’t help with engagement. They’ve 
come in with a crisis and unless you deal with that crisis they’re not going to come 
back. Asking a long list of questions and then saying, ‘Your time’s up, come back 
next week’ will get you nowhere.

It’s important to approach working with drug users with an appreciation of their 
circumstances and needs, rather than simply expecting them to conform to a tradi-
tional model of how the ‘patient’ should behave. Street drug users often come in in 
an anxious or excited state when they’ve just scored or they’re about to go and get 
that next fi x. Those who’re coming to get needles because they’re just about to score 
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will want to be in and out, but this doesn’t mean that they won’t want support or be 
willing to be engaged at another time.

Being non-judgmental is key. Try to get an understanding of the client’s psycho-
logical state before leaping in with advice. We had one man who was using steroids 
to bulk himself out before a prison sentence because of the problems he’d had with 
racist bullying during a previous jail term. When someone says ‘Tomorrow I’m going 
to be on the streets and no one likes me and what’s the point in living?’ you don’t 
want to be patronising and pat them on the head and say it’ll be all right tomor-
row when you know that it won’t be. You can refer people on who are suicidal but 
9 times out of 10 wanting to kill yourself isn’t seen as a mental illness. Often there 
aren’t immediate solutions to the clients’ problems and you’ve got to accept that 
there’s only so much that you can do. Sometimes we’ll refer someone on knowing 
that potentially they could end up feeling worse because they’ll be denied what they 
really want, which is safety and security.

Physical health is often of less importance to drug users, so patience is a require-
ment for those working in this area. We’ve had people with needles snapped off in 
their groin and couldn’t get them to go to casualty because to them it just wasn’t 
a priority. It takes a lot to get them to keep hospital appointments (although it’s 
important to remember that DNAs are not restricted to drug users). It would be easy 
to assume when this happens that the client simply doesn’t value the advice that 
you’re giving them or the effort you’re putting in to try to get them treated. They’re 
usually very apologetic though. If a client says that they’ll do something and they 
don’t, they typically feel guilty because they feel that they’ve let you down. Rather 
than getting frustrated, you have to make the effort to not let them feel guilty or stu-
pid because usually the last thing that they need is another knock to their self-esteem. 
That’s where the worker’s skill comes in. You have to demonstrate that you know 
what it’s like and that you accept that they’re not always going to keep appointments. 
If someone needs something urgently, whether it be a mental or physical health 
issue, we send them in a taxi. Ideally we’ll go with them but that’s often not possible. 
Usually they’ll get there but sometimes they just get the driver to take them some-
where else. One guy would never arrive at the other end and eventually we realised 
that he was only coming in with a problem when he needed to get somewhere else.

When drug users encounter nurses or other health professionals in conventional 
healthcare settings they often get a very negative response; even if it’s just the way 
that they’re looked at. Some of our clients have also used pharmacy-based needle 
exchange services because it’s quicker, but the way they’re treated is typically very dif-
ferent. Often the only interaction is ‘Where are your returns?’ At one point those who 
regularly didn’t return their needles had to fi ll in a questionnaire, not for any par-
ticular purpose or to gather information, but just to inconvenience them. We never 
take the approach of saying, ‘You can only have two because you didn’t bring any 
back last time.’ That’s not going to achieve anything but make them angry and more 
likely to throw the used needles away in the street. Generally we fi nd that if workers 
show respect to service users then the service users have respect for themselves and 
the community. This is why it’s so important to have services which are staffed by 
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people who want to work with drug users and who understand their problems. It is 
detrimental to their already minimal self-worth to have negative interactions with 
health professionals. Drug users are used to living in a world where everybody puts 
them down, and they put themselves down too. We’re one of the few services that 
treat them fi rst and foremost as people. Often someone will come to us a result of a 
confrontation with a health worker and we’ll have to pick up the aftermath, but you 
have to support your colleagues and avoid taking sides. You can’t leap to the conclu-
sion that the client is blameless.

Sometimes clients will get referred on to another service but will still come back 
because they value the emotional support that we provide. There’s a transition period 
because we treat them well and they don’t want to lose that, so we don’t turn people 
away if they want to see us.

IMPROVING MENTAL WELL-BEING
It’s typically very hard to build drug users’ self-esteem. They often have no self-
belief and readily put themselves down quite bluntly, e.g. by casually referring to 
themselves as ‘dirty smack-heads’. By demonstrating a genuine interest in them, it is 
possible to build relationships over time that promote mental health and which they 
come to accept as a trusted source of much-needed psychological support. Mental 
health promotion should be seen as an ongoing part of the job, whether dealing 
with an immediate crisis or providing long-term routine support.

Frequently we see clients who have come in just to talk. We get a lot of people, for 
example, who don’t even use needles any more but still come in because it’s a place 
where they feel comfortable to come for a chat. In some ways we try to discourage 
it because being surrounded by the paraphernalia and imagery of injecting, as well 
as the other service users, can be a real trigger for relapse. On the other hand, we 
know that this may be the only place which they feel able to come to for informal 
psychological support.

Although it’s an inaccurate stereotype that all drug users are at ‘rock bottom’, 
people can be very agitated or very low because of their circumstances when they 
come in. They might be homeless or have simply had enough of what’s going on in 
their lives and be feeling suicidal. In this situation you can only do your best to try 
to make them see that there is a point in carrying on, although depending on what’s 
going on in their lives it may be hard to fi nd the positives without sounding patron-
ising or naïve. Life experience helps a lot when it comes to having credibility with 
the clients. You get asked a lot whether you’ve used drugs. We have a non-disclosure 
policy, so we simply say that it’s about their drug use rather than ours.

Once, we had a man who was waiting for a couple of hours for his state benefi t 
cheque to be reissued. He was in an agitated state, but rather than being out on the 
street wandering around and possibly getting into trouble he was in a safe environ-
ment being supported by the staff. Although he just walked about shaking his head in 
disgust, the very informal support that he received was crucial. It’s a situation which 
is quite common and although there’s nothing we can do to speed up the process, 
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we can give them access to a telephone and a safe and supportive environment in 
which to wait. You do have to set boundaries, however, because of the limited staff 
and space. You can’t have someone waiting around all day for a phone call or have 
everyone in at once when it’s busy, but the clients respect the service and are usually 
happy to wait outside when necessary. Generally the clients appreciate that it’s a ser-
vice for them with dedicated staff, so they respect the place and the workers.

We encourage injecting drug users to have regular blood tests and helping them 
to deal with the results is another form of psychological support that we provide. 
Sometimes when a result comes through it’s not only the clients themselves to whom 
we have to give emotional support. One man went to his ex-girlfriend’s house and 
shouted through the letterbox that he was Hepatitis C positive and she came to the 
needle exchange in a distressed state.

In terms of the workers’ own mental well-being, there are easier jobs. It is very 
rewarding but you have to appreciate the small rewards – ‘Are they still alive?’ rather 
than ‘Have they stopped using for good?’ It can be stressful because you see so much 
pain. You have to learn not to take it home with you and to support each other as 
colleagues, to do your job as well as you can and then switch off when you go home.

BOX 20.1 Golden rules

Your attitude to working with drug users shouldn’t be different from working with any other group in 
any other setting. Whether in a classroom working with boys or giving health MOTs in a workplace, 
it’s all about being respectful, non-judgmental, giving people time and developing a relationship.
 ➤ Be non-judgemental.
 ➤ Be respectful. Generally if you treat the clients with respect you get respect back and that’s the 
bottom line with all men’s health work.

 ➤ Treat people how you’d want your own relatives or friends to be treated.
 ➤ Be natural. Don’t put on an act – drug users are good at sussing people out. They’ll know if 
you’re bullshitting, but equally you have to know when they’re bullshitting.

 ➤ Don’t make promises that you can’t keep or you’ll very quickly lose credibility.
 ➤ Ask the clients how they feel about the services and get them involved in planning services.

Remember that people don’t choose to become drug users; they’re there because of circumstances.
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CHAPTER 22

The mental health of men with cancer
Martin Neal and D avid Conrad

INTRODUCTION

For several weeks I had put off going to the GP, not out of fear but more the 
male ‘can’t be bothered to make an appointment’ reason. Finally I’d done it, 
and now I was being asked to stay behind after the surgery. Little did I know 
that in less than 10 days I would be being told I had cancer.

Anonymous refl ection by a man living with cancer.

This chapter will look at some of the issues and strategies that can be considered and 
used by those caring or working with men who have been diagnosed with cancer 
or who have recovered from cancer. Cancer will affect one in three men, yet it still 
remains one of the most feared and misunderstood conditions. Even an invitation 
to be examined for prostate cancer, let alone a diagnosis, has been found to create 
emotional stress (Gustafsson et al. 1995).

The impact of cancer upon men’s mental health varies. A study of men with early 
localised prostate cancer, for example, found that although some men did experi-
ence distressing psychological symptoms, there were low levels of psychopathology 
overall (Bisson et al. 2002). About 50% of patients with advanced cancer, however, 
meet criteria for a psychiatric disorder; the most common being adjustment disor-
ders (11–35%) and major depression (5–26%) (Miovic and Block 2007). Up to 80% 
of the psychological and psychiatric illness which develops in cancer patients goes 
unrecognised and untreated. One reason for this is the diffi culty in deciding what 
should be classed as appropriate sadness as patients approach the end of life and 
what is in fact a depressive illness (Lloyd-Williams 2000).

Under-utilisation of mental health services is known to be a particular issue 
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among advanced cancer patients and mental health concerns of patients with 
advanced cancer frequently go unaddressed by health professionals (Kadan-Lottick 
et al. 2005). All health professionals working with men with cancer should watch for 
signs of psychological distress, particularly in patients with poor physical function-
ing or defi cits in social or family support (Balderson and Towell 2003). This chapter 
aims to provide some basic tips for those working with men with cancer on things 
to look out for and ways of addressing the emotional aspects of the impact of the 
disease in a helpful and sensitive way.

HELPING YOUR CLIENT TO UNDERSTAND HIS CONDITION
Many men with cancer initially feel overwhelmed by the amount of information 
that is given to them upon diagnosis (Gray et al. 2000). Helping the person you are 
working with to understand their condition is critical. It’s been demonstrated that 
assisting men with prostate cancer to obtain information enables them to assume 
a more active role in treatment decision-making and decreases their levels of anxi-
ety (Davison and Degner 1997). The key to this is being able to direct the person to 
a source of information that they can understand and is meaningful to them. This 
might take many forms. However, one central part of this is your ability to moderate, 
translate and explain any information that the person has found or is searching for. 
The internet, for example, can be a readily available source of information, support 
and guidance, but it can also be a source of unfounded and misdirected informa-
tion. The management of valid and relevant information in order to make it of use 
to your client is often referred to as ‘evidence-based practice’. The language of cancer 
(oncology) is a highly specialist one and it is worthwhile checking out how much 
information your clients have about their condition. Men in particular often do 
not wish to lose face when presented with a barrage of information and this can 
often leave them with important defi cits in the understanding of their condition. 
Macmillan Cancer Support can provide reliable and easy to understand information 
in a wide range of formats to help you and your client understand their condition.

BOX 22.1 Our Cancer Year

The autobiographical graphic novel ‘Our Cancer Year’ by Harvey Pekar and Joyce Brabner (illustrated 
by Frank Stack) is an excellent resource for people seeking a man’s perspective on the experience of 
being diagnosed and living with cancer. Harvey Pekar (b 1939) is the author of the comic book series 
‘American Splendor’, in which he which he has written about his daily experiences as a hospital clerk 
in Cleveland, US, capturing the mundaneness and absurdity of everyday life since 1976. In 1990, 
he was diagnosed with lymphoma, for which he required chemotherapy. The book tells the story of 
the practical and emotional realities of living with cancer, from diagnosis to receiving the all-clear, 
in a frank and accessible way.

Our Cancer Year won the 1995 Harvey Award for Best Graphic Album of Original Work.
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GRIEVING
Being diagnosed with cancer can be likened to experiencing bereavement. The feel-
ings experienced by people on being diagnosed with cancer are often similar to 
the stages of grieving. These stages are: anger, denial, bargaining and acceptance 
(Worden 1991). The feeling of anger is often associated with loss. This loss might be 
the loss of health, being unable to work (which can be particularly diffi cult for men) 
or the perceived or real loss of the ability to have a future, or to see those around 
them have theirs.

Explain to your client that anger has a place and is a natural reaction, but if it 
is not acknowledged, validated and mastered it can rapidly become destructive to 
both them and those around them. The reaction of other people to their anger can 
be surprising for them; particularly if they are a person for whom anger is not the 
norm. Being angry can result in people avoiding them or being angry back, which 
can refl ect a frustration at not knowing what to say or a feeling of helplessness. This 
can result in the person with cancer feeling isolated or feeling more different than 
ever. Not only have they been unfortunate to have a condition that will impact upon 
their physical health, but they are likely to fi nd that it also impacts upon their mental 
health in some surprising ways.

After the anger has begun to subside they may enter denial; in this stage they may 
begin to deny the presence of their cancer. It is not uncommon for the person to look 
for alternate explanations to account for why they have cancer or fail to accept that 
it is cancer. This stage may be accompanied by behaviour and actions that appear 
strange and illogical to the outside observer. Denial is a mechanism that serves to 
protect the individual from the harsh reality of their situation. At this time being 
supportive rather than confrontational is more helpful, although it might be appro-
priate to discuss with the client about the stages that they are likely to go through.

Following denial, the next stage is that of bargaining; the individual will attempt 
to change their situation by bargaining, usually through attempting to trade, 
change or amend behaviour or cognitions. This period can be useful in providing 
an opportunity to address and reinforce any positive health behaviours that have 
been adopted. However, false hopes should not be instilled and the role of the sup-
port worker is always to be realistic and honest about the changes in behaviour or 
cognitions.

The fi nal stage of being diagnosed with (or having had) cancer is acceptance. 
In this stage the person becomes able to acknowledge the reality of their diagnosis 
and will often be more resigned to and accepting of their condition. Once they have 
moved to a position of acceptance, individuals are more open to respond appropri-
ately to whatever needs to be done with regard to their cancer.

If you feel that you are unable to provide the psychological support for your client 
to help them move through these stages, you should help them to fi nd appropriate 
support from specialist counsellors who are trained to work with individuals who 
have cancer.
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GETTING SUPPORT
Cancer is a subject that many men fi nd hard to talk about. It can be a word that 
instils fear and worry. Talking to those who are close to them can result in them 
feeling inadequate or taking on others’ fears and concerns on top of their own. For 
many men the idea of sharing how they feel is alien, but those who choose to ignore 
these feelings will fi nd that they inevitably become more intense. If true feelings are 
neglected or denied, the reality of having cancer may come back and manifest itself 
in other ways, causing psychological problems such as depression, isolation, anger 
or the adoption of unhelpful coping strategies such as the use of alcohol or drugs.

Male cancer patients and their spouses cited social support as the primary factor 
facilitating their coping in a study by Keitel and colleagues (1990). There is a lot of 
mileage in the old adage ‘a problem shared is a problem halved’ but where do men 
share the fact that they have cancer? Having cancer can make men feel vulnerable 
and before they feel that they can disclose the fact to others they need to feel safe 
enough to do so; this is dependent upon trust. Who they talk to will be dependent 
upon the support that they have around them. Gray and colleagues’ (2000) study 
of men with prostate cancer found that they tended to restrict both how many peo-
ple they talk to about their condition and how much. Most of the men only wanted 
to talk about it where they felt it was necessary, e.g. with family members that they 
considered had ‘a right to know’. Many said that, had it been possible, they would 
have preferred not to tell anyone other than their spouse.

The point at which clients tell their family, signifi cant others or children about 
having cancer is often a major source of worry. There is no right or wrong time to do 
this and, however it’s managed, it may well have a major impact upon their future 
relationships with them. Clients may fi nd it helpful fi rst to discuss their situation 
with their doctor or specialist cancer nurse. There are several very helpful booklets 
available from Macmillan Cancer Support on this topic and you can refer your client 
to their hospital cancer support centre to get these or get them from the Macmillan 
Cancer Support website (www.macmillan.org.uk).

People can be strange in the way that they react to someone with cancer. Some 
people are helpful, supportive and show empathy, while others seem to almost go 
out of their way to do what might be perceived to be the wrong thing. Some might 
simply keep away for fear of saying the wrong thing. Preparing your client for other 
people’s reactions can help alleviate the sense of bewilderment and isolation that 
people sometimes feel when they experience this. It can also help them to feel that 
they have a sense of control, in a situation where control may have been taken away.

Self-help and support groups can be particularly useful in reducing the sense of 
isolation that is often experienced by people with cancer and there has been a signi-
fi cant increase in the number of groups that are available in recent years. Increasingly 
these groups focus on a specifi c type of cancer. Macmillan Cancer Support in the UK 
or the American Cancer Society in the US will be able to signpost. For people who 
have been newly diagnosed, sharing their own experiences or listening to the expe-
riences of others can help to alleviate any fears and misunderstanding about their 
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condition and the treatments that they might receive. Many of these groups will have 
clinical specialists as part of the membership, helping to increase the reliability of 
the information given. The internet has made fi nding such groups and identifying 
the most suitable one a lot easier. Finding a group that they feel comfortable with 
is essential if men are to feel safe. Get your client to suss out and get a feel for the 
group before joining and think about whether it offers what they are looking for in 
terms of support or information.

Some men may prefer a one-to-one approach and choose to see a counsellor to 
discuss their problems. This might be arranged through their GP or their local can-
cer centre. Some cancer support organisations will offer telephone support – calling 
on a regular basis to see how the person is doing, which can help reduce the sense 
of isolation experienced by some men. What is important is that the person you are 
working with has a clearly identifi able source of support who they feel that they can 
access whenever they want to.

EXPLORING FEARS AND WORRIES
Many men with cancer report that fear of the unknown is one of the most destruct-
ive aspects of their illness. These fears are very real and might include the fear of 
dying alone, pain, the future of their signifi cant others or a loss of control induced 
by their illness or the treatments that they might have. By talking about their fears 
and worries the client is able to address their personal cancer agenda – not just their 
illness but the impact that the illness will have upon their life. Clients often have 
fears that are unfounded and there are many myths about cancer and its treatments. 
Those fi nding themselves in an information vacuum will quickly fi ll it with what-
ever information is available. One useful strategy to help your client to manage this 
is to get them to engage with other people who have or have had experience of the 
same type of cancer. Specifi c support groups and forums are also particularly helpful 
for doing this. In the UK, MacMillan Cancer Support has a wide range of materials 
that aim to address any questions or fears that your client might have. The local and 
regional cancer centres also serve to provide points at which information is available 
and you may wish to consider how you will help your client to engage with these.

Cancer impacts and operates on multiple levels and as such does not lend itself 
to logical and rational thought processes. The use of an appropriate model can help 
to structure the way that you tackle negative or false perceptions that your client 
may have about their cancer process and produce a plan that is proactive rather than 
being reactive to problems only as they arise. Seedhouse’s (2002) model of ‘Rational 
Fields’ may be useful in helping your client to make sense of their cancer and the 
complexity of their responses to it.

Helping men to manage the constant worry about the presence of their cancer 
or thoughts about potential relapse is a central role in supporting the mental health 
of men with cancer. It is important to help men experiencing this to acknowledge 
that their worry can be emotionally draining for them. It is not uncommon for men 
to try to have a stiff upper lip in the face of their cancer, however, repressing such 
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worries can result in them becoming overwhelmed. Helping them to seek support 
from people who are experiencing similar problems is a particularly useful strategy. 
It is likely that the worries that they are having have been experienced by someone 
else in a similar position. Encouraging them to join a support group, or go online 
and become part of a forum can help reduce the sense of isolation that they might 
have. The secret of helping men to manage this worry is to help them to prioritise 
their worries, identifying the most pressing concern. Writing it down can be a way 
of seeing it in a different way and by rearranging the list they can start to see, as well 
as think, about what concerns them the most.

MANAGING THE ‘EMOTIONAL MINEFIELDS’
An ‘emotional mine’ is a situation or stimulus that reinforces the man’s awareness 
of their cancer. Having cancer often leaves men feeling isolated, different or inferior. 
A helpful strategy is to get them to think about how they will respond when asked 
about their cancer or when they are confronted by situations that drive home the 
fact they have cancer; examples might be television programmes or adverts, being 
offered life assurance, or being asked by a charity collector to donate. These situa-
tions may make them angry or feel sad; remind them that it’s important to remember 
that they are not directed at them or their cancer. It’s helpful if you can get them to 
rehearse or try to think about when these situations are likely to occur – thinking 
about what they will do or say without feeling that they have to apologise for the 
fact that they have cancer.

Some of these emotional mines will occur as a consequence of their illness, e.g. 
hospital appointments, treatment sessions or side effects of treatments. The key to 
managing the anxiety associated with these is to spend time preparing for them. Help 
them look for strategies that they are comfortable with; these might include things 
to keep them occupied or phrases that they are comfortable with. Explain that they 
will not know when they will encounter an emotional mine, but when they do they 
will inevitably be painful. How they manage these emotional mines will help them 
to avoid becoming anxious, angry or feeling powerless. Simply avoiding situations 
in which they encounter them can promote the feeling of increased isolation and 
restrict behaviour through avoidance. As with any minefi eld, the secret of success-
fully negotiating it lies with an ability to proceed whilst being mindful of the obvious 
dangers around you. If they are too cautious they will make no progress, but by not 
being cautious enough they will step on a mine, leading to unnecessary distress. 
Being able to recognise the up-and-coming mines allows your client to prepare for 
them. Explain that the emotional mines of cancer can be exhausting if they choose 
not to accept that the mines are there.

THAT OLD ‘MIND-BODY’ THING
Following a diagnosis of cancer it becomes more important than ever to be aware 
of the links between body and mind. There may be direct impacts upon clients’ 
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physical health brought about by their illness, or as a consequence of the treatment 
they are receiving. How they deal with these will directly impact upon their mental 
well-being. By accepting the fact that their body has changed, they will be in a bet-
ter position to manage those changes, allowing them to take back some control of a 
situation in which they may feel powerless. Finding a language to describe how they 
are feeling physically to others is an important aspect of managing their condition. 
Other people may not be able to understand the impact that having cancer has upon 
someone and sharing how they feel can help those around them realise the import-
ance of both the physical aspects of having cancer and the emotional impacts that 
occur as a consequence of them.

Several studies have demonstrated the positive acute effects of exercise on anxiety, 
depression and mood (Guszkowska 2004), and improvements in diet and physical 
activity have been shown to have a positive effect on our responses to mental stress 
(Georgiades et al. 2000). It’s useful, therefore, to review your client’s lifestyle and give 
advice on any changes that might be benefi cial, consulting where appropriate with 
specialists involved with their care, such as dieticians or physiotherapists. Of course, 
it’s important not to lose sight of the impact that the disease is having upon them, 
but many men with cancer are still able to participate in a surprisingly wide range 
of activities. By letting the client take control of their lifestyle you are empowering 
them at a time when their autonomy is being compromised by cancer.

GETTING AWAY FROM THE IDEA THAT THE CANCER DEFINES 
THE MAN
You may notice that clients become preoccupied with their cancer. Getting them to 
engage in activities that they’ve previously enjoyed can help to address this. Keeping 
busy helps with feeling ‘normal’ and serves as a distraction from becoming preoc-
cupied with the illness (Gray et al. 2000). If they report being embarrassed about 
symptoms or side effects it might help to direct them to support groups where there 
are others who have similar problems as a consequence of their cancer.

Many men dealing with cancer will go through periods of being withdrawn and 
in a depressed mood. Increased irritability during post-surgical recovery is also com-
mon. These changes in mood and struggles to control their own emotions can affect 
how men see themselves (Gray et al. 2000). Another factor which can have a detri-
mental effect on men’s sense of their own ‘maleness’ is sexual dysfunction resulting 
from prostate cancer treatment. A study of patients’ perceptions of quality of life after 
treatment for early prostate cancer (Clark et al. 2003) found that sexual dysfunction 
was associated with poorer quality of life and a diminished quality of sexual intim-
acy, sexual confi dence and sense of masculinity. Overall, cancer-related outlook – a 
perception of oneself as having coped well with cancer – was negatively associated 
with sexual dysfunction while improved outlook was correlated with greater mas-
culine self-esteem.

Helping men stop to consider how they feel about their cancer is an important 
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aspect of helping them come to terms with it. Getting your clients to learn to think 
and recognise the signs of how they are feeling and behaving at all times can be a 
helpful strategy. Help them identify the positive as well as the negative behaviours 
and thoughts that they might have in response to specifi c situations. We all have a 
preferred way of thinking – ask them to consider whether they’re a ‘glass half full or 
a glass half empty’ kind of person. Are they naturally optimistic or are they naturally 
pessimistic? Being willing and open enough to consider this may help in overcoming 
the most diffi cult decisions and choices that they might have to face. It’s important 
to have an understanding and realistic expectations of the condition – being overly 
optimistic is not sustainable and a self-imposed pressure to remain positive can cre-
ate more problems than it solves (Yarbro et al. 2005).

It may seem a strange thing to say, but it is not uncommon for people to report 
being diagnosed with cancer as a wake up call, a point at which they refl ected upon 
their current situation. This refl ection can result in a readjustment of goals and a 
reprioritising of what is important. For some men cancer will become an integral 
part of their life; it will be with them for all of their life. For some men it will rep-
resent the point at which they had to review their life and were forced to make the 
diffi cult life choices that most men ignore or choose not to refl ect on. Being able to 
fi nd meaning in the experience of having cancer is important to many patients and 
their spouses and has been associated with improved psychological functioning (see 
Gray et al. 2000).

CANCER MAY NOT BE THE PROBLEM
When diagnosed with cancer it can be very easy for people to lose sight of who they 
were and how there life was before the diagnosis. They may feel that the cancer is the 
cause of all of their problems or that it is to blame for every subsequent problem that 
arises, which is often not the case. This is not to underestimate the impact that can-
cer has upon people’s lives. However, ‘bad stuff’ continues to happen to people who 
do not have cancer and if their cancer is successfully treated, things will still happen 
in the future that have nothing to do with their cancer. Be watchful for clients who 
attribute all their misfortunes to having been diagnosed with or having had cancer.

LEARNING SOME NEW TRICKS
Being diagnosed with cancer can cause a total disruption of men’s lives. The fact that 
they have cancer means that they have had to stop to reconsider where they are in 
the world, what their priorities are and what they want their goals to be. By way of 
the fact that they have or have had cancer their understanding and view of the world 
will have changed. It might be that their current coping mechanisms may be inad-
equate or insuffi cient to address the issues that they face with their cancer. Working 
with clients to explore alternative ways of thinking and responding can help them 
to adopt a more fl exible approach to new situations. Having cancer may mean that 
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your client are no longer able to do things that they have previously taken for granted. 
Encouraging them to consider alternative solutions or activities to replace those that 
have been lost can help to reduce the feeling of helplessness.

The more solutions they can fi nd to the problems they encounter, the more likely 
they are to overcome them. Encourage your client not to dismiss ideas because they 
are new or challenging, but rather to try to be open and consider all ideas in a bal-
anced way. De Bono (1999) advocates the use of what he calls the ‘Six Thinking 
Hats’ model, which is simple to understand and can provide valuable insights into 
a client’s way of thinking. By becoming a lateral thinker – seeking to fi nd and con-
sider as many alternate solutions as possible, rather than resorting to the same old 
strategies – they will be more equipped to deal with the unexpected challenges pre-
sented to them.

DEPRESSION AND SUICIDE
Being diagnosed with cancer is naturally a frightening experience for anyone. Those 
who aren’t able to talk about how they feel might become depressed and you should 
take time to assess for this. The presence of depression in association with cancer 
is well documented and the effective treatment of depression in cancer patients is 
known to result in better patient adjustment, reduced symptoms and reduced cost 
of care, and may also infl uence the course of the disease (Spiegel 1996).

If you believe that your client is becoming depressed, refer them to an appropri-
ate person to assess it more fully if you are not trained to do so. This might be his 
GP or the consultant who is treating his cancer. Some patients will require treat-
ment and this may take the form of anti-depressant medication, counselling or a 
combination of both. Regular exercise, if the client is able, can also have a role to 
play in lifting mood and promoting energy levels. While uncommon, it should 
always be borne in mind that some people when diagnosed with cancer will con-
template suicide. This may be a consequence of depression or fear of what the 
cancer might bring in terms of its physical impact. Men who do not have readily 
identifi able support networks should be watched carefully for signs of depression 
and suicide.

WORK
Being diagnosed with cancer can cause concern about how employers and workmates 
may react. Encourage your clients to carefully consider when is the most appropriate 
time to disclose their cancer to their employers and co-workers. The point at which 
they disclose their condition is a personal thing, however it might be useful to be 
conscious of the following:

 ➤ your client may wish to discuss their diagnosis with the organisation’s 
occupational health nurse

 ➤ his performance at work may be affected and this may be misunderstood by his 
workmates
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 ➤ if he have concerns about his job security, ask him to consider seeking 
guidance from his local cancer centre.

Work has a central role in helping men defi ne who they are; it is natural that if this 
is threatened that they should feel a sense of concern.

CONCLUSION
Being diagnosed with cancer has a profound effect upon the mental health of men. 
While the evidence continues to grow of a correlation between cancer patients’ men-
tal health and the achievement of positive outcomes, men remain generally less 
adept than women at expressing their psychological needs, or less inclined to do 
so, and often have a tendency to neglect them. Meeting the psychological needs of 
men with cancer is therefore paramount. Taking time to stop and assess the mental 
well-being of the man with cancer you are working with, or caring for, should be an 
integral part of any treatment or care that is provided; to fail to do so may be tanta-
mount to neglect.

Cancer is no longer the taboo subject that it used to be, although men may be 
a little late catching up. Perhaps the next battle to overcoming the fear and stigma 
associated with cancer will be to bring it out of the shadows and into the open. This 
will be a real challenge for many men, but as we learn to address and acknowledge 
the presence of cancer it loses its power to control our lives. The battle against cancer 
is as much a mental one as it is a physical one.
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CHAPTER 23

Running a counselling service 
for men

Christian Scambo r

INTRODUCTION
This chapter is based on the work of a men’s counselling centre in Graz, the capital 
of the Austrian province of Styria (see Box 23.1). At the centre, we understand the 
term ‘health’ in the sense of the World Health Organization defi nition, as physical, 
mental and social well-being. This perspective is refl ected in the aim of our practical 
work with our clients: to promote men’s health by empowerment, identifying and 
strengthening resources and social integration.

BOX 23.1  A brief history of the centre

In 1996, Men’s Counselling Centre Graz was founded in the province of Styria, Austria, as an 
independent non-profi t organisation by initiator J Voitle, B Eilbauer and myself as a charitable 
association. The three of us had all worked with young people before and realised that there was a 
defi cit, not only in specifi c psychosocial and health promoting services for male youngsters, but also 
in a comprehensive service centre for men. A small offi ce was rented at our own expense and we 
started to work without any funding in the beginning but with much support from many professional 
workers from psychosocial and health services, among them many women’s organisations. Years 
of struggling for fi nancial resources to build up the centre followed.

The centre was the third of its kind in Austria and many more have emerged since, particularly 
in the German-speaking countries. In Austria, these centres have either been set up by big social 
organisations and institutions (such as the Catholic Church), or have developed as independent 
family counselling centres (like our centre). In both cases, the Family Counselling Centre Funding 
Act has been an important basis for this development. Originally concerned with family planning and 
psychosocial services for parents and their children, family counselling centres have diversifi ed and 
specialised, and men’s counselling centres have developed as a result. Most of the centres receive 
funding not only from the Federal Government for their core activity, namely counselling, but also 
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from other administrative levels, such as city councils, province governments, or the European Union, 
for various activities and projects concerning health, social projects and youth work.

32 men and women now work for the Men’s Counselling Centre Graz, most of them as part-time 
employees or freelances, sharing approximately 10 full-time-equivalents.

AIMS
The centre’s core aim is to provide men and boys with gender-specifi c services (coun-
selling along with educational work with boys and male youngsters), as well as to 
engage in networking, adult education and training, fostering the public discussion 
about gender and men’s issues, and conduct research (in the areas of men’s stud-
ies and gender studies). All in all, the centre combines psychosocial work within a 
network of regional services, research activities and dissemination (via networking, 
training, education and participating in public discussion). On the one hand, this 
approach came from the perspective of focussing on problems (problems that men 
have or that follow from their behaviour). In this sense, we followed a critical per-
spective on masculinities and patriarchy in our society. On the other hand, a positive 
perspective and vision has been developed that can be described as health promo-
tion for men in a broad sense.

Hegemonic constructs of gender are not the only options available to us. One’s 
own socialisation as a man (as well as a woman) can be refl ected upon and those 
restrictions and infl uences that are detrimental to well-being and lead to behavi-
our that is self-destructive or harmful to others can be overcome. To broaden the 
possibilities for the lives of men, beyond narrow and restricting masculine norms, 
is the overarching aim of our work. All activities of our organisation are part of this 
approach, e.g. tackling severe problems, such as violence; supporting constructive 
solutions out of specifi c problem situations by counselling and group work; or pro-
viding positive, pro-social drivers for the development of boys and male youngsters.

WHY DO MEN ACCESS THE SERVICE?
Men seek support to solve the problems that they have. That’s why they access a 
men’s counselling service. It’s as simple as that – yet there are certain prerequisites 
that should be considered.

Before most of the men’s counselling centres in Austria were founded, family 
counselling centres found that they were frequented by women and their children, 
but not by men. This led many political actors to be sceptical about whether male 
specifi c services would work. There were general family counselling centres, open 
for anyone, so why didn’t men go there and why should they go to a special ser-
vice? On the other hand, there were a few pioneer services, like Men’s Counselling 
Centre in Vienna, founded already in the 80s and showing that such centres were 
frequented by men.

The point is that men have to be addressed in an explicit way. In a society where 
child-rearing work (including unpaid work in the home, all kinds of caring tasks, 
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being responsible for relationships and emotions) is assigned to the female sphere, 
with men being responsible for production (paid labour, being the breadwinner and 
hard, outgoing type), a ‘family counselling centre’ simply doesn’t appeal to men. 
Of course, social reality is beyond such stereotypes, but in the minds and identities 
of people, they prevail. Consequently, as far as advertising and promoting services 
is concerned, a pragmatic approach is needed that takes the inertia of gender stere-
otypes into account to a certain degree. If it is presented to men in the right way, the 
service is accepted.

As is the case for many counselling centres, it is easier to reach certain segments 
of the population than others. For men with a migration background and language 
diffi culties, for example, our centre is not a low threshold service. Here, we try to co-
operate with outreach projects that can promote the centre in various communities 
and refer men to our organisation. At the moment, we are experimenting with a low-
threshold contact point in a café (a project called ‘Men’s Café’) to reach men that 
we haven’t reached before. In order to make access to the service as easy as possible, 
telephone and email counselling should be offered, aside from the more usual per-
sonal contacts within a face-to-face-setting.

WHAT ARE THE MEN’S PROBLEMS?
Over the years, the most frequent problem area affecting clients has been relationship 
break-up, divorce and child custody. Often, questions regarding the legal situation 
in case of splitting up are the focus of the initial contact, followed later by the more 
personal, emotional and crisis-prone aspects of a separation situation. In such a 
case, the centre’s lawyers refer the men internally to psychosocial counselling, after 
having gone through the legal questions. Other relationship and family issues are 
also a frequent topic, such as insecurities when patchwork families are formed that 
include one’s own and the new partner’s children.

The second biggest problem area is mental health problems, including depressive 
symptoms, crises and over-demanding situations in work and private life, burn-out 
and social isolation, as well as anxiety disorders or other clinical symptoms. Alcohol 
and drug addiction fall into this category as well.

In 2007, 681 men and 65 women contacted the Men’s Counselling Centre for 
support. (Each year, between 5% and 10% of our clients are women who contact the 
centre as relatives or friends of boys, male youngsters or men.) Taking only the men 
into account, there were 2168 contacts (see Box 23.2).

BOX 23.2  Breakdown of male client contacts in 2007

Counselling

End of relationship, divorce, child custody 26%

Mental health problems and addiction 19%
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Questions and problems concerning relationship, family 10%

Health, medical questions, sexuality 5%

Work, economic situation 2%

Victims of sexual abuse and physical violence 1%

Other problems 5%

Work with perpetrators of violence

Sexual violence 17%

Physical violence 15%

Many of the men with violent behaviour that our organisation works with are not 
self-referred clients, but agency-referred clients, which means that the contact with 
our centre is initiated by, for example, the court, the Youth Welfare Authority and 
similar institutions. They are included in the statistics, but their access to the Centre 
is in many cases not comparable to the men who seek counselling.

Despite the prevalence of some typical patterns of problems, it is important to 
remain open to all kinds of problems and be prepared to address less common issues 
and specifi c questions, e.g. concerning intersexuality or transsexual men. Not every 
problem can be dealt with at a counselling centre, not every question answered. 
But it is important to serve as a contact point for all who ask for support, to listen 
carefully and to have a good network so that people can be referred to competent 
relevant services.

HOW TO WORK WITH THE MEN
Thanks to its multidisciplinary team, a wide range of issues and problems can be 
addressed at the Centre. In many cases, clients are referred to other specialised serv-
ices (e.g. in the case of alcohol or drug addiction) or professionals (e.g. for physical 
examinations). The men’s problems are often a complex mixture of physical, mental 
and social aspects that should be addressed in a comprehensive way (see example 
in Box 23.3).

The counselling service at the Centre is free of charge up to the eighth face-to-face 
counselling session. Experience has shown that many basic counselling processes 
can be fi nished within this time (82% of the counselling processes in 2007 could be 
fi nished within fi ve sessions and only 8% lasted longer than 10 sessions). Either a 
satisfying solution is found for the time being that enables the man to take the next 
steps to tackle his problem, or it has become clear that a referral to a longer-term 
intervention is necessary. It is not in the interest of our organisation to keep clients as 
long as possible, but to empower them and to activate their own resources. Restricted 
funding has enforced this approach, as there are always more men knocking on the 
door and asking for counselling. However, if someone needs a longer process, this 
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can be provided. Together with the man, the counsellor will look for ways that a 
long-term intervention can be realised (e.g. there is the possibility to get fi nancial 
support for psychotherapy by the social insurance). Of course, strict confi dentiality 
is provided and the men don’t have to disclose their name or other data.

In addition to face-to-face counselling, group work has been provided for a vari-
ety of topics (e.g. becoming a father; social isolation; sexual orientation). At our 
branch centre in upper Styria, a project has been initiated that deals with prostate 
cancer. Information and events are organised in cooperation with the local hospital, 
along with having a self-help group for affected men at the centre.

BOX 23.3  A typical scenario

1 The phone rings, the counsellor picks up. A man introduces himself and says that he has 
picked up a leafl et about the Men’s Counselling Centre at a doctor’s suggestion. He has read 
that he can contact our centre for legal questions regarding divorce and is interested in an 
appointment with the centre’s lawyer.

2 The counsellor asks some questions to get a better impression of what is needed, e.g. why 
the man had seen the physician. The man says that he has problems with falling asleep 
and generally feels weak and cannot go to work. The counsellor and the client agree on two 
appointments at the centre, one with the lawyer and one with a psychologist. The man is 
informed about the Centre’s policies (anonymous and confi dential counselling, free of charge 
up to seven hours).

3 The man and the lawyer discuss the legal questions concerning a possible divorce. It turns 
out that the man’s relationship is in a deep crisis, but it’s not clear if there will be a divorce. 
Rather, the man says that his wife is discontented with the relationship and has mentioned 
divorce during a quarrel.

4 The counselling sessions with the psychologist during the following weeks reveal depressive 
symptoms and a burn-out that underlie the man’s physical and relationship problems. He 
is an engineer by profession, working on construction sites abroad under extreme time 
pressure, with more responsibility than he can handle and little time to spend with his family. 
After long years of this kind of life, he feels that he is fi nally ‘breaking apart’. When he is 
at home for the weekends, he can’t relax properly, feels nervous and irritable. The couple 
quarrels a lot.

5 The anamnesis and a psychiatric examination come to the conclusion that psycho-
pharmacological treatment is not necessary at the moment, but should be taken into 
consideration if the man’s state deteriorates. In resource-oriented counselling sessions, the 
psychologist and the man develop alternatives concerning the man’s job. A longer process 
seems indicated and the man is referred to a psychotherapist. The psychologist gives the 
man information about partner counselling at another organisation to pass on to his wife.

Work with male perpetrators of physical or sexual violence is a special focus of our 
organisation. Although it’s true that the issue of violence can crop up in any work 
that involves counselling for men, the coordinated psychosocial and forensic work 
with male perpetrators is a very specialist service. The Men’s Counselling Centre 
provides programmes and psychotherapy for so-called agency-referred men with 
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violent behaviour, in cooperation with various organisations and institutions (e.g. 
courts, Youth Welfare Offi ce and victim protection organisations). The interest on 
violence from a public health perspective is quite new in Austria; in 2007, the topic 
prevention of violence was integrated into the health goals of the province of Styria 
for the fi rst time.

Men expect male counsellors in a men’s counselling centre, on the phone, email 
and face-to-face – at least for the fi rst contacts. Later on, some men prefer to work 
with female counsellors; thus, having a good network for referrals is recommended. 
Also, for work with perpetrators it is important to have women in the team, if this 
kind of work is provided.

WHAT CAN BE OFFERED TO BOYS AND MALE YOUNGSTERS?
The Men’s Counselling Centre offers gender-refl ective work with boys and male 
youngsters from eight to eighteen years. Educators run workshops in schools and 
youth centres, often in parallel to a women’s organisation that works with the girls 
at the same time. Boys and girls work in homogenous groups for a while (e.g. con-
cerning sexuality) and then come together for discussion in plenary sessions (e.g. on 
what language or behaviour is regarded as insulting by each group or sub-group).

We have been offering this kind of work with youngsters since 1996. In the 
beginning, prevention of violence was the focus of the workshops. Today, it’s about 
pro-social relationships among and within the genders and gender sub-groups (like 
migration background), more fl exible gender roles, work-life balance and personal 
growth. To enable youngsters to fi nd their pathway towards a healthy life, under-
stood as physical, mental and social well-being, is the common purpose of all our 
work with boys and male youngsters.

The workshops cover the following topics:
 ➤ love and sexuality
 ➤ prevention of physical and sexual violence
 ➤ male identity, gender roles, gender relations
 ➤ ideas about later work, relationships, work-life-balance
 ➤ risk behaviour and health.

HOW TO MARKET THE SERVICE
Clear information stating that men are the target group of a service is necessary, as 
well as promoting specifi c aspects, such as the provision of male counsellors (a fea-
ture that is expected from a male-specifi c service by many men). Having the terms 
‘men’, ‘male’ or similar in the name of the service, centre or project helps to make it 
clear to men that it is for them and likely to be ‘male-friendly’.

Disseminating general information through the standard methods (leafl ets, press 
releases, public events) is a necessary part of advertising the service, but the most 
important strategy is to build up links to other services, organisations and profession-
als in the region. Most referrals at our centre come from other services, such as family 
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counselling centres, other health and social organisations, lawyers, physicians and so 
on. Placing the service in a network of other services ensures that men are referred 
to your service on the one hand and, on the other hand, enables you to refer men 
on to services and professionals that are specialised in certain fi elds (e.g. addiction).

PUBLIC RELATIONS
Actively maintaining good public relations is crucial for reaching potential service 
users. However, PR can be a quite complex task, as it’s about communicating a mes-
sage and an image not only to men as benefi ciaries of the service but also to the 
whole professional fi eld of services and organisations, as well as to political actors. 
Having a few clear messages, a coherent position and maintaining the focus of mar-
keting the service are key. It’s really a job for journalists and professional PR staff.

With 50 to 70 contributions in local and national media per year (newspapers, 
radio, TV), our organisation tries to play an active role in the public discourse about 
men, masculinities and gender relations. Violence is a very striking topic in public 
discourse and the media, so organisations that work with perpetrators of violence 
tend to be noticed. Although good for profi le-raising, this can mean that the whole 
service becomes associated with ‘violence’ and ‘work with perpetrators’. This makes 
the counselling and other areas of work less visible and less attractive for potential 
benefi ciaries who don’t have a violence problem. Good PR work is needed to ensure 
that the balance of attention doesn’t shift too much to one area of work.

WHAT INFRASTRUCTURE IS NEEDED?
In general, running a counselling centre for men demands the usual infrastructure:

 ➤ an offi ce and counselling rooms of a certain standard
 ➤ telephones
 ➤ computers
 ➤ fi ling cabinets that can be locked to store personal data
 ➤ leafl ets, etc.

The costs will be in the range for any comparable service, although there have been 
some creative attempts to provide services with less infrastructure, thus lowering costs 
and lessening the dependency on funding agencies.

Case study

In the Austrian province of Vorarlberg, a group of ambitious professionals installed an email-
counselling project that worked completely without a base for a long time. The counsellors would 
provide the counselling service from their home offi ces, with a schedule of who would be working 
at any particular time. In this way, they could run the service without an expensive infrastructure of 
offi ces and counselling rooms.
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QUALITY ASSURANCE AND EVALUATION
A counselling centre is quite a demanding organisation in terms of quality assur-
ance. This is a fi eld where there is not much space to save costs by reducing activity. 
With any work with people, organisations should strive for high quality and not 
make compromises. At the Men’s Counselling Centre, the quality of the services is 
assured in various ways that can be regarded as standard, such as defi ning certain 
professions and experience for job descriptions, having further education, peer con-
sulting and supervision by external experts. Joining networks of similar services on a 
regional, national and international level is benefi cial in terms of quality assurance. 
Such networks enable an organisation to learn from others’ experiences and new 
developments can be integrated quickly.

As far as evaluation is concerned, there should be as many activities as possible, 
to improve the work and to demonstrate that the service’s work is meaningful and 
effective. To a certain extent, public funding agencies demand evaluation and partly 
base their decisions upon it; however in reality the more important target groups 
concerning evaluation seem to be the general public, the professional network and 
the service’s staff. First, a service will generally be safer from cut-backs if the general 
public considers the service to be important. Second, clients will be referred to the 
service and the service will be supported if the professional network is convinced 
that it is doing important and effective work. Third, the staff of the service need 
feedback to improve their work and will be motivated and feel valued by positive 
evaluation results. As a minimum standard, good documentation systems should be 
introduced and data should be stored over a long time, so that retrospective analyses 
can be performed at any time.

DEVELOPING A CONCEPT
A service that deals with men’s mental heal th should consider gender relations as 
its context, refer to ‘gender mainstreaming’ and develop a comprehensive concept 
and mission statement that is based on generally accepted long-term objectives, 
including:

 ➤ the WHO defi nition of health
 ➤ health equality
 ➤ gender equality
 ➤ constructive and tolerant relationships among and within the genders
 ➤ integration
 ➤ human rights.

The service’s culture, as well as its PR, will benefi t from this in the long run. Of course, 
creating a mission statement based on these core principles doesn’t mean that you 
can’t also emphasise more pragmatic arguments to explain the benefi ts of your ser-
vice, e.g. reduced expenses for the health system as a result of prevention work and 
health promotion for men.
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Building a service concept should be seen as an ongoing process rather than a 
one-off exercise. It’s important to keep an eye on political papers and strategies for 
new developments, e.g. is gender health included as a goal on a regional or national 
level? Within a network of services and organisations, the integration of relevant con-
cepts into political processes can be fostered. Relevant aspects that are on the political 
agenda should be discussed and integrated into the service’s concept, if appropriate.

Over the years, the Men’s Counselling Centre has developed a comprehensive 
approach towards men and masculinities in our society, on the basis of a critical per-
spective on hegemonic gender roles and patriarchy. To promote alternative – equal 
– gender relations, we do not only offer services for men, but are also active in terms 
of ‘gender mainstreaming’. In cooperation with the Women’s Service, Graz, we run a 
work group where women and men work together continuously on improving meth-
ods, refl ecting and evaluating experiences from gender training as well as keeping up 
with related research and new developments. Training, counselling and projects are 
delivered in various organisations and offered to the interested public. We also run 
a research department, where men’s studies, gender studies and evaluation projects 
are undertaken in order to inform our practical work, to further develop the service-
and to exchange knowledge and good practice on an international level. All of these 
activities have been realised because having a rather open, comprehensive concept 
has allowed us to broaden the range of activities over time.

Be aware that it’s common for there to be a real lack of comprehensive male spe-
cifi c services in a region and, consequently, when a service does come along it can be 
swamped with referrals and requests for help from other professionals. Often it turns out 
to be impossible to meet all of these requests, which leads to disappointment and dissat-
isfaction with the service. Keeping other professionals well-informed about what you 
can offer and what is feasible is recommended to help to minimise this problem.

HOW EASY IS IT TO REPLICATE THE PROJECT?
In general, specifi c services  for men should be provided area-wide. In terms of mental 
health, the demand is there and must be addressed in some way everywhere. When 
counselling centres are set up that deal with men’s mental health, there are some 
experiences that can probably be transferred from one context to another and oth-
ers that are more specifi c where a ‘copy and paste’ approach across countries and 
contexts wouldn’t be straightforward.

Some issues that should apply in any country include the following.
 ➤ The team should be multidisciplinary, consisting of various social and health 

professions (social worker, physician, nurse, psychologist, educational scientist, 
lawyer, etc). Often, men ask for legal advice fi rst (e.g. concerning a divorce) and 
the centre’s lawyers can refer the man to a psychosocial professional later on.

 ➤ Men appreciate services which explicitly state that they are ‘for men’. A clear 
information policy is recommended, which includes having ‘men’ in the name 
of the centre or project. Many men expect male counsellors, so these should 
be provided.
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 ➤ Networking with other services and professionals is important. Men are 
referred from other services to a men’s counselling centre and often specialised 
services are needed to refer men on to. Many problems can be better addressed 
if organisations co-operate.

 ➤ Public relations should be taken seriously from the beginning, not only to 
inform men of the services on offer, but also to keep ongoing contact with the 
general public, professional networks and political actors to actively maintain a 
clear, consistent image and message.

Some other aspects of the service will be more country-specifi c and it might be 
diffi cult to transfer them from one country to another. Among these features, the 
possibilities for funding social and health-related projects are of high importance 
(see Box 23.4). There will also be specifi c cultural issues, e.g. gender experts from 
post-communist countries sometimes describe diffi culties towards gender-specifi c 
services in their countries in general, as a hangover from the communist ideology 
that gender equality had already been accomplished, on top of male dominance and 
a male worker ideal. This perspective still functions as a cultural pattern to a certain 
degree and sometimes leads to a lack of understanding of gender-specifi c services. 
On the other hand, similar attitudes can be expected everywhere to some extent, 
depending, for example, on the respective ideological position of some political actor 
or on the values and norms in a particular community. Once you start promoting 
men’s mental health or a similar project, resistance of some kind can be expected – 
it comes with the territory!

BOX 23.4  Finding funding in different countries

According to comparative  welfare state analysis done in the late 1980s, Austria and Germany 
belong to the so-called ‘conservative welfare regimes’, which are characterised by somewhat more 
comprehensive social and health policies than ‘liberal welfare regimes’ (e.g. the UK and US), in which 
the market is considered to guarantee social security, the state has a rather reactive role, private 
insurance systems are of high importance and transfer payments are seen as residual. However, 
in the conservative welfare regimes, social transfer payments are strongly connected to the labour 
market status of citizens, with a minor impact on re-distribution of resources among people. A third 
welfare regime has been called the ‘social-democratic regime’, mostly to be found in Scandinavian 
countries, with a high quality of health and social systems in general and a philosophy of equality 
of the highest standards for all citizens.

To what extent these classifi cations are valid today can be questioned, since they were developed 
20 years ago and things have changed in all countries. However, the different welfare regimes can 
be regarded as historical background patterns which still have a certain infl uence. As far as Austria 
is concerned, it can be stated that providing funding for counselling or other services related to 
health and social issues is still regarded basically as a public duty; services that are mainly funded 
by donations or private sponsoring are not yet very common. Fostering fundraising for social and 
health projects from private sources by taxation regulations is a rather new political strategy.

Consequently, when any social or health services in Austria are started, the activities to fi nd 
resources will still be concentrated on political actors and responsible departments and ministries, 
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rather than on fundraising from private sources. In this respect, there might still be differences 
between countries. Thus, strategies to fi nd fi nancial resources for the service must take the specifi c 
welfare background of a country into account.
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CHAPTER 24

Using helplines and the internet
Stephen Anderson

INTR ODUCTION
Men’s reluctance to access health services i n the fl esh, particularly with non-physical 
symptoms, is a familiar theme in the fi eld of men’s health. Remote access to health 
services should ideally be available to everyone, but it’s especially important for 
men with mental health issues. This chapter shows how this can be achieved, using 
the example of the Breathing Space national telephone and web service in Scotland 
(www.breathingspacescotland.co.uk).

Undeniably something is ‘wrong’ for many men. Very simply, Breathing Space 
tries to help men to address their sorrows by giving them a safe ‘space’ to talk. It 
should be noted here that the service does not seek to address the issue of suicide 
in Scotland; the Choose Life national strategy* gives very strong and positive lead-
ership in that regard. However, Breathing Space aims to address many of the issues 
that such a depressing suicide statistic indicates in terms of the lived experience of 
Scottish people’s mental health and well-being.

Breathing Space is not alone in this pursuit but compliments the work of 
other phonelines and agencies which are endeavouring to reduce the suicide rates 
in Scotland. No telephone service could or should be tackling such deep-rooted 
health and social issues single-handedly. The service was launched along with 
other agencies as part of the National Programme for Improving Mental Health 
and Well-being in Scotland and is funded by the Scottish Government Health 
Department. As part of this national agenda Breathing Space shares a set of key 
aims with these other agencies trying to positively infl uence public mental health in 
Scotland:

 ➤ raising awareness and promoting mental health and well-being
 ➤ eliminating stigma and discrimination in relation to mental ill-health

* www.chooselife.net
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 ➤ preventing suicide and supporting people bereaved by suicide
 ➤ promoting and supporting recovery.

The National Programme works alongside other Scottish Government departments 
and policies, including those on health improvement, social justice and social inclu-
sion, education and young people, arts and culture, enterprise and life-long learning.

WHAT IS BREATHING SPACE?
Breathing Space is an ‘out of hours’  service, providing place for people to get help 
with their problems in the evening and at night time when mainstream services have 
closed their doors. It provides a free, confi dential phone and web-based service avail-
able to anyone in Scotland, specifi cally (but not exclusively) targeting young men 
who are experiencing diffi culties and unhappiness in their lives. Breathing Space 
was initially launched as a pilot service in Greater Glasgow and western Scotland in 
2002 before expanding to become a national service across Scotland in 2004. The 
service is free, confi dential and is backed up by a website which seeks to reinforce the 
telephone service but also separately deliver for people who cannot currently access 
support via telephone. We focus on the provision of skilled assistance to help people 
in diffi culty and make a conscious attempt to help people deal with problems at an 
early stage to prevent problems escalating.

We work with those living with mental health problems and those experiencing 
emotional distress, including family members, partners and friends who are con-
cerned about their own well-being or that of people they care about. The central 
belief that underpins the service is that in some way ‘talking about it’ helps. In this 
sense, Breathing Space tries to make it easier for people to open up and talk through 
things, providing a free and anonymous alternative to what people perceive as main-
stream services. In essence the service provides a safe space for people to just stop, 
think and refl ect on the distressing ‘stuff’ in their lives. We seek to do this by pro-
viding empathy, understanding and advice, and we always work to try to instil hope 
even when none exists.

When Breathing Space began, around 400 men a month were calling the service; 
this has now grown to over 2000.

Breathing Space mission statement

Breathing Space is a free, confi dential phone and web-based service for people in Scotland. We 
are here in times of diffi culty to provide a safe and supportive space by listening, offering advice 
and information. It is our belief and hope that by empowering people they will have the resources 
to recover.
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WHY IS BREATHING SPACE NECESSARY?
Suicide is a leading cause of mortality in those under the age of 35 in Scotland, 
where the suicide rate is higher than in other parts of the UK. In 2007 there where 
838 suicides and undetermined deaths in Scotland and around 75% of those were 
men. Over the last 20 years, the mortality rate from suicide among Scottish males 
has risen steadily. This rise in deaths from suicide is particularly signifi cant because 
fi gures in England and Wales remained relatively stable over the same period, lead-
ing to a widening gap within the UK whereby Scottish males are fairing worse than 
those in England and Wales. For these reasons, Breathing Space primarily targets 
young, Scottish men.

HOW DO WE DO IT?
There are two strands to delivering the serv ice. First the delivery of the service as a 
frontline service available to the public, but second and crucially Breathing Space has 
a role in raising public awareness of the positive mental health messages carried by 
Breathing Space and promoting the service and other organisations to all men – not 
just those who have a need for the service now. There is a core message for men – a 
call to action – that we promote in all of our communications, to ‘open up when 
you are feeling down’.

The Breathing Space frontline team has 35 phoneline advisors who work on the 
phone lines Monday to Thursday from 6 pm till 2 am and 24 hours a day at the week-
ends, from 6 pm on Friday night through to 6 am on Monday morning. The team 
consists of people who have broad experience of providing frontline mental health 
services. We have psychiatric nurses and clinical psychologists, but also non-clinically 
trained staff from person-centred therapy, cognitive therapy, drugs and alcohol work, 
social work, prison services and support work backgrounds. So the team is not sim-
ply a clinical team providing a clinical service; what the team have in common and 
have demonstrated as part of being recruited is experience of and ability for working 
with people when they at their very lowest or most distressed. Breathing Space advi-
sors have the experience and ability to offer confi dent, non-judgemental support to 
every caller, being able to listen and help people refl ect on their issues, even when 
those issues seem overwhelming and insufferable.

The Breathing Space team has roughly a 50/50 gender balance between women 
and men. Men are a crucial part of delivering the service, whereas nursing or counsel-
ling services tend to be predominantly female and perhaps experienced as ‘women’s 
places’ by many men. So men’s voices are a very big part of our service delivery: 
comforting, accepting, empathic men’s voices encouraging men to engage with their 
problems through talking about them.

Breathing Space makes a very conscious effort to make the service that we pro-
vide welcoming and accepting of men and their differences from women, who are 
often better versed in talking about problems. The staff work hard to help men fi nd 
the space to ‘open up when they are feeling down’. Often this can be as simple as just 
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being accepting of the men who phone, giving them empathy and being supportive 
– not rejecting them or judging, perhaps in the way their mates might if they were to 
disclose that they had been crying or thinking about suicide. Sometimes providing 
the service can be very diffi cult as men struggle with anger, distressing events and 
overwhelming thoughts and feelings. Whatever is happening and whoever phones, 
we will try to  meet them as they are and provide  a safe ‘space’ in which to talk.  
Perhaps differing from other similar services, and something men seem to like, is 
that Breathing Space advisors can and will give advice and signposting information 
to other services. We utilise a database to provide men with details of over 400 agen-
cies across Scotland and this is also available through our website. Many men seem 
to like this, as they sometimes struggle with conversation as a solution in itself; they 
engage with conversation in an instrumental way and look to take something defi n-
ite from it. Ending a call with signposting towards a service can be a way for men to 
feel that they are progressing with a problem.

Although Breathing Space is a helpline service – free, anonymous and confi den-
tial like many others – and although the service we provide may be very similar to 
other services in some respects, it has been developed specifi cally with men in mind. 
The service we provide is shaped to meet people’s needs in general, but men’s needs 
in particular, so the voice on the answering machine reading the same message that 
other services might have is a man’s voice. The staff have all gained experience in 
work with men’s mental health.

HOW DOES BREATHING SPACE TARGET MEN?
Since Breathing Space fi rst began as a pilot, the service has engaged with a variety 
of media in what could broadly be called a social marketing strategy to try to reach 
a hardly reached audience of young men who are at risk due to their poor mental 
health and lack of resources. During the early stages of developing the service, mar-
keting campaigns in ‘men’s places’ were used as a way to try to speak to them – male 
public toilets, football stadia, pubs and clubs all saw Breathing Space materials in 
the form of posters, leafl ets and beer mats. The images and messages used were par-
ticularly focused on men – only men were depicted and the images tended to focus 
on more male subjects, like playing console games with mates, football, etc.

Radio advertising was also a major driver for trying to increase public awareness. 
The advertising used males voices to discuss feelings, e.g. one of the adverts featured 
two men in a telephone conversation with one telling the other repeatedly that he 
felt ‘fi ne’ when it was obvious from his voice that he felt far from fi ne. Slots near male 
programming were utilised as much as possible and ads tailored to local areas. This 
regional focus and the intimate nature of radio compared to television worked well 
in driving calls to the service, which typically got very busy when radio adverts were 
on. In 2006 Breathing Space began a very limited TV advertising campaign in order to 
reach a wider audience of men and move from radio adverts intended as an immedi-
ate call to action more towards raising general awareness of Breathing Space among 
the Scottish public. These new TV adverts were voiced by the actor John Hannah – a 
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Scottish man speaking to Scottish men. We targeted programmes men might tend to 
watch after 10 pm in the evening, hoping to engage with men when they lacked other 
sources of support and perhaps when they were isolated and struggling to cope. We 
also used press advertising on lonely hearts pages or debt sections of newspapers to 
try to reach men who might be at ‘trigger point’.

We sought to generate free publicity by issuing press releases. This seemed like a 
futile and thankless task at fi rst, with little initial uptake. However, after almost three 
years of work it is increasingly the case that the media, including national media, 
come to Breathing Space for comments on mental and emotional issues. Plugging 
away with stories that were relevant to a national media audience as the profi le of 
men’s mental health issues has grown over time has helped us to raise public aware-
ness of the service and promoted positive mental health messages in the long term.

WEBSITE
The Breathing Space website began life as one or two very fl at and lifeless web pages 
which simply acted as a business card on the web and pointed all who found it back 
to the phone service for support. In 2005, we felt that if we were to offer a proper 
web service we needed to revisit the website and match its approach to the telephone 
service. We hoped to provide a sense of ‘breathing space’ on the web in the same way 
as we provided a safe space via the telephone.

In developing the Breathing Space website we decided on some central tasks 
which we wanted it to achieve, with a view to being able to replicate in some way 
what the phone service offers:

 ➤ normalise the situation with information that allows the reader to feel ‘heard’
 ➤ offer and advise on self-help
 ➤ offer signposting to other sources of help
 ➤ instil hope and a sense of beginning a recovery journey
 ➤ advertise the telephone service for those ready to speak about their issue.

Achieving these tasks through the web meant that we had to identify key issues for 
people who were likely to be using the web and being able to talk to them in a way 
which elicited a ‘That’s how I feel!’ response. We examined the reasons men called 
the Breathing Space telephone service and used these as a basis for the categories 
on the website. From there we worked with a web design company to try to capture 
how the website should look, which was crucial in creating a site where men would 
feel secure and welcome enough to seek support and advice. We began creating the 
look and feel of the site with a tortuous discussion over how the home page should 
look. After much debate we settled on an image of a man in the countryside, which 
captured the notion of a ‘breathing space’ – a place to stop and contemplate – while 
suggesting an onward journey; all in a Scottish context. The rest of the site was then 
developed to continue this theme and feel, with images of men on each page, in line 
with our print advertising and literature.

A crucial addition to the site made in late 2008 was the support groups directory 
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which allows anyone to search for local places to fi nd support. These services tend 
to be the non-statutory services that can compliment people’s recovery journey; serv-
ices such as Depression Alliance; Hearing Voices Network; Citizen’s Advice; local 
counselling; men’s health groups and so on. Also in 2008 we began to use Google to 
advertise Breathing Space as a sponsored link when relevant keywords were searched 
for by people in Scotland. Thus when someone searches for ‘depression’ or ‘low 
mood’ one of the fi rst results they will see is a link to Breathing Space. Although this 
can be costly, with web traffi c rising to over three times the use of the phone service 
we have consistently found it to be a productive way to advertise.

THE FUTURE
At the time of writing, Breathing Space is in the process of launching a web service 
for deaf people which uses webcam technology to allow clients to use British Sign 
Language. There are 5000 people registered as deaf in Scotland, with 75 000 regis-
tered as having hearing diffi culties. Working with the Scottish Council on Deafness 
and Deaf Connections, Breathing Space will provide the same service to a commun-
ity which can often be isolated and have higher mental health risks than others.

Breathing Space will also play a full part in the new Scottish Government mental 
and emotional health policy framework – Towards a Mentally Flourishing Scotland. 
As our growth as a frontline service continues, we hope that Breathing Space can 
increasingly be part of people’s recovery journey and help them to maintain good 
mental health during times of diffi culty.

CONCLUSION
Breathing Space has signed up to some fundamental tasks as part of its remit from 
the Scottish Government:

 ➤ raising awareness and promoting mental health and well-being
 ➤ eliminating stigma and discrimination around mental ill-health
 ➤ preventing suicide and supporting people bereaved by suicide
 ➤ promoting and supporting recovery from mental health problems.

In very real terms, Breathing Space tries to take these policy goals and strategic objec-
tives to a place where we do something very simple and fundamentally human: we 
listen as people talk and we try to support people when they are down and struggling. 
That we do these things using modern technology in various forms does not change 
the nature of what we do and does not change the underlying truth that men bene-
fi t from being able to fi nd a place and space to talk about the emotions and feelings 
they have, especially when life gets tough.
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CHAPTER 25

Promoting men’s mental health 
services: building from the ground up

Jane Powell

INTRODUCTION
The Campaign Against Living Miserably, CALM, was set up in response to the high 
suicide rate among men aged 15–35. In England and Wales, suicide has again over-
taken road death as the main cause of death in this group.* Getting men into any kind 
of medical service on their own behalf is tough. Getting them to admit to ‘mental 
health’ problems is even harder. Most men who’ve killed themselves aren’t access-
ing any service at the time of their death. This is no surprise to most mental health 
agencies – statutory or otherwise.

Just reaching men is very often seen as an almost impossible target, yet this 
is something that CALM has regularly achieved with ease since 1997. As both a 
Department of Health pilot (1997–2006) and as a charity (March 2006 onwards) 
the helpline that CALM has run has achieved a consistent reach to this audience. As 
a Department of Health pilot CALM managed to attract a steady 68% of all its calls 
from men, 60% of whom were aged under 35. As a charity this fi gure is regularly 
pushed to 72% and within our ‘CALMzones’ – areas of the UK where we work in part-
nership with NHS Primary Care Trusts – we see fi gures of up to 100% male callers.

From the start, the ethos behind CALM has been very clear. CALM was set up in 
response to research undertaken by the Department of Health into why young men 
weren’t accessing helplines for those with depression/mental health problems. The 
research showed that young men didn’t identify with the help that was there; indeed 
they were turned off by it. The challenge then was to develop a brand that men aged 
15–35 would relate to.

* Provisional fi gures for 2008 show suicide for the 15–34 age group at 972 for England and Wales; with 
road traffi c accidents at 876. (Source: ONS.)



248 PROMOTING MEN’S MENTAL HEALTH

WHO’S TALKING?
The brief was to make the helpline look like anything but what it was – a mental 
health helpline for men. Two young men at the advertising agency Ogilvy came up 
with the name and the look. The next step was to get music or sports people behind 
the brand and launch it anywhere but all the usual places (e.g. GP surgeries, drop-in 
centres, police stations) and get the brand seen where young men would go, such as 
pubs, clubs and pizza places.

The ads compared the suicide rate in young men with the death rate for all those 
other things held up as the main threats to society – heroin, AIDS, ecstasy. The visuals 
were fresh and hard-hitting. With the exception of the drippy ‘don’t suffer in silence’ 
byline at the bottom, you could see immediately why young men would identify 
with the ads. They challenged the public to get their priorities (and assumptions 
about men) straight.

My background is campaigning – not in the world of advertising, but politics with 
a small ‘p’. I’ve organised meetings, lobbies, leafl eted, demonstrated and pretty much 
tried every avenue there is in order to persuade people to change their minds and 
actively participate and lobby for change. I’m good at it, but I expect a tough audi-
ence. Launching CALM in Manchester I was bowled over by young men’s response 
and I knew just what an incredibly rare and precious thing that was.

The marketing hit the perfect note. With these posters in hand I could traipse 
around Manchester asking for help to launch the campaign. The response from 
young guys in the clubs and bars, from the radio stations, the guys sticking out 
posters on the streets, was instant and inspiring; they wanted to be involved and 
offered suggestions and ideas and contacts. It helped that music mogul and night-
club founder Tony Wilson and his staff backed the campaign and offered to help 
with the launch. The launch of CALM in Manchester 1997 was a truly combined 
local effort – people came forward with venues for the party and the press confer-
ence, helped out with the promotion, invites for the press conference, DJs for the 
party and airtime for the ads.

The key was that the audience didn’t just put up with the advertising, they iden-
tifi ed with it. It was for and about young men, about themselves and their lives, and 
they were part of delivering the message. From then onwards, we have tried to reach 
out and involve people in delivering the campaign – mixing the world of health 
and music. And very often it has been the energy and the support from this ‘out-
side world’ that has been critical in keeping CALM going. Guys out there want the 
line, like the campaign and if you have a minute they’ll want to discuss how best 
they can take the campaign forward. Too often materials are put out there clearly as 
a message from and on behalf of health professionals. This disempowers the most 
effective communicators we can have – the audience. 

WHERE DO YOU WANT TO BE?
An easy marketing mistake is to fi xate on what a problem can look like. ‘Bloated? 
(show a picture of a woman with a ballooning stomach) Then take XXX.’ So, put a 
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picture of a man holding his head in his hands with a helpline number underneath 
and, voila, we have a mental health campaign. One of CALM’s lowest ebbs came 
when we had some very beautiful-looking ads with stick fi gures of men stuck in a 
box. This may be how it feels to be depressed – but it’s sad. Why would someone 
want to identify with that? Calls to the line refl ected the audience’s response.

Even if you’re down, that isn’t how you want to feel. Advertising is about reach-
ing out and fi nding out where people would like to be, rather than where they are 
at that moment. Being portrayed as a nameless victim is frankly unappealing. The 
alternative, however, isn’t simply putting a picture up showing a happy-clappy man 
instead – no one likes to be patronised.

Breast cancer is unapologetically upbeat, it isn’t an embarrassed campaign lurking 
in the corners – it isn’t afraid to refer to breasts. There’s no reason that a campaign 
on suicide can’t be the same. If you want to attract an audience, then be successful, 
be upbeat and put it out that this is the campaign to be engaged in.

REMEMBER THE AUDIENCE
Suicide is a strange one. Most people are unaware that their son, brother, husband, 
father are more likely to kill themselves than be killed. It isn’t that ‘teenage’ suicide 
is the problem; it’s male suicide that is the big issue. This isn’t news to any health 
journalist, though; their response is to ask what’s new and ask for a ‘case study’, 
someone willing to talk about their depression and suicidal feelings, then slap the 
story on the health page and put your numbers and website underneath. This is a 
total turnoff for our audience, even if it does go down a treat with the girlfriends, 
mums and wives – and, of course, the health industry. If you’re lucky, the article may 
spend a line on the fact that three young men a day kill themselves and perhaps add 
a vacuous generalisation. Other than that, the journalistic endeavour is concerned 
with milking the issue dry for every possible emotional nuance and fi lling in any 
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gaps with as many pictures and dramatic visuals that can be managed. If the story is 
on TV or radio, then a weeping relative is de rigueur.

If young men are going to identify with us and join the campaign, then exploit-
ing our audience isn’t the way to go. We need to show them that we’re on their side; 
we need to pick another angle. We need to be funny, clever, make them think and 
give them a message in a way which isn’t patronising – give them an image of us, of 
our campaign, which they’ll feel comfortable with.

THE ENVIRONMENT

We’ve tried to make our own news and fi nd our own way of raising the issue by creat-
ing ads and events which command respect from our audience – whether by making 
them laugh, making them think, or using the voices or images of men whom they 
will listen to. Always keeping sight of our wider agenda of using music, entertain-
ment and comedy as the backdrop to our campaign, we’ve invited people into CALM 
by looking for opportunities for them to be involved.

Music has been at the heart of CALM since its inception. Men may not talk 
about personal issues, but they’ll certainly listen to stories of broken hearts, dark 
depression and splintered lives, provided that they’re put to music. So we’ve 
looked to music to launch and sustain CALM and to provide the environment 
in which we operate. We’ve worked to get our logo on the fl yers, beer mats or 
banners at music events and encouraged musicians and artists to sit with us and 
promote us.

We have an annual online ‘advent calendar’ offering a free track each day dur-
ing the Christmas period, again using our audience’s interests and peers to position 

FIGURE 25.2  ‘Feeling shit?’ CALM postcard
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ourselves and our message. And again it is a collective exercise, undertaken almost 
exclusively outside the CALM offi ce, of primarily men who pull this together – ask-
ing permission from the record companies, designing the website, picking the tracks 
and promoting the site.

The comedy night in 2007 is a great example of using men’s interests, and men 
themselves, to create an event and highlight the issue and, again, it brought together 
individuals and agencies working towards a shared aim.*

One of our latest appeals to raise money for a texting and online service involves 
looking for companies to support us with £100 each. In return for every £100 
we’ll put a logo/picture on a t-shirt which we’ll use as part of a bid to set a new 
world record on the number of t-shirts worn by two young men. We’re hoping to 
get 250 t-shirts on each of them. Ogilvy produced a video, with comedians David 
Baddiel and Stephen Merchant interviewing the guys; Catapult Digital provided the 
website; Blink created an excellent ad and we got hundreds of logos on the site (www.
savethemale.co.uk). Ogilvy also produced some billboards promoting the campaign 
– Save the Male – and the fashion retailer Top Man helped pay for posting up bill-
boards in London. At the heart of all this work lies the absolute desire not to deliver 
a miserable campaign.

* Claire Anstey drove the idea forwards working with Tiernan Douieb and other volunteers, Ogilvy 
designed the ads, Tullo Marshall Warren provided a fantastic Myspace page and the invites.

FIGURE 25.3  CALM bottled water, sponsored by the Metro free newspaper
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START AND STAY WITH THE AUDIENCE
Health professionals are generally useless when it comes to designing ads. They 
bring with them truckloads of baggage, which they feel needs to be commu-
nicated in a leaflet or ideally a booklet. You can virtually see the boxes being 
ticked as each message, major and minor, is checked off, together with every 
possible piece of information the public should be told. All this is accompanied 
by every available logo and corporate slogan with an insistence on using med-
ical terms at every turn – after all the reader really needs to be reminded that 
these are medical professionals communicating this message. So by the time 
it hits the streets, whatever spark of an idea started the ad has been well and 
truly ground into the floor by the full due process of whatever establishment 
over-generated it.

Men will read leafl ets – if it’s the insert of a CD they’ve just bought, or maybe 
detailing the bike or baseball boots they’re going to buy. A leafl et on depression that 
teenage boys are going to carry around in their jackets, though, lies in the realms of 
fantasy, even if you do put a car or a road traffi c symbol on the front.

Men listen to their peers and their friends (kind of ) and young men are invin-
cible (or at least feel the need to behave as if they are). Their image of themselves 
and what and who they are seen to be in many ways lies at the soul of who they are, 
which is why branding is so critical. Having a naff image and looking like an inept 
‘do good’ charity staffed by white elderly female volunteers is never going to work, 
no matter how fantastic the organisation.

To reach our audience we need to be inventive and compete with all those big 
brands that vie to reach the attention of men. Which means thinking about how 
they reach the audience and what their materials look like, and, if possible, going to 
those same agencies and asking for their pro bono help.

To get an agency on board you have to sell the same dream that you’re selling the 
audience. If they’re going to work for free, then this has to work for them. They’re 
likely to be male and in their 20s, 30s or 40s. Pretend that they are your audience, 
as indeed they are; ask them to design the ads that work for them.

In the CALMzones we work on the ground with local funding to fi nd culturally 
relevant angles for young men to relate to CALM. In Merseyside the local coordinator 
has been able to purchase a fully branded tent, complete with beanbags and fl oor-
ing, to take along to local music and lifestyle events. Working with event organisers, 
the ‘CALMzone chill-out tent’ has become a standard element of any Merseyside 
event that attracts young men. It adds value and is wanted and requested by both 
the organisers and the audience; CALM naturally ‘fi ts’ into this arena. It’s also not 
unusual to fi nd CALM materials in record shops, fashion boutiques and chip shops 
within CALMzones, where our materials sit perfectly alongside posters for club nights 
and concert listings because of their tone, design and style.
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USING NATURAL TALENT
CALM has pretty much managed on fresh air, goodwill and pro bono work. The ads 
launching the charity in 2006 and shown on MTV featured young men – hip hop 
artists, DJs and artists – talking direct to camera about how it feels to hit a wall and 
about the importance of talking. Beat Box artist Killa Kela lays down a soundtrack 
cutting in between the voices. The stories are chopped so that all you know is that the 
guys have had their own down days. This was entirely unscripted – we simply asked 
them to talk to the camera and tell all the guys that listened to them how it could 
be sometimes.* The cameramen, the director, the studios, editors and sound guys all 
worked on this pro bono. With the exception of a cab fare and a trip to Tesco, this 
was directed, compiled and delivered purely from the heart, resulting in an upbeat 
ad that starts and ends on the side of men.

At the same time that the ads went on MTV, our Iraq War ads went out on bill-
boards and underground trains, comparing the number of British men killed in 
Iraq with the number that had killed themselves in that same period. This wasn’t 
about dissing the soldiers but about the shocking silence and lack of coverage about 
another group of men who also deserve our attention.

It really doesn’t matter where the idea comes from, as long as you’re open to ideas 
and manage to make them fl y – even if it is only with tape and string. We’ve never 
been able to pay for advertising space but the quality of the ads, together with the 
persuasive passion of the agencies and individuals who have come on board, have 
led to us being offered free outdoor space and airtime.

The ads themselves have brought in more talent, from individuals and from 
agencies. Students often use CALM for their project – creating media or fi lm pro-
posals for us. The issue facing us isn’t how to generate ideas, but how to harness the 
ever-constant stream of emails from guys wanting to be involved in the campaign.

* Particular thanks here to Dick Carruthers, Tom Woodcraft, Neil Dawson and all the guys in the ad, 
Killa Kela, Nihal, Rodney P, Skitz, Doc Brown, Benni G and Buggsy Don, Farma G.

FIGURE 25.4  CALM billboard
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OUTCOMES
CALM has always been fuelled by the energy coming from the ground – by creative, 
talented energetic guys who relate to the campaign and want to be involved and who 
recommend it to their friends. There can be no better advert than a strong guy tell-
ing his mate about the campaign. Then the message isn’t ‘here’s a phone number for 
the weak and vulnerable’, it’s ‘here’s a helpline for all of us to use and get behind’.

At the end of the day we’re here to create change, not just to provide a service. 
It’s a change that we have to embed in society that enables people to own the cam-
paign and make it theirs.

As I type this, I’m conscious of being behind in my replies to artists, writers, 
poets and various ‘creatives’ in the world of IT, marketing and advertising. There is 
an astonishing amount of goodwill, energy and creativity out there. To access that 
you need to be willing to let down some of the barriers that separate you from the 
audience – the ‘us and them’. Your organisation needs to be permeable. One of the 
biggest obstacles to bringing in the support that is out there is the deep trench that 
health professionals dig to separate themselves from the audience they serve.

CONCLUSION
Catching up with the ‘modern’ world isn’t simply about being on Facebook and 
Twitter. It’s also about what kind of an organisation you are, your values and ideals, 
and who you are, who you represent, how you behave and how you respond to your 
audience. While there is never any simple answer, we are in a society where people 
increasingly want to see a personal rather than a bureaucratic response; they want to 
see a campaign about them and need to be able to relate to it. They want a service or 
an organisation which is worthy of them – critically this includes how the organisa-
tion is seen and looks – and they want an organisation which respects them and fi ts 
in with their needs, at a time and in a manner that suits.

There is this weird notion held by many statutory and voluntary agencies that ‘we 
don’t need all that expensive advertising’. I recently watched a small boy standing 

FIGURE 25.5  CALM air freshener, designed by William Wang
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in front of the ice cream section at the supermarket who shouted and shouted and 
shouted at his dad to buy the ‘Disney’ ice cream. Every parent knows this one. As 
adults, we may no longer want Disney and we may consider ourselves as way bey-
ond the reach of advertising, but we still want to buy a dream. The question is ‘who 
is selling?’. If we’ve a message to send to men, then we need to be up there with the 
best and sell our more vital dreams with conviction and professionalism. There isn’t a 
‘lower rung’ which health professionals can stand on and still be relevant. We need to 
get real and compete with the best of them – and leave all the other baggage behind.
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CHAPTER 26

Conclusion
Alan White and David Conrad

When we think of men the  image of emotional vulnerability doesn’t come imme-
diately to mind and yet the story that seems to be emerging from this book is that 
there are many men out there suffering (often unrecognised) distress.

There is much that is good about the way men manage their emotions; the relat-
ive absence of mood swings and the ability to remain calm in a crisis are often-cited 
positive attributes of men. The image of masculine bravado, with stories of ‘big strong 
men’ who can manage their emotions and keep the ‘stiff upper lip’ in times of crisis, 
has perhaps become the epitome of manhood. Many men thrive on the pressure of 
work and other intellectual, social and physical challenges. Nevertheless it is also 
evident that there are many men who are struggling and not managing the growing 
stress that surrounds them – and they need help.

Men’s vulnerabilities are most noticeable when we see massive social upheaval, 
as in the collapse of the Soviet Union, where the rate of suicide approached 120 
per 100 000 deaths in Lithuania in 2002 (White and Holmes 2006), or in Busuttil’s 
chapter, where we see the emotional problems in our returning soldiers from armed 
confl ict. Young’s chapter highlights that in areas of high social deprivation urban 
distress has a profound impact on whole communities and the men who live within 
them. However, it is not just these big societal events that affect men, as Neal and 
Conrad highlight through their discussion of men’s mental health issues when con-
fronted by cancer. But these are still extraordinary events and, as Varney’s chapter on 
gay men’s mental health, Robertson and colleagues’ discussion on the challenges of 
living in rural settings, and Williamson’s chapter on the impact of ageing demon-
strate, many men trying to live normal lives are just as at risk of developing emotional 
and mental health problems; even becoming a father is potentially fraught with dif-
fi culties, as clearly outlined by Madsen and Burgess.

The Mind (2009) survey found that 37% of men are currently feeling worried or 
low and that the top three issues on our minds are job security, work and money. It 
is not surprising that stress is now seen as the principle cause of disability from work 
and the chapter by Kinder and Boorman on men’s mental health in the workplace 
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highlights that the benefi t of targeted action goes well beyond reductions in absent-
eeism. The effect of emotional distress in men is most profoundly seen in the suicide 
fi gures – both the chapters by Sayers and Bush on men and suicide and bereavement 
from suicide highlight the need for urgent action on fi nding better ways for boys 
and men to cope.

It would seem from Conrad and Warwick-Booth’s chapter that society has cre-
ated a model of masculinity that makes it diffi cult for men to manage their emotions 
effectively and this has left many lacking the personal tools necessary to deal with 
sudden or sustained life challenges. It has also left a legacy of poor recognition of 
the signs of men’s mental and emotional distress, and, as Branney and White high-
light, such a situation has created a situation where men are often left ‘on the edge’. 
The challenges created by men who are not managing their emotions well create the 
need for a more understanding society and a more understanding health service.

With the challenges being faced in this turbulent world, where stability and struc-
ture seem diffi cult to hold on to, we’re going to have to provide men with the tools 
to survive and provide society, in its many guises, with the ability to recognise and 
manage men’s emotions when they are going askew. This can’t just be an issue for 
the health service.

It is salutary to note the factors that contribute towards the likelihood of a man 
abusing his partner (see Box 26.1). How many of these could be seen to be a con-
sequence of mental distress?

BOX 26.1 Factors associated with a man’s risk for abusing his partner

 ➤ Individual factors:
 ➤ young age
 ➤ heavy drinking
 ➤ depression
 ➤ personality disorders
 ➤ low academic achievement
 ➤ low income
 ➤ witnessing or experiencing violence as a child

 ➤ Relationship factors:
 ➤ marital confl ict
 ➤ marital instability
 ➤ male dominance in the family
 ➤ economic stress
 ➤ poor family functioning

 ➤ Community factors:
 ➤ weak community sanctions against domestic violence
 ➤ poverty
 ➤ low social capital
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 ➤ Societal factors:
 ➤ traditional gender norms
 ➤ social norms supportive of violence

Source: Krug et al. (2002) p.98

Taking on a whole-population approach to mental health, as advocated within the 
UK Government’s ‘New Horizons’* initiative, requires us to look beyond mental ill-
ness into those aspects of our lives that affect our emotional stability. As these are 
many and varied, we need to be looking for a complex solution to what is obviously 
a complex problem. It requires us to understand how men manage their mental 
and emotional health if we are wishing to fully comprehend the genesis of the dif-
fi culties they face. We then need to adopt a much broader strategy in tackling men’s 
mental health needs.

MEN AND HELP-SEEKING
What is very evident from the work presented in the book is that most of the innov-
ative developments have not come as a consequence of mainstream healthcare 
providers setting up new services for men. What we see are individual practitioners 
who have recognised a need and have gone ahead on their own volition to set up 
services for men. This is not to diminish the work of such bodies as the UK Royal 
College of Psychiatrists, who produced the leafl et Men Behaving Sadly (RCP 1998), 
for example, but we have not yet seen commissioners of services deliberately going 
out to purchase work in this area.

Over the past 20 years the care and provision for people with mental health prob-
lems has changed dramatically, with the introduction of proven new therapies such 
as Cognitive Behavioural Therapy (NIHCE 2007) offering effective means of helping 
prevent emotional diffi culties becoming chronic problems. As Kantor (2007) notes, 
once men are in an environment where they feel that they can trust the therapist not 
to be disparaging of their experiences, it doesn’t take long for them to open up. For 
some of these men, talking with a mental health professional is the fi rst opportun-
ity they have ever had to fully explore with another person the demons they have 
been harbouring within.

The positive message that comes across from much of the work on men and their 
mental health is that once they are engaged in care they do very well, but the chal-
lenge remains how to get men aware of their emotional health, especially at times 
of crisis, and how to get them to the most appropriate care. In part, this is a design 
issue, with a need for services that are seen to be of the kind that men would be keen 
to engage with, e.g. web-based or exercise-focused, as suggested by Mind (2009) and 
outlined here in the chapters by Anderson and Jones on the use of the internet and 
Dads and Lads. It’s also about the way we sell services that already exist, such as CBT 

* www.newhorizons-mentalhealth.co.uk
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and other talking therapies – and, as Hopkins and Voaden, and Powell highlight, the 
need to recognise those men at risk and then to be able to market services to them 
in a way that engages them.

Within the book we have also seen that services can be established that can tar-
get men effectively, through imaginative ways of working with familiar masculine 
pastimes such as Sayers demonstrates with the ‘It’s a Goal’ initiative with young 
men within a sporting setting . The chapters by Pete and Sue Dominey, Woodall, 
Langham and Davy, Kinder and Boorman and McCullagh on working with men with 
anger issues, prisoners, drug users and the homeless illustrate that even the most 
challenging groups of men will engage with support. It is also possible to set up for-
mal clinics, as shown by the success of the counselling service set up by Christian 
Scambor in Graz, Austria. Most of the successes outlined in the book are founded on 
practitioners having an understanding of men and how they live their lives and also 
on the successful marketing of their services. There is another side to this book and 
that is the quest for us to get to men and boys before they fi nd themselves in diffi -
culties so that they can be taught how to manage their emotions more effectively. To 
really make a difference to the mental well-being of the male population, we need to 
make all our schools truly and comprehensively mental-health promoting. The type 
of interventions described here by Pemberton, Jones, and Dressel on tackling bully-
ing, getting dads and lads to recognise the benefi ts of a positive engaged father fi gure 
and the work done on getting youngsters to understand how normal relationships 
and a healthy sexuality can benefi t their health and well-being – should be standard 
features of boys’ education experience, rather than isolated beacons of good prac-
tice. Delivering this kind of work requires skills in being able to broach potentially 
embarrassing subjects and this in itself requires attributes that not every practitioner 
enjoys (Conrad 2007). For us to succeed, we need to nurture those who already have 
the skills to do this kind of work effectively and educate a new generation of prac-
titioners. Developing basic skills in this area for all those working with men, either 
from a health or social perspective, will bring lasting benefi ts (Robbins 2006).

The practical examples in this book illustrate that new ways of thinking about 
men’s mental health require different approaches to the provision of services. These 
examples will hopefully inspire others to begin planning how to become ‘male 
aware’ in their day-to-day work in the fi eld of mental health.

POLICY DEVELOPMENT
Across the globe we have seen a re-focusing of mental health policy onto health and 
well-being. The WHO’s summary report on Promoting Mental Health (2005) saw an 
attempt to sway those whose vision was restricted to psychiatric morbidity towards 
a broader view of mental health and its promotion as the key goal. This challenge is 
also being taken up with the new European Pact on Mental Health and Well-being, 
which hopefully will see more action at the EU and country level on:

 ➤ prevention of depression and suicide
 ➤ mental health in youth and education
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 ➤ mental health in workplace settings
 ➤ mental health of older people
 ➤ combating stigma and social exclusion.

The forthcoming UK ‘New Horizons’ policy, guiding action over the next ten years, is 
also heavily focused on the promotion of health and well-being and hopefully will 
be a signifi cant part of the drive to see mental health promotion as a goal, as well as 
the management of mental illness.

These drivers are coupled with the creation of policies aimed at making the needs 
of men a visible component within policy development and service delivery (Smith 
et al. 2009). The recent Australian and Irish Men’s Health Policy and the US ‘Men 
and Families Health Care Act of 2009’, which has been introduced with the inten-
tion of setting up an Offi ce for Men’s Health, are pioneering the development of 
male-specifi c policy. Other countries, such as Norway and the UK, have established 
a more general legal requirement around gender equality.

In the UK, with the passing of the Equality Act in 2006, there has been a legal 
requirement, known as the Gender Equality Duty, for all public services to meet the 
needs of men and women. The wording of this is important, removing the obstacle 
that used to exist of having a ‘one size fi ts all’ approach to health service delivery and 
now requiring men and women’s differing requirements to be woven into the fabric 
of policy and practice development.

The push for change is therefore not just a choice based on a desire to see an 
improvement in the understanding and care that men receive with regard to their 
emotional health, it is also one now required through law. All Government policy 
must now be gender-audited and it is hoped that this will create the impetus for 
greater change within local health strategy development, both in the commission-
ing and delivery of services.

Policy development specifi cally around men’s mental health is less evident, but 
there have been some high-profi le campaigns which are striving to get change. In 
the US, the ‘Real men, real depression’ campaign (NIMH 2003) launched in 2003 by 
the National Institute of Mental Health sought to raise awareness of men’s mental 
health through the use of videoed conversations with men from all different walks 
of life talking about their experiences.

The 2006 Men’s Health Week in the UK, organised by the Men’s Health Forum, 
focused on men’s mental health under the strap line of ‘Mind Your Head’. As part of 
the activities, a policy paper (Wilkins 2006) was drawn up as a statement about how 
men’s emotional health needs should be addressed. The conclusion to the report 
offered fi ve recommendations.
1 Public policy should aim to improve men’s mental well-being.
2 There must be recognition of male-specifi c indicators of emotional distress.
3 Services must adapt to meet men’s needs more effectively.
4 Mental health promotion aimed at men and boys should take account of ‘tradi-

tional’ masculinity.
5 A national initiative is needed to help men achieve mental well-being.



CONCLUSION 261

The UK-based mental health charity Mind had men’s mental health as its focus for 
their campaign week in 2009, called ‘Get it off your chest’ (Mind 2009). Their action 
plan listed what they considered the most important recommendations for change, 
all of which are very laudable and would seem to refl ect the emerging fi ndings from 
the work described in this book:

 ➤ a national men’s mental health strategy is needed
 ➤ criteria for diagnosing mental health problems need to be expanded
 ➤ there should be adequate provision of ‘male-friendly’ treatments, such as 

computerised therapy or exercise
 ➤ health services should be advertised in places that men frequent, such as gyms, 

pubs or the workplace
 ➤ GP surgeries should be gender-neutral
 ➤ teacher training must include the issue of boys’ emotional development and 

the signs of distress
 ➤ employers must do more to support their stressed male employees
 ➤ the needs of black and minority ethnic men must be recognised
 ➤ the relationship between sexuality, gender and mental well-being should be a 

core part of the training given to health and social services professionals.

The Men’s Health Forum’s Untold Problems report on the essential issues in the men-
tal health of men and boys (Wilkins 2010) calls for an approach that takes account 
of the particular mental health needs of men, in parallel with an approach that takes 
account of the particular needs of women. Simply being male, it is argued, should be 
seen as a primary risk factor for several specifi c mental health problems, including 
alcohol dependence; drug dependence; aggressive or criminal behaviour associated 
with underlying emotional distress and behavioural problems in school. The report 
highlights the need for a cross-cutting approach that goes beyond the simplistic view 
that improving and maintaining the mental health of men and boys should be the 
preserve of mental health services. 

The challenge that this book poses to practitioners, policy-makers and commis-
sioners of services is to allow their conception of mental health to broaden – to 
recognise the problems men face with their emotional and mental health and the 
consequences of lack of action. To truly deliver on these goals requires a serious 
leap in decision-makers’ recognition of the negative impact of poor mental well-
being on all aspects of our society and our economy. Crucially, it also requires a 
willingness to invest heavily in making mental health promotion a fundamental 
aspect of everyday life, throughout the life course, rather than something we dab-
ble in with one-off projects funded from tiny pots of a woefully inadequate public 
health budget.
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