“Why Won’t He Go to the Doctor?”:
The Psychology of Men’s Help Seeking

ABIGAIL K. MANSFIELD MicHAEL E. AppIs
Clark University

JAMES R. MAHALIK
Boston College

Men seek help less often than women and underutilize medical
and mental health services. This article explores three bodies of
theory and research related to men’s help seeking. Gender social-
ization theories, social constructionist theories, and social psycho-
logical theories are considered. Each theoretical paradigm is illus-
trated through case examples and considered in light of its ability
to help health care providers understand men’s orientation to
health care and help seeking. Strategies to increase men’s help
seeking are also explored.
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A greeting card pictures Moses walking in the desert, looking lost. The caption
reads: “Why did Moses spend 40 years wandering in the desert? Because he
wouldn’t ask for directions.” Popular images of men who refuse to ask for help for
problems abound in U.S. culture. Sadly, research findings validate the popular idea
that men do not seek help often enough. In this article, we review the evidence sup-
porting the conventional wisdom that men infrequently seek help. We use case
examples to illustrate three bodies of theory and research that are particularly rele-

vant to understanding the problem and suggest strategies to increase men’s help
seeking.
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THE CURRENT STATUS OF MEN’S HELP SEEKING

According to the U.S. Department of Health and Human Services (1998), men make
fewer contacts with physicians across the lifespan than do women and are twice as
likely as women to have gone two years or more since their last contact with a physi-
cian (DHHS, 1998). Men suffer higher mortality rates than women (DHHS, 1997,
Stillion, 1995; Waldron, 1995) but seek help less often than women for a variety of
problems in living including depression, cocaine use, alcohol use, and medical prob-
lems (McKay, Rutherford, Cacciola, & Kabaskalian, 1996; Padesky & Hammen,
1981; Thom, 1986; Weissman, & Klerman, 1977; Wills & DePaulo, 1991). In addi-
tion, men have suicide rates four to 12 times higher than women, suffer higher levels
of substance abuse, and are more likely to suffer chronic conditions and fatal dis-
eases than are women (DHHS, 1997; Kessler, Brown, & Boman, 1981; Robins &
Regier, 1991).

Although these findings appear to be robust across age, nationality, and
racial/ethnic background (DHHS, 1998; Husaini, Moore, & Cain, 1994; Neighbors &
Howard, 1987), it is important to note that underprivileged men are at especially high
risk. For example, according to the Department of Health and Human Services
(1997), Black men are more likely than White men to die from HIV and diabetes, and
they typically receive poorer health care than do White men (Staples, 1995). Simi-
larly, men who do not have citizenship and/or do not speak English are especially dis-
advantaged regarding health care. Immigrant men may choose not to seek help for a
medical problem at all rather than risk being deported. Thus, although men overall
suffer higher mortality rates than do women, underprivileged men are especially vul-
nerable to disease because of their restricted access to resources and services.

Men’s low rates of help seeking have only recently come to be considered prob-
lematic (Courtenay, 2000). In the past, men’s rates of help seeking for problems in
living were considered normative; if men sought help less than women, then women
were thought to be overutilizing services, while men were using services just the
right amount (Courtenay, 2000). Such interpretations of sex differences in help-seek-
ing behavior served both to position women as weak and hypochondriacal and to
construct men as the stronger sex. As Courtenay (2000) points out, these beliefs
were maintained in spite of strong evidence that men need more help than they
receive.

Despite consistent documentation that men seek help less often than do women,
little of the research conducted to date is capable of explaining why this is so. Conse-
quently, there is currently a dearth of interventions, empirically supported or other-
wise, for facilitating men’s help-seeking behavior. In an effort to develop a frame-
work for understanding men’s help seeking that is well grounded in existing theory
and research, Addis and Mahalik (2003) integrated work from masculine gender
socialization, social constructionist, and social psychological perspectives. For the
remainder of the current paper, we consider some of the clinical implications of
Addis and Mabhalik’s framework. We use case examples to illustrate how each per-
spective can illuminate different aspects of the psychology of men’s help seeking.
Our hope is that a deeper understanding of men’s experience with help seeking will
assist health care professionals and other help providers working with men.
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MASCULINE GENDER SOCIALIZATION

Gender-role socialization theories hold that social environments, from the level of
culture down to individual family and peer relationships, teach men and women to
display distinct sex-typed behaviors and attitudes. Joseph Pleck (1981, 1995), one of
the pioneers of masculine gender socialization theory, asserts that this teaching is
accomplished through the adoption of norms and stereotypes. Norms are prescrip-
tions for how men and women should behave, while stereotypes are generalizations
about what men and women are like (Pleck, 1981, 1995). For example, the idea that
men should be self-reliant is a norm, while the belief that almost all men are compet-
itive is a stereotype. We examine two popular areas of focus in masculine gender
socialization theories: masculinity ideologies and gender-role conflict (Good, Borst,
& Wallace, 1994).

MASCULINITY IDEOLOGIES

C.is a 52-year-old plumber. His father died of a heart attack three
years ago, and he lost his mother to cancer four months ago. For
the last six weeks, C. has felt irritable and gloomy, his energy level
has been lower than usual, he has had trouble getting out of bed in
the morning, and has been late for work several times as a result.
In addition, he has not taken pleasure in things he usually enjoys.
His 24-year-old daughter encourages him to see a doctor or thera-
pist about what she believes might be depression, but C. refuses.
When his daughter presses him on this, he explains that depression
is a disease of the weak, that he needs to be strong, that he should
“be a man” and handle this on his own, and that his friends would
think less of him for needing to see a therapist. C. resolves to
“beat this thing” on his own and refuses to seek professional help
for his depression.

Masculinity ideologies are ideas and concepts that individual men hold about
what it means to be a man. The study of masculinity ideologies is concerned with the
extent to which men endorse ideologies that emphasize self-reliance, competitive-
ness, emotional control, power over others, and aggression (Pleck, Sonenstein, &
Ku, 1993). For example, a man might believe that men should keep their emotions
under control, and that by extension, they should not be emotional when under
stress. Alternatively, endorsement of masculine ideologies might involve a man’s
devotion to self-reliance in the face of hardship, a belief that competition in profes-
sional and social domains is crucial for success, a strong preference for resolving
conflicts with aggression so as not to appear “girlish,” or a desire to demonstrate
dominance and power over others in social interactions. Masculinity ideologies can
vary between persons and groups and over time (see Kimmel, 1996). However, some
masculinity ideologies are thought to be more prevalent than others. In particular,
ideologies stemming from White, middle-class, Protestant, and heterosexual subcul-
tures are thought to be most dominant in U.S. culture and are typically referred to as
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traditional masculinity ideologies (Mahalik et al., 2003; Pleck, Sonenstein, & Ku,
1993). In addition, marginalized men are both more likely to subscribe to some tradi-
tional masculinity ideologies and to lack access to health services (Courtenay, 2000).
Subscription to traditional masculinity ideologies thus adds an ideological barrier to
the material barriers marginalized men face in procuring health care services.

While masculinity ideologies contribute to barriers to help seeking, it is impor-
tant to note that masculinity ideologies may shift depending on the context in which
a man finds himself. For example, a man’s belief that men should be “sturdy oaks”
in a production-oriented work environment may inform his tendency to attempt to
control his emotions at work. However, the same man may believe that emotions
should be dealt with openly and tenderly within his marriage as that context values
intimacy (Addis & Mabhalik, 2003). At the same time, subscription to traditional
masculinity ideologies may influence men’s help-seeking patterns. For example,
men with traditional masculinity ideologies may deny or refuse to seek help for pain,
illness, or emotional problems in an effort to avoid being perceived as vulnerable or
weak (Kaufman, 1994; Mahalik et al., 2003). Thus, adherence to traditional mas-
culinity ideologies may be hazardous to men’s mental and physical health. Indeed,
endorsement of traditional masculinity ideologies has been correlated with school
difficulties, trouble with the law, delinquent activity, alcohol and drug abuse,
tobacco use, and violence and sexual aggression (Mahalik et al., 2003; Pleck, Sonen-
stein, & Ku, 1993).

While masculinity ideologies may prevent men from seeking help, they may
also influence men who do choose to seek help. For instance, masculinity ideologies
might be invoked in statements like “I should be able to handle this on my own” or
“I’d hate for the guys at work/school/on the team to find out I was here.” Alterna-
tively, a reticence about feelings or emotionally laden material may be indicative of
a masculinity ideology valorizing emotional control.

As the case example above illustrates, masculinity ideologies can be involved in
men’s decisions about whether or not to seek help for a problem. Within the realm of
clinical practice, practitioners might apply knowledge about masculinity ideologies
by attempting to gradually shift men’s beliefs about what it means to be a man from
a preoccupation with stoicism, competition, and aggression to a more flexible out-
look in which vulnerability and pain are accepted (Pleck, Sonenstein, & Ku, 1993;
Thompson & Pleck, 1986). Of course, effecting significant change in a man’s mas-
culinity ideology is probably beyond the scope of much health care practice (e.g.,
primary care). However, awareness of the presence of masculinity ideologies may
lead to subtle positive shifts in provider-patient interactions (Courtenay, 2001). Con-
sider a primary care physician prescribing medication for depression to a man who
believes that men should not succumb to emotional problems. If the physician is
aware of such an ideology operating, he or she might say, “I’ve heard a lot of men
say that they should be able to handle feeling down or blue on their own. Is that
something you’ve thought about? I think men often forget that one out of five people
will experience depression in their lifetime. Many of them are men. Did you know
that?” (Courtenay, 2001).
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GENDER-ROLE CONFLICT

B. is a 24-year-old investment banker employed at a prominent
company. His employer places a high premium on working long
hours and on being available whenever he is needed as crises
emerge. B. rarely finds time to spend with his girlfriend and sees
his family only on major holidays, and even then, he spends only a
few hours with them before retreating to do work. He has begun to
show some early signs of type-1 diabetes, such as frequent urina-
tion, extreme thirst, and feeling as though he doesn’t have the
same energy level he usually does. B. does not mention his symp-
toms or the change in his energy level to his coworkers because it
is important to him that he appear strong. He fears that if he takes
even a couple of hours off to go to a doctor’s appointment, his
absence would be conspicuous to his coworkers, and he might
appear to lack the necessary commitment to excel at his job. B.
therefore confides his symptoms only to his girlfriend and family
members, but tries to “tough it out” by continuing to work long
hours. When his girifriend asks him if he is scared about his health
and wants to talk, B. has trouble even identifying what his feelings
are, and their conversation is strained and awkward. He tells her
that he doesn’t like talking about feelings. His symptoms persist
for a couple of weeks, and after several days of vomiting surrepti-
tiously at work, his girlfriend convinces him to go to the emer-
gency room. Once there, he is admitted and diagnosed with type-1
diabetes and diabetic ketoacidosis, a life-threatening condition,
which might have been avoided with earlier diagnosis.

Built on the premise that adhering to particular culturally prescribed masculine
gender roles has negative consequences for men, gender-role conflict theory describes
the cognitive, affective, and behavioral consequences of masculine gender socializa-
tion (O’Neil, Helms, Gable, David, & Wrightsman, 1986). Thus, gender-role conflict
overlaps with theory about masculinity ideologies in that both assume masculine gen-
der socialization has negative consequences for men. They differ in that masculinity
ideologies are thoughts and ideas about what it means to be a man, whereas gender-
role conflict specifies men’s experience of masculine gender socialization. Four spe-
cific patterns of gender-role conflict have been identified. First, preoccupation with
success, power, and competition refers to the extent to which men feel obliged to
compete with others in order to acquire interpersonal, financial, or sexual power and
to be considered successful at whatever they are doing. Second, restrictive emotional-
ity involves the tendency to avoid emotional expression and to appear strong and stoic
in the face of emotionally trying situations. Third, restrictive affectionate behavior
between men refers to the extent to which men feel threatened or uncomfortable with
the display of loving or erotic behavior between men. Finally, conflict between work
and family refers to the extent to which men feel tension about needing to spend time
at work at the expense of spending time with family and loved ones.
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Gender-role conflict has been found to be negatively correlated with self-
esteem, intimacy, and marital satisfaction and positively correlated with anxiety
(O’Neil, Good, & Holmes, 1995). In addition, research has shown that men who
experience higher levels of gender-role conflict also endorse more negative attitudes
toward help seeking (Blazina & Marks, 2001; Blazina & Watkins, 1996; Good, Dell,
& Mintz, 1989; Wisch, Mahalik, Hayes, & Nutt, 1995). In particular, Good, Dell,
and Mintz (1989) found that high levels of preoccupation with success, power, and
competition are related to depression, while high levels of restrictive emotionality
are related to negative attitudes toward help seeking. These researchers hypothesize
that gender-role conflict creates a “double jeopardy” for men; it both increases their
chances of becoming depressed and decreases their likelihood of seeking help (Good
& Wood, 1995). In addition, research indicates that men with high levels of gender-
role conflict are less attracted to traditional feeling-oriented psychotherapy and more
attracted to strategic problem-solving therapies (Robertson & Fitzgerald, 1992;
Wisch et al., 1995). Similarly, men with high levels of gender-role conflict are par-
ticularly repelled by the idea of participating in men’s counseling groups (Blazina &
Marks, 2001).

In the case example above, B.’s situation can be seen as an example of the way
gender-role conflict can affect some men’s responses to health problems. The preoc-
cupation with competitiveness is evident in B.’s hesitancy to take time off from work
to attend to his health and in his concern that any absence from work would be
received negatively by his coworkers and supervisors. In addition, B.’s experience of
restrictive emotionality is illustrated by his difficulty in talking about his emotions.
B.’s experience of gender-role conflict seems to have been a barrier to his ability to
seek help, which in turn allowed his condition to worsen.

SOCIAL CONSTRUCTIONIST THEORY AND MEN’S HELP SEEKING

R.is a 22-year-old Portuguese construction worker who lives with
his mother. Almost all of his coworkers are White, and they often
call him a mama’s boy because of his living situation and his close
relationship with his mother. Three weeks ago, R. was on the job
repairing a fire escape when he fell two stories and sprained his
ankle. The pain was intense, but R. knew that if he complained or
asked for time off, his coworkers would view him as weak and con-
tinue to taunt him. R. wanted to shed his image as the hen-pecked
son and wanted instead to be perceived as a strong man who can
“look pain the eye and not blink.” As a result, he returned to work
and insisted that he did not need time off or medical care.

Social constructionist theory holds that gender is actively created in social inter-
actions and that the way gender is created depends on what is at stake in particular
interactions. Furthermore, what is at stake in an interaction is informed by social
structures such as race, class, ethnicity, and sexual orientation. For example, Pyke
(1996) explored how social class affects displays of masculinity. She found that
among upper middle-class couples, men demonstrated masculinity by working long
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hours and by asserting that their career was more important than their spouse’s
career, which allowed them to take on very little domestic responsibility. By con-
trast, in working-class couples, men demonstrated masculinity by articulating a more
blatant form of patriarchal ideology (e.g., “it’s natural for women to be subservient
to men”) but ended up sharing more domestic responsibility with their wives (Pyke,
1996).

One of the key tenets of social constructionist theory is that gender should not
be understood as a trait or personal characteristic, but rather as something that is
done (West & Zimmerman, 1991). The task or goal of enacting gender, as under-
stood by social constructionist theorists, is to mark oneself as a boy/man or
girl/woman in specific situations. According to West and Zimmerman (1991), a per-
son’s competence in society rests on his or her ability to demonstrate gender.
Because what is at stake in marking oneself as a man or woman, boy or girl, varies
from situation to situation, the way in which one behaves or demonstrates gender is
also situationally dependent.

With regard to help seeking for a physical or mental health problem, men may
deny pain or discomfort in an effort to minimize the problem. Such behavior allows
men both to preserve social status in individual social interactions and to maintain
gender stereotypes in which men are considered strong, and women weak (Kaufman,
1994). Thus, denying pain and distress can be a way of enacting masculinity. Alter-
natively, men can steer conversations and interactions in ways that allow them to
demonstrate masculinity. For example, in an interaction between two heterosexual
college men, one man might attempt to mark his masculinity by talking about his
most recent date or by steering the conversation away from emotionally laden sub-
jects that might entail a display of “soft emotions” such as pain, loss, or sorrow.
With regard to help seeking, one’s desire to be perceived as a man and the way one
chooses to mark oneself as a man within a particular context may influence whether
a person seeks help.

R.’s demonstration of masculinity in the case example above is apparent in his
attempt to change his image from that of an overly dependent son to a stoic worker
by ignoring the pain from his injury. Already marginalized from his peers because of
his Portugese ethnicity, R.’s denial of the severity of his injury is intended to signal
to his coworkers that he is like them and that he is not feminine, particularly in the
sense that he can handle pain “like a man.”

SOCIAL PSYCHOLOGICAL THEORY AND HELP SEEKING

Social psychology explores common factors that influence why people behave the
way they do in social interactions. Addis and Mahalik (2003) identified several
social psychological factors that have been shown to be related to help-seeking atti-
tudes and behavior and may be particularly salient for men in varying situations. We
consider five social psychological concepts and devote particular attention to the
ways each may influence men’s help seeking.
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larly, for a man who sees virility as central to his self-concept, a problem such as
erectile dysfunction might be highly ego-central. When people have problems that
are considered to be highly ego-centric, they are less likely to seek help than when
they have problems that are not considered ego-central (Nadler, 1990; Wills &
DePaulo, 1991). Ego-centrality is not entirely individual; what particular men con-
sider to be ego-central (e.g., the ability to be emotionally cool under pressure, the
ability to solve problems on one’s own) is informed by societal norms. In the case
example above, J. is resistant to seeking help because he values the ability to modu-
late emotions and sees his Post Traumatic Stress Disorder (PTSD) symptoms as fail-
ure to do this.

CONFORMITY:
How Do THE CHARACTERISTICS OF GROUPS AFFECT HELP SEEKING?

B. is a 19-year-old college student at a state university. He
belongs to a fraternity, and he spends almost all of the time that he
is not working or in class at the fraternity house. He has recently
started to realize that he has sexual feelings for other men. His
fraternity brothers regularly make fun of gay men and use the
words “faggot” and “queer” as insults. B. does not know many
people outside of his fraternity and holds his fraternity brothers in
extremely high regard. He recently saw an announcement for a
discussion group about coming out, but when the day of the meet-
ing arrives, he decides not to go because he does not want to risk
rejection by his fraternity brothers. Instead, he tries to repress his
sexual feelings and begins to fear them.

Conformity to a group norm is a powerful predictor of behavior (Asch, 1955). In
the context of help seeking, men may be disinclined to seek help if they believe they
will be stigmatized for doing so (Addis & Mahalik, 2003). Four factors can affect the
extent to which a man feels compelled to conform to norms that proscribe help seek-
ing (Addis & Mahalik, 2003). First, research on conformity within groups suggests
that if a vast majority of a group express one opinion, it is less likely a member of
that group will voice a different opinion or take a different course of action (Goren-
flow & Crano, 1989). By extension, if the vast majority of people in a man’s life are
opposed to men seeking help, it is less likely that the man will seek help when he
needs it. Second, if the group influencing a man’s choice to seek help is large, the
group’s opinion will wield more power than if the group consisted of only two or
three people (Gerard, Wilhelmy, & Conolley, 1968). Third, if a person considers him
or herself to be very much like the members of a group to which he or she belongs,
then the group’s opinion is more likely to influence the individual’s opinion (Morris
& Miller, 1975). If, however, a person considers him or herself to be different from
the group, it will be easier to disregard the group’s opinion. Finally, if a group is of
paramount importance to an individual, it is likely to wield a great deal of power
over the person’s decisions (Morris & Miller, 1975). By contrast, if a group is of
more peripheral importance to a person, it is less likely to influence the decision to
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seek help for a problem. Thus, if a man greatly admires the people in his life who
discourage or speak badly of seeking help, he will be less likely to seek help himself.
In the case above, B. would be more likely to seek help if his fraternity members
were not uniformly condemning of homosexuality, if the fraternity was smaller, if he
saw the other members of the group as different from him, or if he did not view the
fraternity as important.

REACTANCE:
WIiLL I BE ABLE To RETAIN CONTROL OVER MY OWN DECISIONS?

T. is a 72-year-old White man who has recently been diagnosed
with high cholesterol. His doctor has advised him to reduce his fat
intake by drinking skim milk, drastically reducing the quantity of
butter, sour cream, and salad dressing that he uses, and avoiding
fried foods. T. likes to be in charge of his own decisions and does
not like being told what to do. He feels anxious and out of control,
and in an effort to regain a sense of control, he decides to ignore
medical advice and “eat what he wants, when he wants.” When
his wife chides him about this, his autonomy feels even more
threatened, so he strengthens his resolve to “live life his own way”
and ignore medical advice.

Reactance theory suggests that when people perceive that their autonomy or
self-control has been threatened, they will take steps to restore it (Brehm, 1966). The
construct of reactance has many implications for help seeking. For example, an inva-
sive physical exam, like a colonoscopy, could be perceived as a threat to a patient’s
autonomy. Alternatively, having to answer probing questions set forth by a health-
care provider or therapist can be perceived as a threat to autonomy. Similarly,
requests for behavior changes, such as changes in diet or exercise, may be received
as threatening one’s autonomy. Reactance can also result from well-intended sugges-
tions to seek help by significant others. In this context, to comply with such a request
might be perceived as surrendering control. As a result, the more a significant other
encourages a man to seek help, the less inclined he may be to do so. While this may
at first seem paradoxical, it makes sense when viewed from a gender socialization
paradigm; strong encouragements to seek help or probing questions about a problem
might be perceived as threats to self-reliance and self-determination. In the case
example above, T. experiences reactance in response to both in doctor’s advice and
his wife’s requests that he follow his doctor’s orders. His efforts to regain autonomy
seem to lead him further away from getting needed help and practicing health-pro-
moting behaviors.

REcCIPROCITY:
WILL I HAVE A CHANCE To RETURN THE FAVOR?

C. is a 60-year-old man in early sobriety from alcohol depen-
dence. His family took him to detox, and he has returned home.
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Two days after his return home, a friend convinces him to attend
an AA meeting. C. is surprised to learn that he can relate to many
of the people at the meeting and that many people have struggled
with the same issues he is struggling with. C. attends the meeting
for a few weeks, and one week a man from the meeting approaches
C. to ask him if he would like a sponsor. The man explains that a
sponsor is someone to check in with weekly about sobriety and to
call in moments of crisis. C. is hesitant at first, but when his
prospective sponsor explains that after a year or so, C. will have
the chance to serve as a sponsor himself, C. feels much more com-
fortable accepting the offer. C. accepts the offer and tells his new
sponsor that he is glad that he will someday have the chance to
“balance the scales.”

Reciprocity refers to the idea that help seeking is more likely to occur when
there is an opportunity to provide help of some kind in return for help received. Rec-
iprocity allows men to maintain status within an interaction or relationship by avoid-
ing being in a “one-down” position. Put another way, reciprocity allows men to
avoid literal or figurative indebtedness for having received help in the past. Seeking
help from professionals typically does not involve reciprocity; when one visits a doc-
tor or psychotherapist, there is no opportunity to help the helper. At the same time,
seeking help typically involves vulnerability, relinquishing control, expressing feel-
ings, and admitting ignorance, all of which are in opposition to traditional masculin-
ity norms (Brooks, 1998). The fact that there are practically no opportunities for rec-
iprocal vulnerability in most professional help-seeking situations may make it more
difficult for men to seek help when they need it. Interestingly, many men are active
members of Alcoholics Anonymous (AA), a self-help group in which reciprocity is
built into the program of recovery from alcohol abuse. In the case example above, C.
was able to receive help from his AA meeting because he knew that he would be
able to return the help in the future.

HELPING MEN SEEK HELP

Social psychological, gender socialization, and social constructionist perspectives all
help to explain why men underutilize health services and seek help less often than do
women. We now explore how these perspectives can elucidate possible ways to
increase the frequency with which men seek help.

INCREASING MEN’S MOTIVATION To SEEK HELP

As discussed earlier, men need more medical and psychological help than they are
currently receiving. Thus, one aim for clinicians should be to boost men’s motivation
to seek help. One well researched tool for facilitating this is motivational interview-
ing (Miller & Rollnick 2002). Motivational interviewing is built on Prochaska, Nor-
cross, and Diclemente’s (1994) model of the stages of readiness for change. The
stages of change model holds that as people prepare for change, they move through
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various phases, from pre-contemplation, during which they have not even begun to
think about change, to contemplation, where they think about change and weigh their
options, to action and maintenance, where they initiate and maintain the change.
Movitational interviewing attempts to meet patients at their current level of motiva-
tion for change and, through non-judgmental discussion about the advantages and
disadvantages of a particular course of action, encourage movement toward change.
The most obvious difficulty with using motivational interviewing to encourage men
to seek help is that many men do not see doctors or health care providers in the first
place. Thus, motivational interviewing would probably be most effective if it were
implemented in a variety of settings, for example, as part of an employee workshop
or in hospital emergency departments as a means of increasing the likelihood that
patients will seek follow-up care.

PSYCHOTHERAPEUTIC WORK

Several emerging lines of work in individual and group psychotherapy (e.g.,
Andronico, 1996; Brooks, 1998; Mahalik, 1999; O’Neil, 1996) are directed toward
helping individual men become more aware of masculine gender socialization. The
goal of such therapies is to help men become more flexible in relation to masculinity
ideologies so that they have a wider array of coping strategies to choose from as they
encounter challenges in their lives. Such efforts to change individual men’s orienta-
tion toward seeking help for problems in living bear resemblance to the women’s
consciousness raising groups of the early 1970s. Designed to educate men about the
male gender role and the ways that adhering to it can be detrimental, such efforts
often take the form of workshops or men’s groups. One example of such a group is
O’Neil’s Gender Role Journey workshop (O’Neil, 1996), in which men explore the
ways in which masculine gender socialization has negatively impacted their lives
and then help each other to consider alternatives to enacting traditional masculine
gender roles. Brooks and Silverstein (1995) suggest such groups might be especially
appealing to some men because they do not require men to be in the role of patient,
while other research (e.g., Blazina & Marks, 2001) suggests that traditional men tend
to be repelled by men’s counseling groups. Thus, more research is needed to under-
stand how best to implement therapy aimed at promoting flexibility in how men
relate to their masculine gender socialization.

CHANGING THE WAY SERVICES ARE PROVIDED

Another strategy for increasing men’s help seeking involves changing the manner in
which services are provided for men. This can take many forms. For example,
Robertson and Fitzgerald (1992) found that traditional men responded more favor-
ably to goal-directed, problem-focused advertisements for psychotherapy than to
more emotion-focused exploratory advertisements.

In a related vein, Courtenay (2001) has proposed a six-point plan to improve the
way that medical services are provided to men. Therein, Courtenay argues that clini-
cians should validate men’s efforts to seek help and that they should legitimate
men’s concerns and normalize their experiences whenever possible. Thus, clinicians
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might make comments such as “a lot of men experience this concern but don’t get
help for it, which makes the problem worse,” “you were right to ask about this,” or
“many men have that concern.” In addition, Courtenay suggests that clinicians pro-
vide education to male patients about diseases for which men are at risk, especially
sexually transmitted diseases, heart disease, and cancer. He emphasizes the impor-
tance of giving advice in a clear and direct manner and encourages clinicians to
assess whether their male patients have understood their advice. Courtenay also sug-
gests that because men under-report symptoms, clinicians should assume that symp-
toms are present and ask for confirmation rather than assume that men will report
them. With regard to treatment planning, Courtenay encourages clinicians to work
collaboratively with male patients to develop a health maintenance plan that is realis-
tic and takes into account the patient’s age, cultural background, literacy, intellectual
capacity, and current life circumstances.

A clinician working with a man dealing with sexual dysfunction could apply
Courtenay’s advice by recognizing that sexual dysfunction is a highly ego-central
problem and that many men would be loath to seck help for it. The clinician could
begin by routinely asking about symptoms of sexual dysfunction, rather than waiting
for the patient to report them. In addition, the clinician might be able to gently
acknowledge the difficulty in talking about the problem, but subvert the ego-central-
ity and orientation toward self-reliance by providing information about the perva-
siveness of such problems and the strength required to face them head-on. The clini-
cian could then speak directly about a treatment plan and work with the patient to
come to an agreement on what would be most comfortable for the patient.

In summary, all clinicians, both mental health practitioners and medical care
providers, should be aware that dominant masculinity ideologies emphasize indepen-
dence, self-reliance, and emotional stoicism. They should also be aware that the
masculine gender role might hinder help seeking by creating a perceived threat to a
man’s “competitive edge.” In addition, health-care providers should be savvy about
the ways that masculine gender socialization encourages men to engage in high-risk
behaviors (Courtenay, 2001; Pleck, Sonenstein, & Ku, 1993).

CONCLUSION

Despite all that is known about the ways in which masculine gender socialization can
negatively impact men’s help seeking, men’s underutilization of services has only
recently come to be perceived as problematic. As a result, few attempts have been
made to bolster men’s help seeking. Broad-based strategies that take masculinity ide-
ologies and gender-role conflict into account are needed to increase men’s help seek-
ing. The best strategies are probably those that integrate masculine gender socializa-
tion, social constructionist, and social psychological perspectives on help seeking.
Implementing these strategies would require education for health-care providers
about masculine gender socialization and education for individual men about the
importance of help seeking and the detrimental effects of masculine role socializa-
tion. In addition, the culture at large would benefit from interventions aimed at nor-
malizing men’s help seeking and expression of “soft” emotions such as pain and fear.
If men are to seek help in greater numbers than they currently do, efforts must be
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made to improve men’s motivation to seek help and to provide services in a way that
encourages men to use them. Although we have presented pertinent psychological
theories about gender and help seeking and have suggested strategies to bolster men’s
help seeking, little is known about how well such strategies will actually work.
Research must focus on testing interventions designed to increase men’s help seeking
in order to determine which strategies are most effective and for whom.
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