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Abstract

Background: To explore the differences in young adult male and female attitudes towards and motivations for suicide, beliefs about
help-seeking behavior, and attitudes towards helping others to prevent suicide. Methods: In-depth interviews and focus groups with
adolescent and young adult males and females (n = 50, ages 14–24) were conducted before and after a community-based play on suicide
prevention. Two focus groups and 30 individual interviews (n = 50, 22 males, 28 females) were conducted before the intervention at one
location, and 12 in-depth interviews (4 males, 8 females) were conducted with some of the same individuals after the play. The transcripts
were coded by two independent coders for gender differences. Emergent categories were analyzed to identify differences in responses to
issues surrounding suicide and depression. Results: Three key gender differences were found in communication styles around emotional
vulnerabilities: (1) Females were more likely to talk about the importance of reaching out to others and giving counsel, while males
were more likely to expect others in need to seek them out for help. (2) Females talked about psychological distress as something
”everyone” experiences, whilemales tended to see their suffering as an individual phenomenon. (3) Females tended to advocate disclosure
while males talked about the pressure not to talk about personal problems. Conclusions: Young males and females may need different
coping strategies, and interventions, therefore, must be tailored to address the needs of each gender separately. Campaigns and programs
specifically for men should address the barriers that men face with disclosure and help-seeking, and strategies should be sensitive to the
expectations of heteronormative masculinity.
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1. Introduction
The male suicide rate in the United States is nearly

triple the death rate from suicide for females (CDC), and
in other countries the disparity is similar, although slightly
less drastic [1,2]. While men die more often from suicide
attempts, women make roughly three times the suicide at-
tempts, and show higher rates of suicidal thinking, non-fatal
suicide behavior, and depression [3]. This is commonly
called the “gender paradox” in suicidality. Possible ex-
planations for these differences include the fact that men
use more lethal means when they do attempt suicide, such
as firearms; higher rates of substance abuse among men;
higher rates of help-seeking behavior among women; and
differences in psychological contributors to suicide found
among genders [4]. In addition, the evidence suggests that
psychosocial factors like unemployment, retirement and be-
ing single are linked to increased suicide risk for men, but
not for women [5–7].

This suggests that gendered expectations of behavior
play a role in suicidality. While women may experience
higher levels of psychological distress, this does not trans-
late into more suicide. And if non-lethal suicide attempts
are considered help-seeking behavior, this indicates that
women are more likely than men to seek help for mental

distress. Since help-seeking is stigmatized as a feature of
heteronormative masculinity, men may be less willing to
engage in this behavior. Research with male college stu-
dents confirms this conjecture. In a study on barriers to
help-seeking through professional counseling, Lloyd et al.
[8] found that “Participants” discourses constructed gender
roles as being a large barrier to seeking help, especially
for males. Men were perceived as having to be “strong”
and cope on their own, with any admission of feelings or
need for support as compromising their male roles, suggest-
ing that help-seeking for males undermines their masculine
identity. Indeed, men report higher rates of stigma about
mental illness, help-seeking, suicide and disclosure of emo-
tional vulnerability compared to women [8].

Stigma surrounding mental illness and suicidality, in
particular, has been documented as an immediate and pro-
found barrier to help-seeking behavior [9]. Stigma can take
emotional, cognitive, or behavioral forms, and it can be di-
rected at oneself or others. Stigma is sometimes defined as
a collective phenomenon, echoing societal views on mental
illness. Research has shown that mental illness stigma re-
duces patients’ perceived need for help [10], impairs adher-
ence to treatment regimens [11], decreases self-esteem [12],
and increases social isolation [13]. Self-stigma, a variation
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of collective stigma, is a process in which a person with
a mental illness internalizes stigmatizing attitudes and be-
liefs held by the public [14]. Based on comparative studies
across countries, Schomerus et al. [10] posit that national
variations in suicide rates may actually reflect variations in
cultural beliefs about mental illness and stigma.

Scholars have identified three primary mechanisms to
explain how stigma contributes to suicide. First, according
to the stress-coping model of stigma [10], stigma is seen
as a social stressor that promotes “negative emotional re-
actions, social withdrawal, and hopelessness among peo-
ple with mental illness, especially if the perceived threat
of stigma and social rejection exceeds the coping resources
of the individual” (pp. 4). Second, stigma contributes to
the social isolation of a person experiencing a mental health
problem, in part by discouraging interaction and a sense of
belonging with others. Social isolation, in turn, is believed
to contribute to the risk of suicide, in part, by reducing the
desire to discuss one’s mental health status with others [10].
Third, community-wide stigma is associated with individ-
ual self-stigma [14]. “Studies on predictors of help-seeking
have shown that both individual stigmatizing attitudes and
self-stigma are associated with lower willingness to seek
help for mental health problems, which could, in turn, in-
crease the individual risk for suicide” [10] (pp. 4).

Recognizing the role of stigma in preventing help-
seeking, particularly among men, numerous organizations
and public health agencies around theworld have developed
suicide prevention programs aimed specifically at men.
Many of them are directed at men with particular lifestyles
or occupations. For example, in the U.S., the Shoulder-
to-Shoulder program focused on U.S. military personnel
from 2010–2018. The Army’s campaign “challenged dom-
inant discourses of military masculinity, privileging famil-
ial and homosocial responsibility over stoicism, toughness,
and self-reliance and casting suicide as a failure to be appro-
priately masculine” [15] (pp. 306). The message was that
it’s part of one’s manly duty to continue living and to help
others. As such, the campaign attempted to harness con-
ventional understandings of masculinity to reframe seeking
help for psychological distress as “being a real man”. While
the campaign was cheered for its efforts to define help-
seeking as part of accepted masculinity, its effects have
been limited and the Army’s suicide rate remains high [15].

Other examples include the “Good Hunting, Mate”
campaign in Finland, aimed at men who were members
of hunting clubs, and the “Time Out!” program, also in
Finland, for men who were exempted from that country’s
military or civil service requirement [16]. In Australia
and New Zealand, the “Mates in Construction” program
is an industry-led initiative to provide peer support and
workplace-based resources for suicide prevention outside
of a clinical setting [17]. These programs generally focus
on barriers to help-seeking and psychological health that
are particular to those sectors and the men who live and

work in them, but many of them do acknowledge the stigma
surrounding needing help and asking for it that is common
among men overall.

Some campaigns aimed at men are less specific in
their focus and have been developed to encourage spe-
cific types of behavior among the target audience. The
global “Movember” organization is dedicated to improv-
ing men’s health generally but it includes suicide preven-
tion efforts. The “be a man of more words” slogan tells men
that “Stronger social connections can reduce the risk of sui-
cide. That means more men talking about stuff that really
matters. Those conversations don’t always come easy, but
we’re here to help” [18] (https://us.movember.com/mens-
health/suicide-prevention). The organization also funds
smaller projects like Australia’s “Man-up” campaign, a
three-part video series designed to raise awareness about
male suicide in that country. Its website states, “Harden
up. Suck it up. Man up. We’ve been telling our men
this for years, but is it healthy? Suicide is now the lead-
ing cause of death for Australian men aged 15–44. And
alarming new research suggests that some men choose to
take their own life, rather than appear weak by asking
for help” [18] (https://au.movember.com/mens-health/man-
up). What these efforts all hold in common is an acknowl-
edgment of the pressure men face to conform to ideals of
normative masculinity and the stigma associated with both
suffering from emotional distress and asking for help to
cope.

Given the significantly higher suicide rate of men
globally, norms of masculinity and the role of stigma in
preventing help seeking, it is imperative that suicide pre-
vention researchers and practitioners continue to develop
and refine gender-specific public health messaging and in-
terventions. In their review of existing suicide prevention
programs, Hamilton et al. [19] found that females are al-
most always more likely to benefit from existing programs
than males. They recommend implementing strategies to
address key barriers to help-seeking for mental health prob-
lems among men, such teaching young men to build net-
works of support, preferably before help is needed [20].
Gulliver et al. [21] recommend appealing to young peo-
ple’s need for self-reliance, reducing stigma, and improving
mental health literacy. This study aimed to contribute to the
literature by exploring self-reported experiences of psycho-
logical distress and responses to mental health challenges
among adolescent and young adult male and female partic-
ipants in a community-based theater program focusing on
suicide prevention. The results hold the potential to bet-
ter inform campaigns focused on increasing help-seeking
among men and to aid in the development of prevention
campaigns for pre-teen and adolescent boys, in particular.
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2. Material and methods
2.1 The project

This study was conducted as part of a larger sui-
cide prevention program that used community-based the-
ater productions to encourage actors and audiences to talk
more openly about psychological distress, mental health
concerns and suicide. The project, called “Let’s Talk”, in-
voled a series of five theater programs in two communities
between 2012 and 2015. The focus was on the prevention
of suicide among teens and young adults so recruitment oc-
curred at high schools and a university campus. Partici-
pants wrote and acted in the plays but professional direc-
tors guided the script writing and rehearsals to ensure that
three themes were included: (1) interpersonal communi-
cation about suicide risk is important, (2) professional re-
sources for suicide prevention exist and can be helpful, and
(3) talking about suicide risk and resources can reduce bar-
riers to prevention. The format and content of the plays
varied based on the participants’ preferences but all were
approximately 20 minutes long and were followed by 40
minutes question and answer sessions led by professional
counselors.

Over the course of three years, the Let’s Talk research
team hosted and facilitated theater workshops that led up
to each play, with five different groups of students who
met bi-weekly for 12 weeks to share their personal experi-
ences with suicide and/or major depression, and to collab-
oratively write a unique script based on their experiences.
At the end of the writing-rehearsal period, the writer-actors
staged performances for their peers and communities, af-
ter which they held discussions with audience members.
Each discussion was moderated by a psychiatrist or a vol-
unteer trained to help answer difficult questions and elabo-
rate on the discussions that unfolded during the Q&A. The
performances and subsequent discussions were intended to
teach other students and community members how to talk
to their peers and mental health professionals about suicidal
ideation, loss, and prevention.

2.1.1 Recruiting, writing and rehearsal
At each participating high school and university, sub-

jects were recruited via classroom announcements and
word-of-mouth, asking volunteers to take part in writing
and performing an original play about suicide and depres-
sion. Student status and interest in the program were the
only screening criteria used to select these participants.
They did not undergo mental health screening, but volun-
tary reports of mental illness or history with counseling
were noted. Subjects were informed of their right to with-
draw from the study, and were given a consent form to read
and sign before starting the 10-week rehearsal and produc-
tion process. For the first meeting, an outside specialist ad-
ministered QPR (question, persuade, refer) suicide preven-
tion gatekeeper training, which provided the initial platform
to talk about such a personal and painful topic. For partici-

pants under age 21, parental consent was obtained.
At the initial workshop rehearsal, a director (manager

of a community theater and a university theater professor)
gently probed the writer-actors’ experiences with stress,
anxiety, depression, alienation from school and home, and
relationships. As suggested by the Narrative Engage-
ment Framework [22], students were encouraged to share
their personal narratives, in order to develop messages that
would be meaningful to other adolescents or young adults.
During the writing/rehearsal period, discussions and im-
provisational exercises guided by the director addressed
students’ desire to be impervious to bullying, the myriad
challenges faced by individuals coming from rural back-
grounds, and the challenges of attending large schools. The
feeling of having a “misfit” identity, coupled with the de-
sire to fit in, was a common theme. Overwhelming feelings
of being alone, and a sense of engaging in perpetual compe-
tition with their peers, were salient throughout the discus-
sions at both the college and high school levels.

Throughout the playwriting process, workshop mem-
bers shared journal entries, stories, memories, songs, and
poetry with the director and the rest of the group. By con-
tributing creative non-fiction based on their own experi-
ences with self-harm (e.g., cutting), suicidal ideation, sui-
cide attempts, and grief over a friend’s or family member’s
suicide, the writer-actors collaboratively created an original
narrative theatrical performance [22,23].

2.1.2 Performance and discussion
At the end of the rehearsal period, ten performances by

five writer-actors were staged at the university level; three
performances by fifteen writer-actors were staged by high
school students. Performance venues varied from univer-
sity settings to community theaters to regional high schools,
and audiences were recruited through classroom announce-
ments and community-wide publicity. Before each perfor-
mance, audience members were given reference cards con-
taining crisis prevention hot-line numbers and local men-
tal health resources. A member of the research team in-
troduced each performance with a brief explanation of the
Let’s Talk program, the importance of the research, and the
need to eradicate stigma surrounding mental illness and sui-
cide. Each performance lasted 20 minutes, followed by a
moderated 40-minute Q&A session.

In addition to dramatizing the distress that mentally ill
and suicidal people experience, each performance was de-
signed to model: (1) adaptive decision-making strategies in
times of stress, (2) accessing emergency help, (3) provid-
ing ongoing support to peers during a crisis, and (4) iden-
tifying at least one caring adult in the school or commu-
nity from whom to seek help [24]. Following this structure,
in their opening scenes, the performances demonstrated the
destructive power of negative self-talk.

In addition to negative self-talk and stigma, the scripts
covered barriers to help-seeking, and messages of hope. At
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the end of the play, the director introduced the writer-actors
and mental health professionals who would moderate the
discussion, and initiated the Q&A session. The perform-
ers sat on the edge of the stage facing the audience. The
first question, posed by the director or an actor, was al-
ways: “How many in here have had some experience with
suicide?” Most audience members and actors would raise
a hand. Following this opening, each Q&A was differ-
ent, based on the audience. Sometimes, audience members
would spontaneously start sharing their own experiences
with loss and asking questions of either to the moderator
or the performers. Other audiences were more reticent, in
which case, the moderators would try to initiate a conversa-
tion by discussing barriers to help-seeking and highlighting
available resources.

With more reserved audiences, the moderators would
pose open-ended questions, encouraging audience mem-
bers to share their concerns and discuss barriers to help-
seeking and open dialogue about suicide and suicidal
ideation. Inevitably, audience members would talk about
their experiences. In all situations, the performers would
participate in the Q&A, talking about their experiences with
surviving suicide, counseling, trials and errors involved in
finding the right mental health professional, and sharing
their individual experiences of stigma within their commu-
nities, schools, and homes.

2.2 Data collection

In order to gain insight into participants’ views on
the experience of psychological distress/suicidal ideation,
beliefs about strategies to improve mental health and per-
ceived barriers to help-seeking, members of the theater
project and audiences were recruited for IRB-approved in-
depth interviews and focus groups. The interview were
conducted with adolescent boys and girls and young adults
(ages 14–24) before and after one community-based sui-
cide prevention intervention. The Montana State Univer-
sity Billings Institutional Review Board (IRB00001622)
approved this study. All participants signed informed con-
sent forms; none refused participation. Each interview
lasted about 2 hours. Interviews and focus groups before
the intervention involved 50 consenting participants, both
actors in the play and audience members who attended the
high school. Two separate focus groups (one small group,
n = 4 and one with an entire high school class, n = 16) were
conducted, plus 30 individual interviews (boys: n = 22 and
girls: n = 28). In addition, 12 individual interviews of actors
in the play were conducted after the performance (boys: n =
4, girls: n = 8). While age homogeneity is recommended in
studies such as this one, the high number of non-traditional
students at the university produced a broad range within our
subjects—from 14 to 24 years old. Sixty-six percent of par-
ticipants were female. Interview group sizes ranged from
four to 16 people, and groups were divided by type of in-
volvement, either audience members or writer-actors.

During these sessions, the research team collected per-
sonal narratives, field notes, and visual images [25]. All in-
terviews were moderated by a university researcher trained
in qualitative research methods, and were video-recorded.
Following a semi-structured approach [26], interviews ex-
plored participants’ attitudes and knowledge about suicide
and help-seeking, as well as their past experiences (positive
and negative) with suicide and mental health counseling.
All group interviews were recorded, transcribed verbatim,
and compared with the original recordings to ensure tran-
scription accuracy.

Constructs from the Extended Paralell Process Model
(EPPM) were used to elicit information about participants’
perceived threat of suicide and perceived efficacy for ac-
cessing help or helping others. The EPPM examines the
role of perceived threat and perceived efficacy in relation
to health behaviors [27]. In the post-test round of inter-
views, after writing/performing or viewing the play (de-
pending on the group), participants answered questions re-
garding self-identified changes in their perceptions of the
EPPM constructs discussed during the first interviews. Be-
cause EPPM emphasizes people’s perceptions of threat and
efficacy (rather than objective measures of threat and ef-
ficacy), post-interview questions focused on participants’
perceptions of how the Let’s Talk project had helped them
(or not). For example, a typical post-intervention question
was, “I’mwondering if, after being part of the play, you feel
like you know more about how to get help for yourself or a
friend who was feeling depressed or suicidal?” Other ques-
tions were written to help explore, pre-intervention; “How
comfortable are you with talking about suicide? Is it some-
thing that you and your friends talk about or not?” “If you
were having negative or suicidal thoughts, is there someone
you would talk to? A counselor or a parent or a friend?”
And then post-intervention, the question would be “Would
you be more likely to talk to someone about your problems
now that you’ve seen the play” and then prompts would de-
pend on the responses to the initial questions so they in-
cluded questions like “What would make you more likely
to tell a friend to talk about their problems?” or “Whymight
you or your friends still be reluctant to go talk to an adult
about your problems or negative thoughts?”. The empha-
sis in all questions was on the subjects’ perceptions, based
on their experiences and beliefs, rather than on any behav-
ioral changes made in the time between the first and second
interviews.

Following completion of the group discussion, partic-
ipants were thanked and entered into a lottery to receive an
iPad Mini ($250 value) as compensation for their partici-
pation. All videotapes were transcribed verbatim and care-
fully compared with the original recordings to ensure tran-
scription accuracy. Personal identifiers were removed and
the transcripts were distributed to four coders. The larger
research aim of the project was to evaluate the effectiveness
of the theater interventions, using the EPPM to identify
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Table 1. Main coding categories, sub-categories and descriptive themes.
Supra codes Main codes (1st Layer) Sub-categories (2nd Layer) Descriptive themes (3rd Layer)

Individual vs.
communal orientation

Barriers to Help-Seeking*

Defense Avoidance

Symptomatic behavior:
*(derived from EPPM constructs of Low Perceived Self-Efficacy and
Low Perceived Response Efficacy)

truancy

Symptomatic behavior:
substance abuse
Maladaptive coping strategies
(e.g., not considering help)
Reactance
(blaming the messenger)
Defensiveness
Denial

Lack of Resources (geographical distance)
Cost
Stigma Against Treatment
Negative Perception of Treatment Efficacy
Lack of Awareness (of how to find help)
Fear of Being Shunned
Experience of Being Shunned
Lack of Problem Recognition
Lack of Access (to sources of support)
Vulnerability
Stigma (about mental illness)

Factors of Suicide* Social Isolation (Loneliness) Feelings of loneliness/Isolation
*(derived from EPPM construct of Perceived Severity)

Perceived Burdensomeness
Disconnection from others
Thwarted belongingness
(Stable, unchanging v. Transient)

Negative family dynamics
Suicidal ideation Self-hatred

Survivor Responses Confusion/Perplexed
Anger Perceive oneself as a burden
Guilt Belief that one’s death would be worth more than one’s life

Behavioral Intentions* To Communicate with Others about Suicide/Depression Sharing emotional vulnerability
*(derived from EPPM constructs of Self-Efficacy & Response Efficacy) To Engage with Prevention Resources Coping strategies

To Access Help
Stigma* What is being Stigmatized Emotional Vulnerability
Self-Reports of Mental Health Issues Experience with Stigma Needing Help
*(derived from EPPM construct of Perceived Susceptibility) Mental Health Treatment

Mental Illness
Hopelessness Towards Mental Illness
Self-harming Towards Mental Health Treatment
Isolation (loneliness) Against Needing Help
Uncontrollable Thoughts Sharing Emotional Vulnerability
Helplessness
Depression Confusion
Suicidal ideation
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changes in perceived threat and perceived efficacy of help-
seeking. But during the analysis phase, gender specific
themes emerged from the transcripts and thus the project
was expanded to explore those differences.

2.3 Research questions
(1) What attitudes do participants express related to

helping others who are experiencing psychological distress
and do these attitudes differ by gender?

(2) What experiences do participants have with their
own mental health problems and/or psychological distress
among their friends and family and are there gender differ-
ences in how they talk about these experiences?

(3) How do participants feel about disclosing personal
experiences of psychological distress andwhat is their sense
of community attitudes surrounding personal disclosure?
Do their responses vary by gender?

2.4 Data analysis
In the analysis of gender differences in the data, the

researchers returned to the original codes and looked for
patterns in responses among the male and female partici-
pants. Gender-related themes were independently coded by
two of the researchers and then compared for reliability. A
third coder reviewed the coded transcripts and reconciled
any discrepancies in the original coding process. All three
researchers then collaborated to match the original EPPM
codes to the gender-specific research questions developed
for this phase of the study. Results were compared to litera-
ture on gender differences in communication styles around
emotional vulnerabilities. All personally identifying infor-
mation was stripped from the data, and pseudonyms were
assigned to participant responses.

Code development: To analyze the data, three mem-
bers of the research team (one professor and two gradu-
ate assistants trained in qualitative research) read the tran-
scribed interviews independently several times, looking for
primary themes related to the a priori categories, as well
as emergent ideas. The team’s analytical approach was in-
formed by coding methods laid out byMiles and Huberman
[26], Corbin and Strauss [28], Fairclough [29], and DeCuir-
Gunby, Marshall, and McCulloch [30]. The team began
developing codes by listing general categories of concep-
tual variables (e.g., barriers to help-seeking; self-efficacy
for disclosure; self-efficacy for helping others; behavioral
intentions; perceived response-efficacy of disclosure; per-
ceived response-efficacy for helping others; perceived sus-
ceptibility to depression/suicide; perceived severity of de-
pression/suicide; etc.). These a priori categories were con-
structed during an earlier study that analyzed information
collected during focus groups comprised of writer-actors
and audience members [23]. The coding team clarified the
operational definitions of these categories and collectively
reviewed several examples of each to ensure uniform inter-
pretation of the definitions. The complete list of a priori

categories is included in Appendix Table 7.
After achieving consensus on the main categories

through the process described below, the team began open-
coding a subset of the transcripts [26], using both the a
priori categories, and identifying additional ideas as they
emerged. As needed, the team refined the categories, re-
naming codes as needed [29] and using axial coding [28],
to identify how passages in the data might be arranged into
main- and sub-codes (Table 1). As the teamworked through
the coding process, they noted that the voices in the tran-
scripts varied substantially in whether they identified prob-
lems and solutions as individual or communal in orienta-
tion. As such, the team created a supra-code across all cat-
egories, so that they could classify voices as being commu-
nally or individually oriented. This iterative cycle contin-
ued through several meetings until the team was satisfied
that they achieved consensus coding definitions they could
apply the main, sub-, and supra-categories in the remaining
transcripts.

This team first practiced coding by using sub-samples
of the video footage to become familiar with the variables
and to resolve emergent questions. Once the codebook
was established, the coders worked independently to assign
codes to the complete transcripts from all five recorded per-
formances (minus what they used to establish the codes).
Codable passages included any scenes or statements in the
transcripts that fit into one or more of the main categories,
according to the coders (n = 452). Each coder identified
the main categor(ies) and sub-categor(ies) that best fit each
passage.

Reliability was assessed by measuring the agreement
between each of the independent coders. Based onWimmer
and Dominick’s [31] recommendation of using a sample of
between 10% and 25% of the study Textual in order to per-
form reliability testing, coder and intercoder agreement was
measured using Hayes and Krippendorff [32] to compute
Krippendorff’s alpha (α) reliability estimate for judgments.
Initial reliability scores were low, leading to in-depth dis-
cussions among the entire research team, referencing the
codebook when necessary, to discuss themes and their in-
terrelationships [33]. After these discussions, and re-coding
the transcripts from scratch, the research team calculated in-
terrater reliability at 83% (Table 2). All discrepancies in the
coding were highlighted for further discussion. Next, the
entire qualitative team analyzed the interview transcripts
and initial results, using axial and selective coding to iden-
tify larger categories and concepts and their interrelation-
ships [28]. Finally, the senior members of the research team
identified places in the coding that aligned with EPPM, and
came to agreement on the larger conceptual pictures that
emerged.

From this exhaustive system, the coders then reached
agreement on the themes pertaining to conceptual con-
structs found within the EPPM; specifically, those relat-
ing to perceived susceptibility to suicide, perceived sever-
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Table 2. Percentage agreement between coders and percentage of passages in which coding categories appeared (See Appendix
Table 7 for all coding categories).

Category Percent agreement
Frequency in transcripts

N (%)

Individual vs. communal orientation 88 52 (12)
Self-reports of mental health 83.1 153 (34)

Stigma
Public Stigma 82.1 23 (5)

94 (21)Self-Stigma 80.2 15 (3)
Stigma of Help-Seeking 88 23 (5)
Thwarted Belongingness 88 31 (7)

Behavioral intentions
Helping Others

86 66 (15)Seeking Help
Talking

Copking skills
Self-Expression

84 22 (5)
Activities, Escape

ity of suicide, perceived self-efficacy regarding counseling,
and perceived counseling efficacy (response efficacy). The
coders then returned to the data to assess independently the
adequacy of the categorical system, including the set per-
taining to the EPPM, after which they reconvened to discuss
their conclusions and triangulate their perspectives. After
reconciling minor discrepancies, the coders returned to the
data one last time to test the exhaustiveness of their cate-
gorical system. Through this process, the team codified an
inventory of suicide knowledge raised by participants that
pertain to the EPPM.

2.5 Limitations of the sample

Because participants were recruited from a youth the-
ater project for suicide prevention, they had prior suicide
prevention training on the importance of disclosure about
suicidal thoughts and fears so they likely were not repre-
sentative of the larger community of adolescents. How-
ever, because there had been several recent youth suicides
in the community, virtually all students in the high school
had prior exposure to discussions about suicidality and sui-
cide prevention.

There were also fewer males in the sample than fe-
males, since the participants self-selected to be involved in
the theater production. It was also a relatively non-typical
sample of young adult males. Male participants tended to
be more open to disclosure and helping others than typi-
cal, according to the literature. This is likely a a feature of
the characteristics of adolescent boys who chose to be in-
volved. In terms of the racial make-up of the participants,
half of male participants were Native American. The com-
munity in which the study was conducted has a significant
Native American population and because suicide is an even
larger problem among Native Americans than the general
population, the researchers were not surprised that a large
number of theater volunteers identified as American Indian.

There are cultural differences among Native popula-
tions that indicate a more communal attitude towards help-

seeking/helping others than in the white population. Both
ethnic groups report that stigma is a barrier to expressing
emotional vulnerability, seeking help, and acknowledging
mental illness. However, Keller et al. [34] found that Cau-
casians’ experiences aremore individually oriented andNa-
tive Americans’ experiences are more collectively oriented.
Understanding the cultural bases of experiences of stigma
related to mental health treatment for suicide is necessary
to create educational programs to reduce stigma for diverse
groups of adolescents and young adults.

Based on comparative studies across countries,
Schomerus et al. [10] posit that national variations in sui-
cide rates may reflect variations in cultural beliefs about
mental illness and stigma. Furthermore, suicide rates vary
by region within national borders, and within ethnic en-
claves within regions, reflecting different stressors, levels
of stigma, and how normative suicide seems as a cause
of death among community members. Many countries re-
port increased, yet varied, risks of suicidal behaviors among
adolescents in immigrant communities [10]. Identified
stressors include ruptured family structures, difficulties ac-
culturating to a host country’s cultural and religious tra-
ditions, language barriers, and particularly socioeconomic
status, which can become a potentially lethal combination
[35–38]. In Montana and elsewhere, Native Americans
(NA) have a unique situation in that they experience all
these difficulties, yet they live in their country of origin,
i.e., they are guests in their own country. Lalonde, dis-
cussing Indigenous First Nations Canadians, describes this
as “…the special circumstance of finding oneself tugged
by both enculturative and acculturative currents” [39] (pp.
139). At present, many NA communities in Montana
lack sufficient social, emotional, and financial resources,
which may increase suicidal behavior risks [40,41]. Na-
tionwide, Indigenous youth are 2.5 times more likely to ex-
perience suicidal ideation or attempts than youth from other
racial/ethnic youth groups [42].
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Table 3. Attitudes towards helping and coping by gender*.
Helping others and coping skills Frequency in category N (%) Frequency for females N (%, sub-category) Frequency for males N (%)

Engage with prevention resources 23 (26) 16 (18) 7 (8)
Talk to others 6 (10) 6 (10) –
Self-expression 12 (14) 11 (13) 1 (1)
Escape, activities 16 (18) 2 (2) 14 (16)
Reaching out to others 23 (16) 18 (20) 5 (6)
Expecting others to contact you 8 (9) – 8 (9)
Total 88 (100)

*The categories of Behavior Intentions (n = 66, 15% of transcript) and Survivor Responses (n = 22, 5% of transcript) combined to generate this table.

The characteristics of the participants in the sample
meant that the individuals whowere interviewed, especially
the boys, were probably less invested in traditional Euro-
American gender roles and heteronormative masculininity
than the larger population. But even in our non-typical sam-
ple, there were some substantial stereotypically gendered
results.

Finally, the fact that recruitment occurred as part of a
community theater project, the risk of social desireability
bias was high. Participants (actors or audience members)
may have been likely to give the answers they expected the
researchers wanted to hear, rather than their authentic com-
ments. Since the theater project was educational in nature,
with a focus on prevention, it is especially likely that inter-
views conducted after the play would provide exaggerated
opinions about the potential benefits of the play and open
disclosure in helping others.

3. Results
3.1 Attitudes toward helping others

Coded themes related to perceived self-efficacy
largely revolved around interview subjects’ increased will-
ingness to talk about suicide, increased self-confidence to
help others, and increased willingness to contact profes-
sional help. After the workshops and multiple perfor-
mances, the writer-actors indicated levels of empowerment
and perceived self-efficacy that transcended our expecta-
tions. Girls were more likely to talk about the importance
of reaching out to others and the specifics of how to lis-
ten and how to give counsel (Table 3). One student said
proudly:

We are going to use that growth and those skills every
day of our lives, even when we are talking to little children.
We are going to learn how to bring it down to their level so
they understand… I think every day we are going to use a
skill we used from this play (Melissa, 18).

Particularly strong was an articulation of increased
self-efficacy to help others who may be struggling with
mental health problems: “Yeah of course, I’ll always come
back to this [play] because it’s something that I am so proud
of because we helped so many people,” said Melissa.

Female audience members expressed significant
changes from baseline to post-intervention regarding their

attitudes towards the effectiveness of helping others and ac-
cessing professional help. One audience member, aged 19,
who experienced a suicide attempt by a co-worker shortly
after seeing the performance, suggested that more suicide
prevention theater performances would be helpful through-
out the community. She also expressed increased self-
confidence in the effectiveness of listening to friends who
are in trouble:

You know, not like “act” like I care you know, but
more of a “be present” with who you’re face-to-face with,
you know? It really did shed light on so many people that
struggle with these kinds of issues.

Boys, on the other hand, were more likely to ex-
pect others in need to seek them out for help and talked
about helping others in more formal and less personal terms
(i.e., “it’s important for the community to help with social
change”).

Male participants perceived an increased sense of self-
efficacy after their involvement with the project, but they
envisioned themselves as recognized community leaders,
rather than simply being able to respond to friends in need.
In response to a question about how the Let’s Talk program
made him feel, Jarred, 16, replied: “Oh, powerful. No adult
has ever asked for my help. Anyway, I just felt powerful. I
just had the knowledge to help people. Words are powerful
– they can hurt or help”.

Another student described his feeling of empower-
ment from being able to lead a suicide prevention effort.
Kevin, 17, said: “This project with the message we’re try-
ing to convey here - probably the most rewarding piece I’ve
ever been involved with and to know that we’re putting
something out there that’s really breaking down walls to
me - that’s what I would say. And it’s the best feeling in
the world. I don’t want to say this topic is good; but it’s
good the walls are coming down”.

In terms of expecting others to come to them, one high
school audience member said:

I think before we’d all want to be a good friend to
(a suicidal friend or family member), so we’d hope they’d
come to us, but definitely after this project there’s way
more incentive and we’re definitely more prepared for that
(Brian, 17).
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Table 4. Beliefs about individual vs. communal suffering.
Males Females

In response to the question, “What
do you think depression and suicidal
thoughts are something that many
people experience and can relate to,
or just a few?”

“Nobody cares about me, not a
damn person. My teachers all hate
me because I’m not good enough for
them and, and, and…”

“We had way too many [audience members] who knew some-
one who had dealt with suicide or had committed suicide, but
also a lot of people who probably had never met somebody or
spoken to them about having depression, anxiety, or any type
of mental illness.”

“No one listens to me. I’m com-
pletely alone.”

“But the fact is, it’s so common. I know I have different family
members who have dealt with depression and severe anxiety
and stuff. And, like, there is a lot of stuff going on with them.”

“Why do I think of death when I
should think of life?”

“…it just helps put everything together for more application.
And you know also to help understand just how many people
deal with it. So you don’t feel like such a freak or get lost….”

“Soon they won’t have to deal with
their nothing of a son.”
“I’m now completely alone.”

Despite the positive outcome the program had overall,
male students’ responses were not overly optimistic. While
the play increased participants’ awareness of the value of
listening and talking to their peers, for at least one partic-
ipant, it simultaneously increased his appreciation of the
limitations on his ability to save people. Discussing a hypo-
thetical situation that could end badly, Matthew, age 16, ex-
pressed a remarkably mature, nuanced combination of am-
bivalence and fear:

Well, I would want them to come to me (but) I kinda
don’t want them to come to me…. I’ll talk them through it
but mywords didn’t really help them and they end up killing
themselves, so it’s a burden on me, like, “Ahh I didn’t end
up helping them!” I’d be sad. I don’t wanna have that bur-
den but also I wanna help them. It’s like Russian roulette.

When the teens were asked if they’d like a friend or
someone they know to come to them if they were having
suicidal thoughts, the females said yes they would like them
to because they know how to help them and Let’s Talk has
given them those tools. Another male student, age 16, had
similar answers followed by a concern: “But I would feel
bad if I tried to help up them and they ended up killing
themselves anyway. You only have a 50/50 chance of sav-
ing them”. It was a tone of fear of losing them and fear of
carrying that guilt if they couldn’t save the friend.In sum,
girls/young women were about twice as likely as boys to
say that they would approach a friend to encourage them
to seek help or help them get help themselves. While the
girls saw helping others as a personal responsibility when a
friend or other loved one seems to be struggling, boys took
a more passive or impersonal approach (Table 4). Though,
in general, they indicated that they would be willing to help
a friend if asked, they didn’t talk about taking the initiative
to ask a friend or family member if they needed help. In
addition, boys were more likely than girls to talk in imper-
sonal terms about “people stepping up”, rather than their
own individual actions that could help.

3.2 Experiences with depression or suicidal thoughts
The girls interviewed talked about psychological dis-

tress as something “everyone” experiences. They were
more likely than the boys to assert that feelings of depres-
sion are common in the community; something that the ma-
jority of people experience at one time or another even if
they don’t share that information with others (Table 4).

Female audience members’ almost unanimously
agreed that seeing the performance had increased their per-
ceived severity of the threat around them.

Abby, 24, affirmed that watching the play had in-
creased her ability to acknowledge the scope of the threat,
stating: “There are really no true signs. Someone I said hi
to yesterday, could easily go home and do something. You
know, I mean that’s... it’s crazy to think that is just a split
second choice”. Rebecca apparently agreed with this con-
clusion, saying: “I think maybe this is more prevalent than
I realized. Because it is something that people don’t want to
talk about”. In short, while audience members’ perception
of their susceptibility to suicide did not noticeably increase
after seeing a Let’s Talk performance, their understanding
of its prevalence and impact, and their willingness to talk
openly about the topic increased.

Some believed that depression and suicidal thoughts
lay just beneath the surface of our everyday interactions.
For instance, Abby said, “You know, I could, you know any
one of us could go home and just decide that, all of a sudden,
you know, we’re sick of the facade or whatever”. Reference
was made to the play as having triggered awareness of the
facades people wear: “Well, it did make me realize, like
she said, the masks that people have. You can’t assume that
people are feeling or you know acting or you know a certain
way, because you don’t know what’s under the surface”.

Boys, on the other hand, tended to focus on individual
level experiences, be less open about suffering and deny
vulnerabilities (Tables 3,4,5).
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Table 5. Barriers to help-seeking subcategories by gender.
Barriers to help-seeking Frequency in category N (%, subcategory) Frequency for females N (%, transcript) Frequency for males N (%, transcript)

Defensive avoidance 25 (43) 5 (1) 20 (4)
Lack of resources 6 (10) 6 (1) –
Stigma against treatment 1 (2) – 1 (0)
Lack of awareness 7 (12) 7 (2) –
Fear of being shunned 2 (3) – 2 (0)
Experience of being shunned 6 (10) – 6 (1)
Denial 5 (9) 1 (0) 4 (1)
Lack social support 3 (5) – 3 (1)
Stigma about mental illness 3 (5) – 3 (1)
Total 58 (100) 452 (100)

Themost noteworthy quote came from aNativeAmer-
ican boy, Eric, age 17, who did not speak too often. He
was calm and reserved in the way he spoke of his father’s
alcohol and drug abuse as well as physical abuse. He men-
tioned them all casually and then explained how he remains
to peaceful throughout daily life, when he said:

But my grandpa, he would tell me when I would have
problems with my dad or mymom sometimes, he would tell
me: if you’re depressed, you’re living in the past; if you’re
anxious, you’re living in the future; but if you’re at peace,
you’re living in the present. So ever since I was six years
old, I would always sit and tell that to myself. I was always
the chill kid. Chill and happy never really depressed. Al-
ways chill and laid back. I don’t really think about suicide.
There’s not enough time for that.

Another young man, Honor, 16, shared his suicide ex-
perience, but did not mention it as an experience that is
shared by others: “Last summer, I tried to commit suicide. I
took 29 oxycodone, 28 mood stabilizers, and 10 melatonin.
Then I went to the hospital and my heart rate was 5’s, in the
single digits”.

One boy, 17, described his feelings of being alone in
the world. He expressed feelings of being isolated from his
family, and an absence of anyone with whom he felt com-
fortable sharing their emotions. “When you’re that young
and you feel estranged from your family, (getting profes-
sional help is) detrimental. There’s nothing there, there’s
no hope for me left in the world. Nobody wants to talk
about that”.

Most telling were the gender difference in response
to a question about barriers to help-seeking, asked during
the focus groups and individual interviews with the partici-
pants in the first town to host the theater performance. Both
males and females identified stigma associated with the ex-
perience of mental health problems as a barrier to accessing
help but boys were twice as likely to express concern about
their friends and, especially, their parents knowing about
their psychological distress (Table 5). In one group, not a
single girl mentioned parents as a barrier, while 4 of the
6 boys indicated that they would not want their parents to
know if they were struggling because they would respond

negatively. In individual interviews, 13 out of the 22 to-
tal boys said that they would be “uncomfortable” with their
parents knowing about their struggles. As one put it; “not
trying to put parents in a bad way or anything but they can
kind of be harsh, like ‘you just need to man up and quit
feeling sorry for yourself”. Boys were far more likely than
girls to express concern about being judged for experienc-
ing mental health problems. Eight boys and no girls ex-
pressed fear or experience of being shunned as a reason to
avoid seeking help. Twenty boys and only five girls ex-
pressed defensive or avoidant response regarding seeking
professional help (Table 5).

3.3 Attitudes toward personal disclosure

Asmight well be expected, given gendered norms sur-
rounding personal disclosure, girls tended to advocate shar-
ing, whether to a mental health professional or to peers;
“Just talking to a friend can make it...not everything feel
better but it can make it, it can make it feel better”. They
also talked about expressing feelings through art and music
(Table 3).

Overall, girls were more likely to suggest activities as
an outlet for the expression of feelings; as a way not to keep
them bottled up. For example, one audience member sug-
gested bringing the play to workplaces to shift the culture
towards disclosure and open discussion:

Because, so, I’m at the other hospital and I like the
idea of bringing a play to that group, because it’s almost as-
sumed that they would know how to deal with it, because
they know about this kind of thing – they’re in the medical
field. Obviously they’re not and I bet if the same thing hap-
pened at – on our intensive care unit it could be very similar.
That there wasn’t much talk about it. So, maybe outside of
an incident, just having some sort of performance could be
just really beneficial to that… community (Elizabeth, 23).

Boys, on the other hand, discussed the pressure not
to talk about personal problems, to joke or make light of
the issue or to simply not talk at all; “They try to be tough
and be like, ‘I’m not depressed, I don’t need help”. While
several boys acknowlegded the importance of talking about
one’s feelings, they were unanimous in identifying the so-
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Table 6. Beliefs about effective coping strategies.
Males Females

In response to the question,
“What do you think teens
can do to help themselves
feel better if they are feel-
ing down or depressed?”

“Find something to do to take your
mind off of it.”

“Find someone, like a friend or family member, to talk to”

Try a new thing, like sports or new
activities

Write about it/journaling/poetry

Get outdoors Join a group
Listen to/play music “I think people are uncomfortable living affirmation and they’re uncom-

fortable receiving it. I think it’s like anything else, we really need to just
practice it. You know, take those steps forward and even if it’s uncom-
fortable, just practice it. And I think it produces joy when we do.”

“And a part of that is because grow-
ing up on the rez, you’re, it’s, it’s
hard. It may seem difficult and, so
you’ve actually lived there. You
know that it takes skills to survive
on the rez.”

“And so exactly what’s happening here is when people de-stigmatize
the ability or the, the stigma of talking about suicide and talking about
depression and saying that it can be talked about, then it, it provides an
opportunity to allow the interventions to happen and to voices going to
be heard that says let’s get people trained out there, let’s get this out of
the dark alleys and into public dialogue that says we can talk about it,
and through that reduce the risk of that.”

cial pressure not to open up or share personal feelings with
others. As noted above, in alignment with stereotypical
norms of masculinity, the participants identified stigma sur-
rounding self-disclosure regarding emotional distress.

And its weird because suicide and depression are
something that aren’t brought to the forefront and a lot of
people put on a face and definitely hide behind it. But the
fact is, it’s so common. I know I have certainly done with
family and different family members who have dealt with
depression and severe anxiety and stuff and like there is a
lot of stuff going on with them (Hat, 16).

Indeed, male participants discussed the taboo around
suicide as a barrier to helping their friends. One male actor,
age 16, described how he and his friends had overlooked
signs of trouble among thir peers: “I do agree with Macee
and Kevin that its not a burden but I do feel bad because
after dong this its like how much I’ve overlooked I guess
is sad. Like now you can see the signs and you realize
that to help someone they don’t have to come and flatout
say, ‘I’m suicidal.”’ Boys also commonly talked about not
knowing how to talk to their friends about their problems,
in the instances where they mentioned wanting to reach
out, whereas only five girls mentioned concerns about not
knowing how to raise the issue with friends, among 18 who
said they wanted to reach out to others (Tables 3,6).

Nonetheless, the male actors also shared how their
participation in the play had helped them disclose vulner-
able emotions that they had never been able to talk about
previously:

I’m really susceptiable to putting up walls and not
dealing with my emotion- just bottling them up until the
override and I explode for like a week and a half. This en-
tire experience has really gotten me to open up with people

I consider dear to me like my friends. So there’s that aspect
of it; I’m sure a lot of people also feel that way. Because of
this experience, we ourselves learned to talk and to express
things that we’re feeling—whether they be good or upset-
ting, just different things and I think we can all grow from
that. That’s certainly what I’ve taken from this is that I need
to be as open as our project has asked of us (Hat, 16).

3.4 Beliefs about effective coping strategies
While it was not a specific research question, in the

course of the interviews and focus group discussions, an-
other theme emerged in the data; views on the best ways to
copewithmental health problems. Girls weremore likely to
cite emotional sharing, especially through connection with
others and boys more likely to cite distraction activities, to
avoid focusing on depressive symptoms.

In response to the question, “What do you think teens
can do to help themselves feel better if they are feeling
down or depressed”, boys suggested things like spending
time outdoors, participating in a sport or activity or other-
wise “distracting yourself” from thinking about their prob-
lems. Girls’ recommendations included talking to a friend
or family member about their feelings, journaling and ex-
pressing feelings through poetry or joining a support group
(see Table 6).

The girls’ ideas about how to cope with psychological
distress differed from the boys in two important ways: (1)
girls recommended confronting/addressing problems while
boys thought finding ways not to think about them was
a better strategy and (2) girls were more likely than boys
to advocate for connecting with others. Boys’ suggestions
were more individualized.
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Table 7. A priori coding categories, sub-categories and descriptive themes.
Supra codes Main codes Sub categories Examples

Communal vs. individual suffering

Stigma Self-Stigma Against sharing emotional vulnerability
Public Stigma Experience with stigma

Stigma of Help-Seeking
Defensive Avoidance
Lack of access to sources of support
Fear of being shunned
Stigma about mental illness

Social Isolation Social Isolation Feelings of Loneliness/Isolation
Disconnection from others

Male vs. female differences

Lack of Authenticity Thwarted belongingness

Factors of Suicide Social Isolation (Loneliness)

Perceived burdensomeness
Perceive oneself as a burden
Belief that one’s death would be worth more
than one’s life

Negative family dynamics

Perceived efficacy

Suicidal ideation
Survivor Responses Confusion

Anger
Guilt

Behavioral Intentions Behavioral Intentions To communicate with others about sui-
cide/depression
To engage with prevention resources
To access help

Perceived threat

Self Reports of Mental Health issues Hopelessness
Self-harming
Isolation (loneliness)
Uncontrollable thoughts
Helplessness
Depression
Suicidal ideation

Overall, despite the somewhat atypical sample of ado-
lescent boys, the findings suggest that both boys and girls
tend to conform to stereotypical gender roles in terms of
their understandings about mental health and beliefs about
coping with psychological distress. This finding under-
scores the importance of considering gendered norms of be-
havior in developing suicide prevention strategies and tai-
loring prevention messages by gender.

4. Discussion

The gender paradox of suicide exists around the world
andmeans that, despite lower reported levels of psychologi-
cal distress, boys andmen die by suicide farmore frequently
than girls and women. Some countries, like Finland, have
specifically addressed these gender gaps and have had some
success reducing the male suicide rate. Finland has done
this recently primarily through increased availability of
mental health services and increasing psychosocial supports
[2]. Others have implemented suicide prevention programs
directed specifically at particular groups of men, such as

active duty military and/or veterans, hunting clubs or male-
dominated occupations or have centered on challenging
norms of dominant masculinity like stoicism and not bur-
dening others with their personal problems. Though os-
tensibly applying to all men, the target of these campaigns
seems to be adult men, with perhaps more rigid views of
masculinity.

The rise in identity talk and open communication
about transgender, gay, lesbian, queer and transexual iden-
tities in recent years has the potential to challenge the dom-
inance of conventional understandings of masculinity but
the evidence to date indicates that it has not resulted in
a reduction in the power of heteronormative masculinity,
nor the health risks associated with conformity to gender
norms [33]. Despite the increasing acceptance of multiple
sexual orientations, gender identities and gender expres-
sions, few such orientations have reduced the binary na-
ture of our current gender system and associated cultural
norms. Indeed, discussions about the experience of trans-
gender individuals often focus on “passing” as the sex cate-
gory that aligns with the individual’s gender identity. There
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is a dearth of research on how nonbinary individuals nav-
igate gender role expectations and whether greater accep-
tance of nonbinary people will challenge the gender binary
[34,44]. Hence, while suicidal risk factors do exist that are
unique to GBLTQ identities, the need for uniquely tailored
research and work to address such factors does not under-
mine the need for interventions and research to address the
role of masculine (and feminine) stereotypes in contribut-
ing to suicide risk in U.S. society, and internationally. This
could occur in tandem with research into the potential for
the aceeptance of nonbinary identities to challenge cultural
gender rorms.

By focusing on high school aged boys, this study adds
to our understandings of how cultural norms of masculinity
shape the experience of emotional distress, coping strate-
gies and attitudes toward help-seeking. And by comparing
the responses of boys with their female counterparts, we
can begin to map gender differences in behaviors related
to mental health and develop tailored interventions that are
more effective. Three themes emerged from the data:

(1) Boys take a more passive role to helping others in
distress than girls. Girls were more likely to say that it’s
important to reach out to others and ask if they need help.
Boys more commonly said that they would be supportive if
a friend or family member came to them for help.

(2) Girls are more likely than boys to disclose their
personal problems to others. Boys, even in this arguably
less hyper-masculine sample than the larger population, fre-
quently cited pressure not to talk about their feelings or
to appear to need help. Further, the girls were far more
likely to talk about psychological distress as common or
even “normal” for teens, while the boys focused on the in-
dividual sufferer.

(3) Boys expressed more reluctance to coping with
depression or emotional distress by examining their feel-
ings. While girls believed that talking about one’s prob-
lems or journaling about them would help them feel better,
boys more commonly talked about “taking their minds off”
their problems by focusing on something else or distracting
themselves with activities.

Because this study used qualitative data, the findings
cannot be generalized to the larger population. However,
they can serve as a guide for further research and the de-
velopment of gender-specific prevention campaigns. While
it is clear that suicide prevention programs for men need
to continue to underscore the importance of talking about
one’s problems and not suffering in isolation, it is possible
that they may need to address other barriers, such as a re-
luctance to examine one’s own psychological distress and
an unwillingness to reach out to others who they suspect
might be struggling. Moreover, if further research confirms
that boys and men are more likely than girls and women to
perceive emotional distress as unusual or abnormal, then
campaigns that underscore the prevalence of mental health
problems may be crucial for men. If psychological suffer-

ing is understood to be a common and normal part of the
human experience, it may encourage more men to acknowl-
edge their struggles and seek help in addressing them. Nor-
malizing the experience of depression, anxiety and other
mental health challenges has the potential to dismantle the
stigma still associated with emotional suffering and asking
for help.

However, given the pervasiveness of conventional
gender norms in U.S. culture, particularly those associated
with heteronormative masculinity, addressing the high rate
of suicide among boys and men may require a larger ef-
fort to challenge understandings of manhood more gener-
ally. As Shakya et al. [43] conclude, “Gender transforma-
tive interventions that include educational and awareness-
building activities and that strengthen social support sys-
tems for adolescents hold significant potential for simul-
taneously changing gender norms and improving health,
and they warrant further exploration” [33] (pp. 537). This
means that future interventions intended to reduce suicide
among boys and men will likely need to directly confront
expectations of masculinity as a barrier to help-seeking be-
havior and model alternative ideals of manhood. Finland’s
success in reducing its suicide rate, especially among men,
was the result of a multi-pronged national effort. Fol-
lowing a “psychological autopsy” of all 1397 suicides in
the country in 1987, the country implemented training for
health care professionals to assess psychological distress
as part of routine health exams. This meant directly ask-
ing about suicide, including specific questions about suici-
dal ideation. Finland also developed a nation-wide mental
health care network to increase access to care and encourage
help-seeking, partnered with private agencies to create pre-
vention campaigns targeting men’s groups and distributed a
Suicide Prevention Toolkit for media professionals. Within
a decade, Finland’s suicide rate dropped by half, primarily
among men [45].

5. Conclusions
The findings of this study suggest that techniques

could include depictions or examples of a wide range of
boys and young men intervening to help others, seeking
companionship to cope with feelings of distress and explor-
ing feelings as a coping strategy rather than avoiding think-
ing about problems. Taking such an approach also holds
the potential to challenge heteronormative masculinity in
the culture at large, with far-reaching implications for im-
proving men’s health.
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