
1 
 

Do we need a depression screening tool for men? 

Abstract 

 Depression is the most commonly diagnosed mental illness worldwide and the leading 

cause of disability among developed nations. Suicide, the most severe outcome of depression, 

is the United States’ 10th leading cause of death and 7th leading cause of death among males 

who outnumber female suicide deaths at an average 4 to 1 ratio. Since depression is implicated 

in almost all suicides, recommended to screen for in all individuals aged 12 and up, identified 

predominantly in primary care practices (PCP), underrecognized, often incorrectly diagnosed in 

PCPs, and manifests itself differently in males, this study presents the need for a depression 

screening assessment for men with a literature review and qualitative interviews of six 

professional healthcare providers affiliated with Men’s Health Network. It is hypothesized that 

interview participants will support a gender specific screening assessment based on the 

extensive literature documenting differences in male and female depression. The participant 

sample referenced all six male specific depression symptoms: alcohol and substance abuse, 

occupational dysfunction, withdrawal, appetite or weight decrease, aggression, impulsivity, 

irritability, and lower scores on all depression assessments. Differences reported by participants 

and not by the literature review include erectile dysfunction and concealed-type depression. 

Overall participants referenced more male (22) than female (13) clinical presentations of 

depression, risk factors (15M, 14F), and showed overwhelming support for a gender specific 

depression screening tool; four of six participants referenced men specifically when answering 

this gender-neutral question. This study provides an academically and clinically compelling 

stance to continue articulating the need for a male specific screening assessment through 

larger, more diverse quantitative studies. It is recommended that alcohol and substance abuse, 

erectile dysfunction, social withdrawal, appetite or weight decrease, aggression, impulsivity, 

irritability, and concealed depression be evaluated for roles in a nationally recognized male 

screening assessment for depression.  
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Background 
 

Depression is the most commonly diagnosed mental illness worldwide and the leading 
cause of disability among developed nations (“Depression” 2016, Kravitz 2011, Mathers and 
Loncar 2006). Globally, 300 million people are affected by depression and unfortunately 
depression is growing in magnitude making this a serious public health issue (Depression, 
2016). Major depressive disorder (MDD) is characterized by the WHO’s International 
Classification of Diseases (ICD) and the Centers for Disease Control and Prevention (CDC) as 
reduced concentration, experiencing a loss of interest in previously enjoyable activities, being 
sad or anxious most of the time, a variety of somatic symptoms, feeling guilty or worthless, and 
experiencing suicidal thoughts (Pratt 2014, World Health Organization 2016).With respect to 
disability- adjusted life years (DALYs)- the sum of life years lost (YLL) and years lived with 
disability (YLD)- depression ranks fifth behind heart disease, COPD, low back pain, and lung 
cancer, and among mental and behavioral DALYs, depression ranks highest (Murray 2013). 
Between 2009 and 2012, 7.6% of Americans aged 12 years and older experienced moderate or 
severe depressive symptoms in the past two weeks (Siu 2016).  
 

The Diagnostic and Statistical Manual of Mental Disorders (DSM) reports that 
depression causes social and occupational impairment, is independent of the psychological 
effects caused by substance abuse or other medical condition, is not related to the 
schizophrenia or psychotic disorder spectrum, and has never been accompanied by a manic or 
hypomanic episode (American Psychiatric Association 2013). Not limited to these psychological 
symptoms, depression is a highly comorbid disease with those afflicted exhibiting higher rates 
of chronic disease, increased utilization of health care, functional impairment, employment 
loss, a variety of marital dysfunctions, and a loss of education (Pratt, 2014, Kessler 2012). In 
2011, lost productivity due to depression in the United States was associated with depression 
cost an estimated $23 billion (Pratt). In 2000, Kessler attributed this total monetary cost to 
suicide mortality (31%), direct medical cost (7%), and workplace cost (62%) (Kessler 2003). 
 

Most commonly, depression is diagnosed by primary healthcare providers or non-
specialty physicians who perform routine checkups. In fact, more than 50% of clinical 
depression fails to be recognized in a primary care clinic, and only 40% of those with a 
depressive disorder are correctly diagnosed. This is an unfortunate finding given that 
depression leads to impaired social and occupational functioning and at its worst, can result in 
suicide (Kravitz 2011, Siu 2016, Williams 1995, Walinder 2001). Furthermore, those who have 
been diagnosed are characterized by delays in receiving treatment ranging from 1 to 14 years 
disposing an individual to increasingly poorer health outcomes as treatment is delayed (Jorm 
2012). Depression screening during a clinical encounter also represents a key prevention 
opportunity to educate, diagnose, and possibly treat depression especially if physicians are 
aware of key epidemiological findings. Unfortunately, for the most severe outcome of 
depression, suicide, those with a recent attempt history have been shown to be more likely to 
utilize emergency departments rather than primary care clinics (Ballard 2014). 
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In the United States, females outnumber men in depression diagnoses, and the 
epidemiological evidence is not sparse (Berger, Vredenburg, Salokangas, Angst, Goodwin, 
Weissman). This finding has been consistent for decades and is also present in every country 
studied by Van de Velde’s and Weissman’s studies evaluating 23 and 10 countries respectively 
(Van de Velde, Weissman) However, the suicide trends are paradoxical; men die by suicide at 
about four times the rate of women in the United States (CDC 2015). On the other hand, the 
risk of suicidal ideation, attempting suicide with a plan, and attempting suicide without a plan is 
higher in females than males (Kessler 1999). Regardless, suicide is the second leading cause of 
death among those aged 18 to 24 years of age, and those who attempt or die by suicide, leave a 
heavy emotional burden for those in intimate contact with the suicidal individual and may 
dispose their loved ones towards mood disorders and suicidal behavior in turn (CDC). 
 
 Globally it is estimated that depression led to the suicide of roughly 800,000 people in 
2015 (Switzerland 2016). Depression has been established as a major risk factor for suicide, 
especially since depressive symptoms often include guilt, failure, hopelessness, sadness, grief, 
anger, and other painful, distressing emotions (United States 2015). Suicide is a major public 
health problem that the Former Surgeon General Dr. Satcher has commented on frequently 
about its preventability given the proper resources and it being “everybody’s business” (James 
2012). Studies often employ post mortem psychological autopsies to study those who died by 
suicide. Dumais’ found that among those who had committed suicide 60% had a history of 
depression (Dumais 2005). Rao and Weissman similarly found that in a sample of 427 adults 
assessed with mental disorders during childhood, all seven subsequent suicides came from the 
depressed subgroup (Rao 1993). 

 
Using the CDC’s 2014 Mortality Table, the state of suicide in the United States is 

characterized by Figures 2 through 6 found in Appendix A (LCWK1, 2016). Figures 2, 3 and 4 
illustrate the gender disparity using suicide mortality, crude mortality rates (CMR), mortality 
gender ratios, and CMR ratios (CMRR) by gender. Figure 1 shows that most suicide deaths occur 
in the 50- 54 age group, while the fewest number of deaths occur in the 10 -14 age group. A 
sharp increase in suicide deaths is visible from the 10-14 to the 20-24 age group. A gradual 
decline in total suicide mortality is witnessed as age increases from 50-54 years. However, the 
proceeding graph provides a different picture of suicide through the crude mortality rates, 
where the age groups 80- 84 years and 85+ are at the highest risk for suicide with rates 
exceeding 35 deaths per 100,000 individuals. As shown in Figure 4, peaks in male to female 
CMRR occur at 20- 24 years (~4:1) and 85+ years (~11:1) with the highest ratios occurring at 
ages 70 upwards. The gender disparity is lowest in ages 45- 59 (~3:1). From this information, it 
is evident that some age groups are at a greatly increased risk in males compared to females. It 
is surprising and dismal to note that elderly men are at such a high risk for suicide compared to 
their female counterpart. 
 
 As reported by the CDC, Figure 5 displays the United States’ top ten causes of death and 
their gender specific crude mortality rates during the year 2014. The highest mortality rates are 
attributed to diseases of the heart, while the lowest mortality rates are attributed to suicide; 
however, in the top ten causes of death for men, suicide ranks number 7. In Figure 6, the 
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overall male to female crude mortality rate ratios (CMRR) for each top ten cause of death are 
displayed showing the largest gender disparity in mortality: suicide, which is about twice as high 
as the next highest ratio, unintentional injuries or accidents. This observation is not random, 
but rather due to several factors, one of which this investigation aims to examine and provide a 
foundation for quality improvement. 
 

The gender disparity in suicide mortality is unacceptable and should be a priority for the 
healthcare provider, researcher, and policy maker. Unfortunately, the suicide trend in males 
has gathered little attention or prevention effort and has been treated as “natural and 
inevitable” as described by Bilsker (2011). No other top ten cause of death is characterized by 
the massive gender disparity that is suicide. Several theories exist to explain the apparent 
suicide disparity. One theory posits that men are more likely to use firearms because of gender 
socialization making men more comfortable with violence and firearm use in general. Joiner 
discusses this further as the capability to commit suicide in his interpersonal theory of suicide 
(Van Orden 2010). Other sources have indicated that men underutilize healthcare resources 
compared to the rate of female utilization and are therefore less likely to receive the proper 
treatment and care in a timely fashion. Finally, several researchers have posited that males 
experience a syndrome of depression that is totally unlike that of females who experience a 
more emotional and inward type of depression that is characterized by emotional expression, 
rumination, and more overt indicators of a mood disorder (Mintz 1990, Vredenburg 1986). 
Males will distract from their adverse emotional symptoms because depression is incongruent 
with gender socialization of males as strong, independent, providing, and physically tough 
individuals (Rochen 2009). Furthermore, mental illness remains stigmatizing, especially for men. 
Hammen’s study of college students evaluating male and female characters exhibiting 
depressive symptomatology found that the male characters were overall rated more negatively 
than the female character, and the male character was also perceived as more disturbed, 
rejected, and impaired, though not significantly (Hammen 1977). The previous study sheds light 
on the way stigma may influence gender differently and in turn, impede a male from pursuing 
treatment and accepting the presence of a serious illness. Males have been historically 
socialized with gender norms such as “Be a man,” “Suck it up,” and “Boys don’t cry,” which 
reflect the lack of proactive healthcare utilization by males and the distracted, externalized 
depression, which many studies have postulated define the male depressive experience. 
 

The sociological theory that men exhibit an externalized depression syndrome was 
inspired partly by Egeland’s study of mood disorders in the genetically homogenous Old Amish 
Order made up of roughly 12,000 people. In this population, researchers found that unipolar 
and bipolar depression were equally distributed among both genders, which is consistent for 
bipolar depression prevalence but contrary to the gender distribution of “unipolar” depression: 
the form of depression this study examines. Researchers attributed the equally distributed 
unipolar depression to the society’s lack of substance abuse and antisocial behavior (Egeland 
1983). The thought that these constructs and others similar might be confounding the 
depression gender disparity in the general population due to their social acceptance as gender 
normative led to research investigating other externalizing behaviors like alcoholism and overt 
behaviors such as antisocial personality disorder, anger, and violence. If depression can be 
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extrapolated from these masking behaviors for what they are by healthcare professionals, 
those in intimate contact with the individual, and by the afflicted themselves, then the 
appropriate action to diagnose, encourage help seeking behavior, and healthcare proactivity 
can be realized, respectively.  
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Literature Review 
 

The United States Preventive Services Task Force’s (USPSTF) 2016 recommendation to 
screen all individuals aged 12 and up represents a unique opportunity to re-evaluate the 
manner which primary care providers screen for depression. It also represents a way to prevent 
future complications of this prevalent mood disorder (Siu 2016, Forman-Hoffman 2016). 
Currently, screening tools include self- report assessments like the PHQ- 9 (Patient Health 
Questionnaire- 9), BDI (Beck Depression Inventory), CESDS (Center for Epidemiologic Studies 
Depression Scale), and others that assess an individual’s past and present mood to measure 
their average state of depression. Based on the epidemiological evidence, it is possible that the 
current screening tools used to diagnose depression inadequately assess depression in males, 
which, has been established as a syndrome of externalized behavior and male specific mood 
presentation. A number of behaviors and findings unique to the male depressive experience 
have been summarized below. 
 

Studies have indicated that men are more commonly characterized by experiencing a 
substance abuse and alcohol abuse problem in conjunction with depression than women. In the 
Netherlands Study of Depression and Anxiety, results showed that twice as many males had 
significantly more alcohol dependence/ abuse than their female counterparts (Schuch 2014). 
Similarly, in a large study examining epidemiological indicators for depression, 19.1% of men 
used alcohol with their depression compared to 11% of women: almost twice as common 
(Angst 2002). Several other studies have illustrated male alcohol dependence in concert with 
depression (Korstein 1995, Simon 2002, Dumais 2005). 
 

Research has also indicated that aggression, impulsivity, and irritability are characteristic 
of male depression. Dumais found an association between aggression and impulsivity among 
those depressed in conjunction with alcohol dependence (Dumais 2005). Other studies have 
found similar cases of male depression in which men have acted out in a pattern of aggression 
and visible anger (Fava 1993, Gould et al. 1996). Another study found that men who endorsed 
hegemonic masculine norms were more likely to score higher on assessments with 
externalizing scale factors such as “having a short fuse,” yelling, and getting “sad not mad” 
(Magovcevic 2008). Warren asserts in his article on the male intolerance of depression that 
because masculine socialization contradicts the symptomology of depression, males are more 
likely to act out in a manner that is more congruent with traditional masculinity i.e. the aura of 
aggression, violence, and daring nature (Warren 1983). 
 

Other features that define the males depression experience are occupational 
disturbance and income related difficulty including employment and low socioeconomic status. 
A study conducted by Glaesmer found that income significantly predicted depression among 
men in a sample aged 60 to 85 years (Glaesmer 2011). In a study examining the presentation of 
depressed outpatients, males reported significantly more disturbance in work related activities 
than did females (Carter 2000). Another study reported similar findings in a study of over 600 
outpatients and found that depressed, male outpatients were significantly more likely to be 
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unemployed (P<0.01). This study also showed an increased likelihood of retired males being 
depressed though this observation was not significant (Kornstein 2000). In the same study, the 
authors found that males were also significantly more likely to report functional impairment 
(P<0.05) related to occupation which lends support to this being a true difference unrelated to 
sociocultural bias since men were also more likely to be unemployed. The European depression 
study also shed light on the relationship between unemployment and occupational difficulty 
with depression, which men attributed their depression significantly more so than females 
(Angst 2002). Other studies reported similar work impairment or conflict among depressed 
males, and Eaton proposed that a change in working conditions may mediate the relationship 
between occupational mobility and overall mental health outcomes (Vredenburn, 1986, Good 
1990, Eaton 1978). 
 

Males display more social withdrawal and isolation compared to females when they are 
depressed. Studies have shown that antisocial behavior is common among depressed males, 
and Simon found that men were more likely to present with antisocial personality disorder 
(APD) and other symptoms of withdrawal (Simon 2002, Fields 2010). Ramirez conducted an 
intense and in- depth interview regimen on nine male depressed patients to test sociological 
and psychological processes in these participants. Those case studies shared a termed, “healing 
alone,” coping process that was defined as managing their depression independently while 
limiting contact with family and peers (Ramirez 2014). 
 

Interesting findings have risen related to appetite changes among men and women that 
could be used to help distinguish depression in males. Particularly, males are more likely to 
report a decrease in weight and loss in appetite (Weller 2006, Carter 2000, Warren 1983) 
 

Finally, males almost always score lower and report less symptoms of depression 
inventories than do females because females are more likely to meet the criteria for 
depression, shown extensively on the Beck Depression Inventory (BDI) (Berger 2012, Marcus 
2005, Piccinelli 2000, Angst 2002, Salokangas 2002). This brings up some interesting questions 
that researchers have attempted to disentangle. One of which, the problem of two screening 
tools producing two different gender rates of depression, was examined by Salokangas, who 
found that the BDI and Depression Scale (DEPS) behaved differently by gender. Men never 
obtained higher scores than women on the BDI, but they scored practically identical scores on 
the DEPS. Additionally, Rochlen designed a focus group study of 45 men who reported aspects 
of the male gender were incongruent with stereotypical symptom profiles for depression and 
diagnostic criteria (Rochlen 2009). Most depression assessment tools require the participant to 
self- report indicators of depression. Hunt and colleagues found that men were more likely to 
minimize their symptoms. When a depression assessment was administered in a “covert” 
fashion, men and women reported depression at a near 1:1 ratio (Hunt 2003). Allen- Burge 
interestingly reported that depending on the screening tool’s cutoff score, researchers missed 
25 – 50% of males characterized with depression (Allen-Burge 1994). These findings suggest 
that current tools are inadequate in diagnosing depression in males due to inconsistency and a 
high occurrence of false negatives. The medical profession may also consider changing the 
diagnostic threshold for male depression. 
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Several characteristics of depression that males were more likely to exhibit were 

presented above; however, these characteristics are not unique to males. These traits 
represent mechanisms or phenomena that men would be more likely to exhibit compared to 
females and should be explored as additional topics used to assess male depression more 
accurately. These presentations of depression in males are suggested to be more common in 
males than they are in females and would be useful in conjunction with current depression 
assessment guidelines. Though these differences are well established in the literature, it is not 
known how these differences are perceived in a clinical setting. To gain a more individual, 
clinical, and focus-group like perspective, this study interviewed several healthcare providers 
for their knowledge of depression, their awareness of assessment tools, and their opinion on 
how clinical practice can better diagnose depression. Based on the epidemiological evidence, it 
is hypothesized that healthcare providers will support the pursuit of a gender specific screening 
assessment because of the well documented literature of depression differences between men 
and women. 

 
Purpose 
 
 The purpose of this investigation is to 1) Understand how healthcare providers screen 
for depression, 2) Determine if there is a consensus on how the clinical manifestation and risk 
factor profile of depression differs by gender, 3) Gather a professional opinion on whether a 
gender specific depression screening tool is needed, and 4) Compare literature findings with 
professional opinion regarding the manifestation of male depression. 
 

Hypothesis 

 
 Based on the well- established epidemiological differences in male and female 
depression, healthcare providers will be knowledgeable of these differences and show explicit 
support for the pursuit of a gender specific screening tool for depression 
 

Significance  
 
 The compiled scientific evidence and professional opinion that this study provides is 
intended to describe the need for a male specific depression assessment and guide further 
discussion towards the development of this assessment. 
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Methods 
 
 This investigation on presenting the need for gender specific screening tools compares 
the background epidemiological evidence with telephone interviews conducted on healthcare 
providers about their knowledge and opinion of screening guidelines to gain a more clinical, 
individual, and professional understanding of how gender specific depression differs between 
the academic and clinical environment. 
 

These interviews were conducted by phone and employed a standard questionnaire 
that was developed specifically for this study by the researcher. The healthcare providers were 
selected based on a primary care specialty, their availability, and willingness to participate. 
Participants were first emailed by the researcher to ask if they were willing to participate in the 
investigation. Next, a date and time was determined, and finally, the interview was conducted. 
Participants were selected based on previous or current affiliation with Men’s Health Network. 
They were searched for in Men’s Health Network’s Microsoft Access database for their email 
address and phone number. Participants were excluded if they were no longer in practice and 
deemed eligible for interview if they were currently practicing. Please refer to the questionnaire 
used for these interviews in Appendix: Figure 1. 
 
 This study is exempt for IRB review per University of Florida regulations, because it is a 
quality improvement investigation that aims to improve the current methods of depression 
screening. This need has been established by the literature review and interview portion of this 
study. 
 
Prior to the administration of the actual questionnaire, physicians were told and asked the 
following: 
 

 Statement 1: A study is being conducted on depression: an important and 
significant risk factor for suicide. 

 Statement 2: A signed consent form has been waived as the consent document 
and the principal risk would be potential harm resulting from a breach of 
confidentiality. 

 Statement 3: This research presents no more than minimal risk of harm and 
involves no procedures for which written consent is normally required outside of 
the research context 

 Statement 4: Your responses will be used for this research study, and your name 
will not be associated with any of your answers. 

 Statement 5: May I use your responses for research purposes? 
 Statement 6: May I ask you several questions on how depression is clinically 

diagnosed? 

 
Participants were issued a number to be used in the presentation of results and reference 

archived interview information to preserve anonymity. Participant and interview details may be 
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found in Results: Table 1. Responses were recorded manually using Microsoft Word version 
2016 throughout each interview. 
 
 Questions 1, 2, and 3 ask the interviewee about the screening guidelines for depression 
in three versions: 1) Are there nationally recognized depression screening guidelines for primary 
care? If so, what are they? 2) Does your organization endorse or support any particular 
guideline for diagnosis of depression in primary care?  If so, which one(s)? 3) Question 3: Do you 
personally endorse or support any particular guidelines for diagnosis of depression in primary 
care?  If so, which one(s)? This question was asked from three different perspectives to examine 
the difference between organizational practice and individual opinion with the national 
guidelines for depression. In the USPSTF’s recommendation to screen all individuals 12 and up, 
a specific screening tool for depression is not recommended. Question 1 hoped to ascertain 
evidence for the presence or lack of a nationally recognized screening tool for depression.  
 
 Questions 4 and 5 read: 4) What are the current depression screening guidelines for 
women? 5) What are the current depression screening guidelines for men? These questions 
were asked specifically to see if gender specific screening guidelines exist for men and women. 
Though these two questions could be covered by Question 1, they were asked to eliminate any 
uncertainty about the participants’ knowledge of gender specific screening methods.  
 

 The purpose of Questions 6 and 7 is to obtain the participant’s perspective on how 
depression differs in terms of clinical presentation and risk factors. This is done to build a 
foundation for presenting the need for gender specific screening tools. The two questions read: 
6) Is depression clinically differentiable in men and women? If so, how? 7): What are risk factors 
for depression that are common among men? Women? Both? Responses for these questions 
were categorized and recorded in Tables 2 (Question 6) and 3 (Question 7). Each participant ‘s 
responses were counted once per category, therefore, the maximum number for each category 
in Table 6 and Table 7 is six. Five participants, (1, 3, 4, 5, 6) required clarification of Question 6. 
Clarification was provided by restating the question in the following manner, “Does depression 
manifest itself differently in males and females?” Participant 2 was not provided the alternative 
version of this question, because Participant 2 did not ask for clarification. Following the 
interview, further discussion was not recorded. 

 
 Question 8 was asked because the researcher wanted to see if gender specific screening 
tools would be referenced without specifically asking about them, which is done in Question 9. 
Question 8 asks, “How can depression be more accurately diagnosed in primary care practices?” 
All responses for Question 8 were recorded and were not categorized. 
 
 The interview’s final question gained the participant’s perspective on the purpose of this 
paper, which is to present the need for gender specific screening tools for depression. Question 
9 asked, “Do you think gender specific depression screening tools are needed to more accurately 
diagnose depression in primary care?” All response following this question was recorded until 
the participant was finished speaking.  
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Results 
 

Participant details are summarized below in Table 1. One interviewee, Participant 2, 
holds a Bachelor of Nursing, Doctor of Nursing, and specialized in family nursing in post 
graduate studies. The remaining physicians are board certified specialists in internal medicine, 
Participants 4 & 6, and family medicine, Participants 1, 3 & 5. Other than specialty, no other 
identifying personal identifying information will be used as reference for the Participants’ 
responses.  
 

Table 1: Interview Details by Participant 

Participant Degree Gender 
Interview 

Date 
Interview Duration (min) 

1 MD Male 2/21/17 12 

2 BSN, PhD Male 2/17/17 10 

3 MD Female 2/17/17 14 

4 DO Male 2/17/17 35 

5 MD Female 2/23/17 7 

6 DO Male 3/3/17 11 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 2, Question 6: Reported Depression 
Characteristics by Gender 

 Gender 

Symptom/ Characteristic Males Females 

Alcohol/ Substance Abuse 2 0 

Withdrawal/ Personality Disorder 3 1 

Sexual Dysfunction 2 0 

Sleep Disturbance/ Energy Change 2 2 

Angry/ Irritable 3 0 

Aggressive/ Violent 3 0 

Somatization 1 1 

Appetite Increase/ Weight Gain 0 1 

Appetite Decrease/ Weight Loss 1 0 

Depression Concealed/ Physician Initiated 2 0 

Depression Expressed/ Patient Initiated 0 2 

Dysthymic/ Distressed 0 3 

Increased Recognition/ More Symptoms 0 2 

Less Recognition/ Fewer Symptoms 1 0 

Functional Complaint 1 0 

Symptom Driven 1 0 

Diversion 0 1 

Total 22 13 
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Table 3, Question 7: Reported Gender Specific Risk Factors by Gender 

 Gender 

Risk Factor Males Females Both 

Loss of Interest 1 1 1 

Appetite Increase/ Weight Gain 1 0 0 

Appetite Decrease/ Weight Loss 0 1 0 

Appetite Change 0 0 2 

Substance Abuse 1 0 2 

Finance Related/SES 3 0 2 

Unemployment 1 1 0 

Relationship 1 2 2 

Life Stress (Success) 1 0 0 

Life Stress (Provider) 1 0 0 

Life Stress (Purpose) 0 1 0 

Life Stress (Workplace) 0 0 1 

Education 1 0 0 

Trauma (General) 1 0 0 

Trauma (Abuse) 0 1 1 

Illness/ Disease (Chronic) 1 0 0 

Lack of Father 1 0 0 

Decreased Libido 0 0 1 

Sleep Disturbance 0 0 1 

Functional Impairment 0 0 1 

Emotional Inexpressiveness (Crying) 1 0 0 

Emotional Expressiveness (Crying) 0 1 0 

Genetics 0 1 0 

Gender (Female) 0 1 0 

Total 15 10 13 

Table 4, Question 8: Response summary by Participant Number 

Participant Response 

1 1. Strong physician patient relationship 
2. Engagement (by physician) 

3. Detail oriented (physician characteristic) 

2 1. Require depression screening 
2. Simplicity (depression screening tools) 

3 1. Screen with and without resources 
2. Use patient centered medical homes 

3. More time 

4 1. Screening tools improve diagnosis 
2. Screening tools allow for a more well-rounded visit 

a. High deductibles, patient on mission during clinical 
interaction, assess before clinical interaction 

5 1. More time 

6 1. Leveraging patient portal via virtual relationship 
2. Make available screening tools to patients for self-serve use 
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Table 5, Question 9: Response summary by participant number 

 Response 

Participant Yes No Unsure 

1 1. Male targeted key diagnostics with follow up 
questions 

2. Erectile dysfunction, alcohol, work, good at 
concealment (men) 

- - 

2 1. Men do not stay at home self-medicating 
2. African American men with sexual 

orientation problems at increased risk 

- - 

3 1. Life different for both genders 
2. Gender specific stressors 

3. Low level depression not caught by 
screening (need for clinical interaction) 

4. Beauty in individual 

- - 

4 1. Clinicians have various acumen 
2. Intra-clinical acumen 

3. More time spent on assessments than in 
clinical interaction 

4. Standardize ethnic questions for a more 
personable screening tool 

5. Regional specificity 
6. Tools are not representative of population 

7. Sports bar outreach program for depression 
and suicide in men 

- - 

5 - - 1. Unsure. 
2. Males dominated 
clinical interactions 
3. Anger, substance 

abuse, alcohol, PTSD, 
withdrawal, and 

emotional 
detachment in men 
9. Pure depression is 

when men are 
detached 

6 1. Current tools inaccurate because they are 
not gender specific 

2. Depression manifests in a gender specific 
way 
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Interview 
 
Question 1: Are there nationally recognized depression screening guidelines for primary care? If 
so, what are they? 
 

Among all six individuals, six referenced nationally recognized depression screening 
guidelines; however, there was no consensus. Participant 1 acknowledged the existence of 
nationally recognized guidelines, yet none were referenced. Participants 2, 3, and 5 specifically 
referenced the PHQ (Patient Health Questionnaire)-9 or “PHQ series” as the nationally 
recognized screening tool for depression in primary care. Finally, a holistic health questionnaire 
was cited by Participant 4 as the primary tool for diagnosing depression in their clinic, and the 
Beck Depression Inventory (BDI) was reported by Participant 6 as the nationally recognized 
depression screening guideline. Omitting Participant 1’s response due to it being non- specific, 
PHQ related guidelines were most commonly referenced (60%) with other specific guidelines 
equally reported (20%). 

 
Question 2: Does your organization endorse or support any particular guideline for diagnosis of 
depression in primary care?  If so, which one(s)? 
 
 Participants 2 and 5 cited the PHQ- 9 or “PHQ series” as the primary guideline for 
diagnosing depression in primary care. Participant 3, answered with specific support of any 
recommendation made by the United States Preventive Services Task Force (USPSTF), on the 
condition that the proper resources to treat depression are available. Participant 4 supported 
their organization’s use of a holistic questionnaire to diagnose depression and showed support 
of any “stepwise criteria” used in diagnosing depression. Finally, Participants 1 and 6 said their 
organization did not support or endorse any particular guidelines, but Participant 1 reported 
that several tools are available and that “simple tools are better.” 
 
Question 3: Do you personally endorse or support any particular guidelines for diagnosis of 
depression in primary care?  If so, which one(s)? 
 
 There was no consensus on personally supporting a particular guideline for diagnosing 
depression. Three participants (1, 4, 6) did not personally support a guideline, though 
Participant 1 reasserted that simple screening tools for depression are best. Participant 4 
acknowledged the Diagnostic and Statistical Manual of Mental Disorders (DSM) as the 
“professional gold standard” for diagnosis, and Participant 6 was unwilling to answer. The “PHQ 
series” was also personally supported by Participant 5. Lastly, universal screening was 
personally supported by Participants 2 and 3, who said they supported “100% screening of all 
patients” and “screen(ing) everyone” respectively.  
 
Question 4: What are the current depression screening guidelines for women? 
 
 Participant 3 reported screening for depression in post- partum women. Those who 
answered none included Participants 1, 2, 4, and 5. Participant 4 added that the “seven areas of 
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life” were inquired upon in both males and females during depression assessments. Participant 
4 specified the seven areas of life briefly referencing social, mental, and spiritual areas. The 
remaining four areas were not stated. The remaining two participants (4 and 6) answered being 
unsure about guidelines specific to diagnosing female depression.  
 
Question 5: What are the current depression screening guidelines for men? 
 
 Participant 3reported screening men with a history of depression, and tentatively stated 
that men with a history of erectile dysfunction (ED) should be screened for depression. 
Participants 1, 2, 4, and 5 communicated an absence of male specific guidelines and Participant 
6 was unsure if male specific guidelines existed.  
 
Question 6: Is depression clinically differentiable in men and women? If so, how? 
 
 Table 2 in Results exhibits the number of participants who reported symptoms or 
characteristic of depression. Interview responses were categorized into the symptoms 
presented in Table 2. It should be noted that Participant 5 acknowledged their own bias in 
answering this question because this individual said that, as a physician employed by the 
Department of Veteran Affairs, their clinical practice consists primarily of male patients. 
 
Question 7: What are risk factors for depression that are common among men? Women? Both? 
 

A risk factor is defined as something that increases the probability a health outcome will 
occur. Table 3 in Results summarizes this question’s results and categorizes the responses as 
described by the participants. If risk factors were not stated in a gender specific manner, it was 
assumed that the risk factor was shared between both genders and entered in the category 
“Both.” 
 
Question 8: How can depression be more accurately diagnosed in primary care practices? 
 
 All participants reported ways in which depression could be more accurately diagnosed 
in primary care that are compiled in Table 4. Three trends became evident. Participants 2 and 3 
both suggested that screening for depression should be required for every patient. Participant 3 
clarified further that screening should be required regardless of available resources to treat 
depression. A second trend that came to fruition was an expressed need for increased use of 
screening tools. Participant 4 directly stated, “Screening tools improve diagnosis,” with an 
explanation that they provide the physician information that may not typically be 
communicated during a traditional clinical visit. Participant 6 advised making screening tools 
readily available to patients for “self- serve use”. Both responses express the reliance and 
importance of assessment tools in diagnosing depression. Participants 3 and 5 reported that 
time is a major constraint for the diagnosis of depression. Participants 1 identified the need for 
a strong patient- doctor relationship and “engaged,” “detail oriented” physicians. Participant 6 
stated that physicians who “leverage the patient portal via virtual relationship,” will more 
accurately diagnose depression. 
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Question 9: Do you think gender specific depression screening tools are needed to more 
accurately diagnose depression in primary care? 
 
 Of the six participants, 5 out of 6 answered “Yes,” and Participant 5 was unsure due to 
the male dominated patient population Participant 5’s clinic receives. The five participants who 
answered yes elaborated following their voiced support of gender specific depression screening 
tools. 
 

Participant 1 suggested that having “male targeted key diagnostics with follow up 
questions” would aid diagnosing depression in males. Furthermore, male targeted key 
diagnostics may include topics such as erectile dysfunction, alcohol consumption, and work. 
Participant 1 added that males are particularly good at concealing their depression, though they 
did not specify whether the concealment was conscious or unconscious. 
 
 Participant 2 added, “Men do not stay at home “self- medicating,” and African American 
men who are at odds with their sexual orientation may be at particular risk for depression. How 
this could be applied to a gender specific screening tool was not specified, though it does add 
to a male specific syndrome and risk factors for depression. 
 
 Participant 3 was vague in their support for a gender specific screening tool in stating 
that life is different for both genders resulting in gender specific risk factors for depression. It 
was also acknowledged by Participant 3 that low-level depression is not always caught by 
screening, so there remains a need for clinical assessment. 
 
 Participant 4 began by admitting that clinicians of varying acumen exist in medical 
practice and every clinician has their “off” days where they would normally pick up on 
indicative signs of depression. It was suggested by Participant 4 that an addition of 
“standardized ethnic questions” with “regional specificity” would benefit a screening tool’s 
accuracy. Participant 6 added, “Current tools are inaccurate because they are not gender 
specific. Depression manifests in a gender specific way.” 
 

Though Participant 5 receives primarily men in their VA based clinic, the depressed male 
patient population at the VA was described by this participant as being typically “angry”, 
“victims of post-traumatic stress disorder” (PTSD), afflicted with alcohol and substance 
behavior, and withdrawn or “emotionally detached”. This population of men who are typically 
praised for their masculine behavior could potentially offer insight into mechanisms that reflect 
male type depression and offer options for improved depression assessments in the general 
population.  
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Discussion 
 

The purpose of this investigation was to gather both clinical and academic support for 
gender specific depression screening tools. Dr. Kay Jamison, Professor of Psychiatry, reports in 
her book Night Falls Fast that some form of depression is always implicated in those who die by 
suicide, and those who are afflicted with depression are at twenty times the risk of dying by 
suicide than the general population (Jamison 1999). Depression is a major culprit in suicidal 
behavior, so it is imperative that primary care specialties are not misdiagnosing and especially 
not failing to diagnose depression in men, whose suicide mortality exceeds that of women at an 
average 4 to 1 male to female ratio. Due to the stark contrast in suicide mortality, this 
investigation focused on improving depression diagnosis in males by illuminating clinical 
differences, coping strategies, and risk factors that define depression symptomatology in males. 
Using a general literature review, the most common manifestations of male type depression 
were alcohol and substance abuse, aggression, impulsivity, irritability, occupational 
disturbance, low socioeconomic status, social withdrawal, antisocial personality disorder, 
appetite and weight decrease, and the reporting of less symptoms overall.  
 

A small group of physicians were individually interviewed on several items related to 
depression: guidelines, clinical presentation, and areas of improvement. Most physicians 
reported the PHQ-9 as the nationally recommended guideline for diagnosing depression and a 
greater majority referenced some standardized depression screening tool as the national 
guideline. Omitting the non- specific response of Participant 1, 60% of Participants referenced 
the PHQ-9, and 80% referenced a standard depression questionnaire. It is curious that not all 
physicians specifically referenced the PHQ series as the national guideline as it is referenced in 
the USPSTF’s recommendation for depression screening, and the PHQ-2 series has also been 
shown to have excellent sensitivity (97%) (probability of correctly identifying someone with 
depression who is truly depressed) and fair specificity (67%) (probability of correctly identifying 
someone without depression when they do not have depression) (Arroll 2003). Though perhaps 
there is no inherent problem with a physician using their judgment to determine what 
depression screening to use on their patient, the lack of consensus on a nationally recognized 
depression assessment does suggest that insufficient research has been conducted on 
depression screening. 
 

Furthermore, there is an apparent lack of gender specific screening guidelines for 
depression. Only Participant 3 stated that postpartum women and men experiencing erectile 
dysfunction were recognized as being at risk for depression, which is worrisome because there 
is ample literature evidence showing gender unique manifestations of depression. From a 
clinical standpoint, physicians in this sample described men at being particularly good at 
concealing depression, described other physicians at being variable in their ability to diagnose, 
and explicitly stated that depression manifests in a gender specific way, which is precisely what 
literature has described using a psychosocial explanation. The presence of gender differences in 
DEPS depression scores and absence of gender difference in BDI depression scores led 
researchers to acknowledge the unique socializing processes men and women experience 
(Salokangas). It is apparent that whatever tool or method used to diagnose depression, it does 
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not acknowledge the unique socialization that males face. For instance, the PHQ-9 asks the 
patient about nine items including “feeling down,” letting “yourself or your family down” 
(failure), and “feeling tired”- items that have been cited as inappropriate when describing the 
male sex role. The male sex role is more ideally described as performing work adequately, 
making decisions, traditionally physical health concerns that allow the display of overt 
weakness, and a lack of satisfaction and enjoyment as Vredenburg articulated (1986). 
 

One interesting finding is that participants provided more male specific clinical 
characteristics and risk factors of depression than females. Not counting the double reporting 
of a clinical characteristic by a participant, participants regarding male specific characteristics 
22 times and female specific characteristics 15 times (Table 1 Appendix A). Similarly, male, 
female, and risk factors for both were reported 15, 10, and 14 times respectively. Furthermore, 
4 of 6 participants referenced males and no participant referenced females in their reasoning 
for gender specific depression screening tools in Question 8. Assuming the biases discussed in 
“Limitation” were not present, it is curious that participants had evidently more to comment 
about male depression. This may be explained by a participant who asserted several times that 
women are typically proactive about their health and will initiate a conversation regarding 
feelings of depression, whereas men, the participant distinguished, less frequently initiate 
conversations about their depression, will conceal it, and require the physician to inquire about 
potential depression. Participant 3 provided a similar phenomenon describing the spouses of 
men bringing them to the clinic personally to be evaluated, and Participant 5 described the 
process of diagnosing depression in men as a process of “peeling back” the apparent clinical 
presentation to discover the “pure” depression that is muddied by externalizing symptomology. 
This is confirmed by Gould’s study which found that male teenagers were more likely to hold 
maladaptive attitudes pertaining to antisocial behavior and substance abuse as ways to 
depression (Gould, 2003). Males were also conversely less likely to engage in a variety of health 
seeking behavior. These findings agree with the concealed depression participants referenced 
in this study in addition to the clinical presentation of depression that Gould shows might 
originate during or before teenage years. Participants had more to describe regarding male 
depression because perhaps they are required to, as a clinical adaptation adopted for the 
difficulty or inability for men to describe their depressive feelings. 
 

Participants reported many items that they felt made depression a clinically 
differentiable disease. Symptoms with gender differences of two or more reports were deemed 
good predictors of depression. Using this logic, alcohol/ substance abuse (2M-0F), withdrawal/ 
personality disorder (3M-1F), sexual dysfunction (2M-0F), angry/irritable (2M-0F), aggressive/ 
violent (3M-0F), and concealed/ physician initiated discussion (2M-0F) would be male 
predictors of depression. These were constructs physicians attributed more to men than they 
did women when responding to a gender ambivalent question. With respect to females, 
expressed/ patient initiated discussion on depression (0M-2F), dysthymic/ distressed (0M-3F), 
and increased recognition/more symptoms (0M-2F) were ways in which physicians reported 
female depression could be clinically differentiated from male depression. One physician 
reported that men were more likely to lose appetite and experience decreased body weight, 
and reported that females were more likely to gain appetite and experience an increase in body 
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weight. Of the 6 traits thought to define male depression, alcohol and substance abuse, 
aggression, irritability, anger, withdrawal, and personality disorder agreed with physician 
reported differences in clinical depression. Other differences, not included in the initial 
discussion of this paper, were sexual dysfunction and male concealed depression. The fact that 
physicians report that males are expected to conceal their depression is telling because health 
outcomes related to depression become more severe as time passes without treatment, and 
this may reveal insight into why men predominantly use firearms when performing suicide 
(Jorm). 
 
 Question 8 established several risk factors that may be useful in identifying depression 
in males, however, given the small interview sample size, no meaningful conclusions can be 
drawn from this risk factor discussion. Still, the most reported risk factors with three or more 
references will be discussed. A loss of interest in something previously enjoyable, substance 
abuse, financial, socioeconomic status, and relationships were reported most frequently as 
items that would increase the probability of depression occurring in an individual. Financial 
related issues were unequivocally more common in males with 3 male specific references, 2 
both male and female, and 0 female specific references. Intuitively, this makes sense given the 
theorized male role in society as valuing success and identifying as the provider. Given a 
financial reversal that causes family distress and transition to a non-provider role, this may 
indicate that males experience some form of depression brought about by a lack of identity, 
sense of guilt, or perceived failure. In addition to workplace related stress, acting as provider 
and feeling the pressure to be successful could compound a man’s depression and lead to more 
severe manifestations, namely suicide. Sexual dysfunction was added as a potential indicator of 
male depression though it was not found to be a prevalent risk factor in literature; it may be a 
conduit by which women urge their male partners to visit the physician. One physician 
specifically stated that men will often visit their primary care provider after their spouse urges 
them to do so, and often the male’s spouse will accompany them to the clinic. 
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Limitations 
 

This study is characterized by several limitations. The first is the small sample size of 
participants that limits the investigation’s ability to draw meaningful conclusions on the 
qualitative data. If the study was conducted with sufficient time and more resources, additional 
professionals and specialties would be sought for their potentially different perspectives on 
depression. Though interviews were conducted with the exact same standard for each one, 
there were ambiguities that arose from each interview that could have been prevented if there 
had been more time for beta testing. For example, the risk factor question was not asked in 
three different versions to distinguish men or women; it was asked in one single sentence 
which probably caused some participants to answer in a non-specific way, which forced the 
researcher to enter gender unspecified responses in the “Both” category as per interview 
protocol. Next, the established male differences in depression described in the background 
portion of this investigation used no systematic method in determining which factors to 
include. Factors were chosen based on empirical evidence and overall commonality among the 
literature search. 
 
 In addition to sample size, the participants’ backgrounds are also a source of potential 
limitation through reporting and information bias. Participants with a medical degree were 
searched for in the Men’s Health Network (MHN) contact database. Those entered in the 
database had provided their information to MHN. It is unknown as to whether their previous 
interactions with MHN were specifically related to the participant’s personal advocacy for 
men’s health issues. It was indeed noticed that participants referenced men more than women, 
indicated by the total number of male and female clinical representations and risk factors. 
Perhaps this observation is legitimate and not biased by the participants’ previous interactions 
with MHN and personal advocacy for men’s health issues, or it reflects a reporting bias through 
the participant’s belief that men are at greater risk. 
 
 A more diverse and larger population of healthcare providers is sorely needed to 
provide this investigation with an impartial, random sample. During the interview’s 
introduction, the researcher introduced himself and informed the participant about his 
affiliation with MHN. This affiliation with MHN could have primed the participant to consider 
characteristics pertaining to men’s depression more strongly than women’s depression. More 
reporting bias might be present as participants may have also felt the need to provide aid and 
provide certain male- tailored answers based on the researcher’s affiliation with MHN and 
educational goals. It is uncertain as to how these proposed biases have impacted the results of 
this study; however, they are serious considerations that play a role in the data’s validity. 
 
 A final limitation is that participants are a product of the same environments that create 
the sociocultural differences in gender. Healthcare providers are not immune to these 
influences. It is possible that several of the expressed qualities that define the clinical 
presentation and risk factor profile for men and women reflect stereotypical representations of 
gender: women being more blatantly emotional (dysthymia, weeping) and dependent 
(initiating depression conversation, proactive) and men being more negligent towards their 
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personal health (alcoholism, work disturbance) and independent in coping strategies 
(withdrawal, depression concealment). Though there may be truth to these stereotypes, the 
participants are ultimately not mutually exclusive from the socialization of gender in society. 

 
In the future, more geographically diverse physicians would be interviewed in the 

United States. Currently, the study shows promising indication, but more physicians would add 
more validity and influence to the paper’s position. Second, diverse and additional healthcare 
providers would be consulted in a future project including physician assistants, nurse 
practitioners, and registered nurses. It might be interesting to stratify physicians by their 
medical degree because it is indicated that perhaps doctors trained by osteopathic principles 
practice differently than doctors trained by allopathic principles. The goal would be to examine 
how different healthcare providers assess depression and if any specialty is particularly 
deficient or successful in depression assessment. This project was fortunate to interview 
accomplished physicians who practice for a diverse set of patients. However, other physicians, 
naturally, may not be as competent or particularly sensitive to mental disorders, and those are 
observations that would be documented in a future project. While a pilot, this study establishes 
a strong foundation for more well- designed studies. It brings attention to an important matter 
of public health awareness and prevention.  
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Implications 
 
 There are several clear implications for research on the clinical assessment of mood 
disorders and for those whose practice involves interacting with and diagnosing patients with 
mood disorders. Specifically, this study focused on the clinical setting experienced by general 
practice physicians such as family physicians, internal medicine physicians, or pediatricians 
because research has shown that these general-type physicians are involved in most diagnoses 
and treatment of mental disorders. 
 

Three principal implications for have become apparent during this investigation. First, 
rather than becoming more invested in the established epidemiological differences between 
male and female depression, research should look to more qualitative data acquired from focus 
groups, individual interviews, and quantitative epidemiological studies. The patient is not a 
word bank of epidemiological risk factors and symptoms but rather a complex interaction of 
biological, psychological, and environmental influences that is impossible to explain through the 
practice of simply identifying what demographic is most likely to manifest a behavior or 
emotion. Second, as referenced above, gender is a dynamic variable and has unique meanings 
in different cultures. Examining depression and suicide trends in other geographic locations 
may provide insight into new protective factors, risk factors, and management techniques to 
prevent depression and suicide. As indicated by one cross national study on depression rates 
between genders, some nations have massive disparities in male and female depression such as 
Portugal, while other nations such as Ireland have an extremely similar gender distribution of 
depression (Van de Velde 2010). Third, there are a plethora of theories that exist to describe 
and rationalize a potential phenomenon of masked male depression. This is an important area 
of research in gender based depression, yet there is a lack of ability to quantify male type 
depression. Researchers have attempted manipulating assessment tools to represent a 
traditional masculine type psychology and designed more masculine type depression 
brochures, with the same goal of being male representative. The answer to this is unclear, yet 
there remains a need to identify male type or masked depression. 
 
 The following text will be limited alongside the researcher’s knowledge of medical 
practice, health policy, and health finance. This research has important implications for general 
medical practice. Although, it was previously stated that more research should be conducted in 
qualitative type studies with focus groups and interviews for example, physicians should be 
acutely aware that there is extensive epidemiological research on the likelihoods of genders 
experiencing different presentations and mood forms of depression. This is especially 
important because not only is depression the most commonly diagnosed mood disorder, 
greatest source of disability worldwide, and highly associated with suicidal behavior, but it has 
also been recommended to assess in primary practice among all patients aged 12 and older. A 
physician aware of these risk factors, presentations, and gender distinctions of the latter will be 
more apt to positively diagnose a patient who has depression and prevent the long list of 
complications associated with untreated mood disorders. However, this charge is not without 
difficulty, for physicians have increasingly less time with patients indicated by almost all 
interviews in this study and generally, as probably one of the most common complaints related 
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to medical practice. Medical practice should consolidate depression screening with other forms 
of pre-clinical paperwork to expedite the clinical screening process. One organization, 
recognizably well- established, had a particularly good practice of administering a whole health 
questionnaire that was optional for patients to complete prior to their visit. This participant 
referenced the tool’s exceptional ability to notify his fellow healthcare providers of other health 
problems to be assessed in addition to the patient’s primary complaint. This form of screening 
adaptation may help other practices screen for highly prevalent health outcomes, such as 
depression, before the patient enters the examination room.  
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Conclusions 
 

The unique and seemingly limitless combinations of risk factors and clinical 
manifestations of depression make it extremely difficult to give depression a universal 
definition by way of epidemiology. Participants have described the individual as “beautiful” and 
one physician even expressed a sense of loathing for the “epidemiological word bank” used to 
describe patients. The patient is a complex interaction of biological influence, sociological 
processes, psychological personality, environmental exposures, and spirituality that inevitably 
creates the individual. This is more aptly put by Goodwin and Blehar who noted, “Gender is but 
a proxy term for a complex of psychosocial and biological variables” (1993). Nonetheless, as it 
has been shown, humans, especially males, have devised strategies, purposeful or not, that 
indicate a certain coping mechanism or direct effect of their depression, which, for many 
proposed reasons, is being diagnosed at much lower rates than females. To mitigate the mild 
and severe effects of undiagnosed depression, it is recommended that alcohol and substance 
abuse, aggression or violence, anger or irritability, sexual dysfunction, withdrawal or personality 
disorder, weight decrease and appetite loss, work disturbance, and threshold for diagnosis be 
evaluated further as potential additions and revisions to a nationally recognized screening tool 
used to diagnose male depression. 
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Figure 2: A graph of suicide mortality by age group. Male deaths are represented by the blue bars (left side) and females are 
represented by the orange bars (right side). 

Figure 1: Qualitative interview administered to participants. 
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Figure 3: A graph exhibiting gender specific crude suicide mortality rates by age group. Male CMRs are represented by the blue 
bars (left side) and female CMRs are represented by the orange bars (right side). 
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Figure 4- Male to Female Suicide Death and Crude Mortality Rate Ratios 
(CMRR) in 2014
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Figure 4: The figure above presents male to female ratios for overall suicide mortality and crude mortality rates by age 
group. Mortality ratios are represented by the blue bars (left side) and female CMR ratios are represented by the orange 
bars (right side). 
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Figure 5: The figure above displays gender specific crude mortality rates per 100, 000 for the United States’ top ten causes 
of death. 

Figure 6: The figure above displays Male to Female CMRRs for the top ten causes of death in the United States. 


