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 Introduction o n e

This book is about men at risk. It is written by a man for both men and 
women. As with any practice text, my preferred theories, perspectives, and 
worldviews are deeply ingrained in the chapters. My professional and per-
sonal experiences have shaped the way I see men and what I see as possible 
for them. Additionally, one can never transcend the influence of one’s gender, 
race, ethnicity, or class. These influences are especially important when dis-
cussing gender. As much as I have attempted to transcend my own history 
and prejudices in providing a balanced view of the strengths and weaknesses, 
needs and challenges of men, I am certain you will find many blind spots. 
I am also sure that at times your own gender biases will clash with mine. 
Disagreements and debates among social workers about important issues are 
healthy. We all must learn to accept the diversity of thought that exists within 
the profession (and in society) and to appreciate perspectives that differ from 
our own. Additionally, empirical research or current thinking from impor-
tant theorists may challenge your gender biases. The cognitive dissonance 
that you may experience is an important part of the process of professional 
growth and development.

Since my frame of reference is important, and since many of the case ex-
amples are in part based upon my own social work practice, I think it is im-
portant for the reader to understand a bit about me in order to properly con-
textualize this book. This is only fair, because I view the reading of a practice 
book as a dialogue between author and reader. However, writing this section 



has been difficult. Men often find it difficult to know precisely how to express 
themselves. Some of our internalized expectations as men preclude the shar-
ing of personal information, and certainly the sharing of information about 
our vulnerabilities. Yet, another aspect of my identity makes it easier for me 
to be open about who I am. I am a liberal Jewish man from California. Jew-
ish men, even those of us who have been significantly assimilated into the 
dominant culture, tend to be more comfortable with expressing feelings than 
those who conform more fully to the hegemonic masculine ideal, a concept 
I will explore later. I am a 44-year-old heterosexual married man. I am the 
stepfather of two lovely children aged 12 and 16. I have been with the girls for 
so long that I often forget that I am not their biological father and usually feel 
like I am the “real dad.” But I do understand the complex issues with which 
stepfathers must contend.

My close friends are eclectic and diverse. I have spent considerable time 
working in Latino communities, and I have worked and traveled throughout 
Latin America. I also was fortunate to have lived in San Francisco for many 
years and had the opportunity to understand the impact of homophobia on 
my relationships with other men. I was able to establish deep friendships with 
gay and bisexual men; this challenged my own notions of masculinity. In so 
doing, I was compelled to look at my own developing sense of self, and I have 
since attempted to expand my own notions of what it means to be a man. 
However, I also recognize the deep and profound effect that homophobia has 
had upon my understanding of masculine development; I still can hear myself 
thinking and even saying things that suggest a continued allegiance to certain 
masculine ideals. Homophobic messages are deeply ingrained in American 
life. Although society has become more tolerant of nondominant forms of 
sexuality and identity, childhood messages are often enduring. It is also im-
portant not to overestimate the degree of tolerance and acceptance of other 
ways of being male, as I will explore later. 

Philosophically, I strongly support equal rights for men and women but 
am concerned at the lack of “space” within many feminist spaces for assertive 
heterosexual men like me. At times I have felt judged by groups of women 
for expressing myself emotionally and assertively. I have had to learn to bal-
ance an appreciation for how women have been affected and even oppressed 
by the emotions of men with the acceptance of my own very Jewish way of 
feeling and expressing. The intersections of gender, ethnicity, and power are 
rarely simple.

In part because of my own struggles with my father, friendships with other 
men have been extremely important to my growth and development. I have 
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also been involved in men’s groups and for years have worked at understanding 
my own sense of masculinity. My experiences as a man have been both typical 
and atypical. That I have had experiences and hold ideas that are both universal 
and idiosyncratic is probably true for all men. Understanding the cultural ten-
dencies of any group must be balanced by each individual’s experiences.

While this book is grounded in the empirical and theoretical literature, 
it is also an outgrowth of my understanding of what it means to be a man, 
what it means to be a man in social work, and what it means to provide social 
work services to men. In writing this book I have been forced to grapple with 
many paradoxes, which I will discuss throughout the book. For instance, how 
can I write about the risks of a supposedly privileged population? How can I 
incorporate the valuable analytic lenses of movements that at times have stood 
in bitter and diametric opposition to each other (for instance, feminism and 
certain branches of the men’s movement)? What are the social and political 
ramifications of such a book? Most important, how can I challenge and dem-
onstrate the costs of the hegemonic model of masculinity (a dominant model 
that is held up as the ideal yet one to which most men do not, and perhaps 
should not, measure up) while showing acceptance, support, and appreciation 
for men who embody many of these traits?

Grappling with these questions has been personally and professional 
valuable and serves as a parallel process for practicing social work with men. 
Those of you who will work with men in the early twenty-first century (and 
dare I say that will be nearly all social workers?) must also confront these and 
similar dilemmas. Each chapter includes  exercises that I developed and that 
are informed by the theoretical and empirical knowledge discussed in the 
chapter, my social work practice with men, and my experience in teaching 
undergraduate and graduate social work. The exercises are designed to stimu-
late self-reflection, which I believe to be one of the most important skills that 
social workers can possess.

Why a Book on Men?

I firmly believe the profession of social work is ready to explore the problems 
and concerns of men in an open and critical manner. In May 2008 the Univer-
sity of Alabama School of Social Work hosted the first annual National Con-
ference on Social Work with and for Men. This conference brought together 
dozens of social workers and social work scholars, as well as other practitio-
ners and academics, to explore what we know about social work practice with 
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men. The conference focused on encouraging dialogue about the strengths of 
men, as well as the normative developmental challenges that men face. Work-
shops delved into practitioners’ experiences and challenges in providing ser-
vices to this too-often-underserved population.

The notion of at-risk men may be troubling for some in the social work 
community (Kosberg 2002; Böhnisch 2008). Critics may cite statistics about 
income or other economic disparities that heavily favor men, such as women’s 
wages averaging only 76.5 percent of men’s in 2004 (DeNavas-Walt, Proctor, 
and Lee 2005). While both men and women experience workplace stress, 
women experience additional burdens because of the male-oriented culture 
of the workplace or disproportionate family responsibilities (Blechman and 
Brownell 1998; Lundberg and Frankenhaeuser 1999). Other authors may 
carefully explain the well-documented power differentials between men and 
women (Andersen 2007), clearly exhibited by the prevalence of men in power 
(Powell and Owen 2007) and by the number of women abused at the hands 
of men. According to Tjaden and Thoennes (2000), each year women report 
more than five million incidents of violence against them by their intimate 
partners. The Commonwealth Fund (1999) reports that, depending on the 
definition used, two to three million women per year are abused by their sig-
nificant others. Women who have been victimized by men deserve protection; 
to ensure that women are empowered and safe, men and society must respond 
by changing the behaviors of men and the social structures that reinforce vio-
lence. Thus women experience many psychosocial stressors more frequently 
or more severely than men. Men have much to improve in their treatment 
of women, and in their understanding of and determination to change social 
structures and personal traits and habits that support oppression and discrim-
ination. These structures must be dismantled and replaced. Further, as Faludi 
(1999) observed, how can we explore the disenfranchisement of men when the 
identity of their oppressor is not clear, and when they themselves have been 
identified as oppressors.

My purpose here is not to argue that men are somehow more at risk than 
women; the premise of this book is that, despite being more privileged than 
women, many men suffer deeply. Whatever the root causes of various psy-
chosocial problems that men face, regardless of the degree to which men are 
implicated in the cause or perpetuation of their own pains, many men are 
hurting and are worthy of help. It is also clear that many problems that men 
experience lead them to the offices of social workers, many of whom are not 
fully prepared to help men resolve their dilemmas. Further, while many men 
have not experienced oppression, many have. Men of color, gay men, and 
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men of diverse religions and cultural backgrounds have been historical tar-
gets of discrimination and have often been disadvantaged when attempting 
to interact with mainstream institutions. The American legacy of discrimi-
nation and racism toward African American men remains one of our most 
significant blemishes.

Kosberg (2005) notes that the stories of men have not been fully told in 
the social work or social science literature. Many theories and practices that 
have been critiqued as being irrelevant to the lives of women may be equally 
irrelevant to men; gender-neutral practices may ignore the needs of both pop-
ulations. While numerous articles and books have addressed this problem as 
it pertains to women, few have done so for men. Cavanaugh and Cree (1996) 
note a near invisibility of men within the social work literature. The few books 
concerning men and social work are largely concerned about subgroups of 
men (Rasheed and  Rasheed 1999) or have been written in the context of Brit-
ish social work (Pringle 1995). No current book has addressed social work 
with men in the North American context.

The paucity of scholarship about men from a social work perspective 
is troubling, and not without consequences. Sadly, men are often invisible 
in social development and social work programs designed for the poorest 
people in the world. In their landmark book on international development, 
Bannon and Correia (2006) show how men have been excluded from the 
majority of social development and international aid programs. The reasons 
for this are valid: women have been disempowered throughout the devel-
oping world and need support and programs to help them achieve gender 
equality. Yet excluding men from this process may have served only to make 
the most vulnerable, poorest, and most disenfranchised men feel more pow-
erless and subsequently more likely to engage in reactive violence (Gomez 
Alcaraz and Garcia Suarez 2006). International social development spe-
cialists are beginning to realize that men must become full partners in the 
social development process. It is essential to help men understand the ef-
fects of their own disenfranchisement and how these experiences and their 
reactions sometimes have contributed to their committing violence against 
women, children, and themselves. This awareness does not excuse men’s 
participation in oppressive and violent behavior; it deconstructs it for them, 
and it must become part of an ongoing process of change. This approach 
from international social development may have important implications for 
social work practice.

An analogous situation can be found in the literature on fathering. Some 
practitioners and scholars fear that the development of fathering programs 
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will come at the expense of programs geared toward women, and that ex-
plorations of the benefits of fathering will be used to diminish the success 
of female-headed single-parent households (Doherty, Kouneski, and Erick-
son 1998). However, as Doherty, Kouneski, and Erickson contend, “Only an 
ecologically sensitive approach to parenting, which views the welfare of fa-
thers, mothers, and children as intertwined and interdependent, can avoid 
a zero-sum approach to parenting in which fathers’ gains become mothers’ 
losses” (277).

Paradoxically, while men may be a privileged group in many sectors in so-
ciety, as social work clients they are not. In his discussion of services for men 
who have been raped, Scarce (1997:9) explores many of the complex nuances 
of power and privilege:

The more recent gendering of rape as an act of violence against women has oc-
curred for a variety of reasons, not least of which is the fact that approximately 
90% of rapes involve female victims. The bulk of political progress and organi-
zational response to rape must be credited to feminist social movement activity 
since the 1960s, including the understanding that rape is an act of violence and 
power rather than sexual passion. But where do the 5–10% of rape victims who 
are male fall in this realm of women-centered knowledge and practice? Very often 
they may slip through the cracks of an already overburdened and underfunded 
social service network and a cultural that believes the rape of men to be a laugh-
able impossibility.

Vulnerable men are often misunderstood or pathologized. Men who have a 
difficult time expressing their feelings are viewed as resistant. Men who ex-
press their anger vigorously are accused of being hostile or, worse, abusive. 
While many angry men are abusive, it is also true that anger serves as a mask 
for depression for many men (Cochran and Rabinowitz 2000). Men entering 
treatment are often seen as the generators of their problems and as perpetra-
tors or outsiders. Because traditional male cultural norms make it difficult for 
many men to seek and receive help, the often not-so-subtle message that men 
are the problem, or are not wanted as clients, serves only to exacerbate mat-
ters. While some men are largely responsible for their pain and that of those 
around them, it is against the interests of the women and children in these 
men’s lives for social work to engage in practices that make men less likely to 
seek services and to begin the process of change. Many men need help, and 
making services appealing, accessible, and effective for men is in everyone’s 
best interest. Social work services that do not treat men with empathy, respect, 
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and dignity may fail to prevent or resolve many of the most severe social prob-
lems that social workers are dedicated to ameliorating.

organization of this Book

The chapters of this book explore various at-risk male populations: veterans, 
displaced workers, substance abusers, consumers of mental heath services, 
men with health problems, older men, and other groups. Each group is at risk 
not only because of the psychosocial dilemmas at the heart of their problems 
but also because men are often less likely than women to seek help (Baum 
2004; Brindis et al. 2005; Spector 2006) and are more likely to underreport 
symptoms they are experiencing (Robertson and Fitzgerald 1992). Further, 
men do actually experience many psychosocial dilemmas (Courtenay 2003) 
and health problems (Arras, Ogletree, and Welshimer 2006) with greater fre-
quency or intensity than do women. I will explore these problems in depth 
throughout this book but will touch on a few briefly here.

When we state that men are at risk, what do we mean? Greene (2007) 
notes that risk refers to critical life events that will increase the likelihood 
that an individual will experience future difficulties. Risks contribute to an 
increase in stress and a decline in one’s capacity for coping. Ephross (2005) 
contends that people can be placed at risk by a variety of unmet needs and 
conditions, including discrimination, physical health concerns, personal his-
tories, developmental crises, or acute syndromes. He stresses that what unites 
these populations is the need for intervention to prevent future harm, pain, 
or dysfunction. Dudley and Stone (2001:4) provide a simple and useful defi-
nition when they define “at risk” as “exposure to loss or harm; a hazard; dan-
ger and peril.” Examples of how men meet these criteria are numerous. For 
instance, men are more likely to be victims of all violent crimes except sexual 
assault and rape (Bureau of Justice Statistics 2005a). The number of incarcer-
ated men has reached epidemic proportions, with more than two million in 
state and federal prisons and local jails (Bureau of Justice Statistics 2005b). 
Returning veterans suffer from health and mental health problems with 
greater frequency and in greater numbers than previously thought (Hoff and 
Rosenheck 2000); the confluence of their mental health concerns, substance 
abuse, and trauma has predisposed male veterans to homelessness (Benda 
2006) and work problems (Rosenheck, Frisman, and Sindelar 1995). Even 
problems that are typically associated with women impact men significantly. 
For instance, approximately 35 percent of people diagnosed with binge-eating 
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disorders and 5 to 10 percent of those diagnosed with bulimia and anorexia 
are men (Spitzer et. al. 1993; Andersen 1995). Body image dysfunction and 
body dysmorphia disorder are also problems that afflict  many men (Oli-
vardia 2001; Pope et al. 1999). Most significantly, men die nearly seven years 
younger than women (Courtenay 2000).

Not only are many men at risk, but many also are not well served by the 
models and programs that are available to them. Most social work programs 
are not designed to meet the needs of men. Paradoxically, perhaps the same 
can be said about services for women. Many services do not consider gender 
to be an important factor in the design of services. Such “gender-neutral” ser-
vices often split the difference and do not meet the treatment needs of either 
men or women. These generic services do not take into account the realities 
of men, nor are the practitioners who work within them trained to provide 
services to meet the specific needs of men.

Social programs that do not consider the specific needs of men as a cul-
tural group are bound to fail. For instance, reproductive health programs 
that ignore the nature of male culture are often unsuccessful. Brindis and 
colleagues  (2005) observed that young men often feel marginalized and dis-
counted by many of these programs because they fail to reflect the develop-
mental and cultural realities of these men. Such oversights are egregious in 
a profession devoted to culturally competent practice. Social workers know 
that the helping process must accommodate the cultural realities and values of 
client groups in order to be effective (Furman and Collins 2005; Furman and 
Negi 2007). For instance, social workers know that they should assess, and use 
as strengths, the spirituality and/or religious practices of their clients (Canda 
1998). Spiritual practices often define culturally relevant healing practices and 
can be profound sources of psychosocial health (Gilligan and Furness 2006). 
For example, when working with traditional Asian men, it is important to un-
derstand that they may view the expression of strong emotions or personal 
problems as a lack of dignity or as a betrayal of the family (Nghe, Mahalik, and 
Lowe 2003).

key theories and Perspectives

I discuss a variety of theories and perspectives in this book, but four theories 
are integrated throughout: the strengths perspective, narrative therapy, exis-
tential theory, and cognitive behavior theory. Each offers social workers valu-
able tools when working with at-risk men.
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Each theory can help enliven and enrich social work practice. Working 
from a strengths perspective helps social workers view the problems of men 
in context: while many men have numerous problems, they also have many 
strengths and capacities. Practicing from a strengths perspective can help 
practitioners keep in mind the important social work values of client self-de-
termination and the worth and dignity of each individual, as well as the im-
portance of viewing culture as a valuable resource. Practitioners who use a 
narrative approach show men how their lives are developing stories in which 
they have many choices and the power to change. Men are helped to see them-
selves as the protagonists in an unfolding drama with many potential plots 
and subplots. Helping men to see their choices and to develop a sense of con-
trol is also congruent with both traditional and nontraditional masculinities. 

A basic understanding of the existential perspective helps social workers 
to avoid emphasizing problems at the expense of the core experiences that 
bind all human beings in their journey through life. Existentialism helps so-
cial workers focus on core human truths and the development of meaning. 
According to existential theory, helping people focus on developing meaning-
ful and fulfilling lives will help alleviate many of the symptoms for which they 
enter treatment. Existential theory can be used to help deepen the helping re-
lationship as both client and practitioner focus on a client’s long-term dreams 
and aspirations.

Cognitive behavioral therapy (CBT) encompasses a variety of evidenced-
based approaches that are congruent with how men view the process of change 
and growth (Beck and Emery 1985; Pucci 2005; Turner 2005). CBT approaches 
are user-friendly and hands-on, practical approaches that social workers can 
adapt to many situations (Dryden and DiGiuseppe 1990; Berlin 2001). While 
some types of CBT can seem a bit rigid and authoritarian (Payne 1991), many 
CBT approaches are highly humanistic, incorporate a person-in-environment 
perspective (Bernard and Joyce 1984; Ellis 1979; Goldstein 1981, 1984), and fit 
well with social work practice (Werner 1986). Even approaches that are not 
viewed as CBT may be used eclectically under the CBT umbrella (DiGiuseppe 
1981). For instance, Werner (1986) effectively argues that existential theory and 
strengths-based approaches are largely cognitive in nature.

While I try to include each of these four theories in each chapter, I discuss 
CBT-oriented approaches more frequently than the others for several reasons: 
(1) CBT may be more developed than the other theories; (2) CBT is far more 
prescriptive and thus allows for easier discussion of “techniques”; (3) the lit-
erature on CBT is more extensive than the literature on other approaches, 
and many studies show it to be effective with a variety psychosocial problems 
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(Feske and Chambless 1995; Compas et al. 1998); (4) I was trained in rational 
emotive behavior therapy, one of the more prevalent CBT approaches; and (5) 
CBT approaches, when used in a constructive and humanistic manner can 
serve as an organizing or metatheory into which the other approaches may 
easily fit. What follows is a brief discussion of each approach; for an in-depth 
discussion, see chapter 5.

cognitive Behavior theories

In general, cognitive behavioral approaches focus on the relative importance 
of human thinking in the creation of emotion and behavior (Beck 1976; Mei-
chenbaum 1977; Mahoney 1974; Ellis, Abrams, and Abrams 2009). Some ap-
proaches focus more on the importance of thinking (Beck 1995), while others 
see behavior and thinking as equally important. Regardless, CBT approaches 
differ from traditional psychotherapies, which tend to view historical and fa-
milial factors as central to well-being. Cognitive approaches focus on the here 
and now and on the beliefs, attitudes, perspectives, and day-to-day thoughts 
of an individual. Ellis (1997) and other cognitive therapists often quote the 
philosopher Epictetus, who contended that it was not events that disturbed 
people but the views they held of these events.

The strength of cognitive behavioral theories is that they are often evi-
dence based (Dobson 2002), are easy to learn and implement (Corcoran 
2006), and can be extremely empowering to men (Mooney 1998). Werner 
(1982) and Goldstein (1984) developed models of humanistic cognitive prac-
tice that have had lasting influence and are as useful today as they were when 
they were developed.

In his discussion of the relationship between humanism and cognitive 
therapy, H. D. Werner (1982:36) observes:

Those therapies that stress the potentialities of cognitive control over dysfunc-
tional emotional processes are in some respects the most humanistic means of 
personality change, usually being man-centered, creativity-oriented, and rel-
evant to the maximum actualization of the human potential. . . . Humanism 
views man as a creature who, having acquired language and the ability to think 
both abstractly and creatively, largely determines his own behavior. Some of the 
sources of his conduct are his judgments, choices, and goals. His existence is 
shaped by his own human thoughts and the tendency of most human beings to 
strive for competence. He is not controlled by demons, uncontrolled drives, or 
divine powers. 
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Social workers must use theories congruent with the values systems of 
their clients. In her discussion of the importance of values to social work 
practice, Gordon (1965) observes the centrality of values to positive client out-
comes. She notes that when the values of social work are not aligned with the 
needs of its clients, practice loses its purpose. Social workers who work with 
men must pay particular attention to the congruence of their own values and 
the values and needs of men. Throughout this book I explore the ways that 
male values and sensibilities differ from those of women. Social work is a pro-
fession in which the majority of professionals are women; at times value dif-
ferences between female social workers and their male clients may affect prac-
tice. One way for social workers to align their practice with the needs of men 
is to adopt theories that are congruent with men’s values and ways of viewing 
the world. Most CBT approaches stress the importance of client self-determi-
nation, the importance of individual freedom and dignity, and the capacity of 
people for growth and change. As I will show, these are values congruent with 
male-centered ways of thinking.

Since the late 1980s practitioners have often used CBT in a reductionistic 
and rather mechanical way. Rational emotive behavior therapy (REBT), a cog-
nitive behavioral approach used frequently is this book, may at times appear to 
be overly rigid and dogmatic. Yet in working with men it is important to keep 
in the mind the deep roots of humanism that lie at the core of cognitive behav-
ioral theories. By focusing on the individual’s capacity to change, on helping 
men seek empowerment by developing new skills and resources, CBT can be 
an extremely valuable theory into which other approaches may fit nicely.

Strengths-Based approaches

When working with men at risk, it is important to remember that all human 
beings possess considerable strengths. When working with clients with mul-
tiple problems, stressors, and dilemmas, it is easy and tempting to focus only 
on the severe presenting problems. This is natural; when we see men in pain, 
we want to help eliminate their troubles. Yet by maximizing men’s strengths 
and capacities, men are often able to transcend their most pressing concerns. 
A man uses his strengths and capacities to ameliorate, overcome, and tran-
scend his pains.

The maxim of teaching a man to fish instead of merely giving him fish is 
a metaphor for strengths-oriented work. Those who adopt such an approach 
help men to understand their goals and dreams and to develop the means of 
achieving those goals. In recent decades numerous social work scholars and 



1 �  |  i n t r o D U c t i o n

practitioners have begun to recognize the importance of helping people maxi-
mize their internal and external sources. This approach has been termed the 
strengths perspective.

According to Saleebey (2002:3), “Practicing from a strengths orientation 
means that everything you do as a social worker (or therapist) will be predi-
cated, in some way, on helping to discover and embellish, explore and exploit 
clients’ strengths and resources in the service of assisting them to achieve 
their goals, realize their dreams, and shed the irons of their own inhibitions 
and misgivings.”

The strengths perspective is not a theory with clearly defined interven-
tions. Like existentialism, it is more of a stance that a social worker may adopt 
with clients and a perspective with a set of practice guidelines and values (see 
chapter 5). A strengths perspective is a commitment to help men recognize, 
explore, and develop the resources, skills, and abilities they already possess.

U.S. society in general, and its helping professions in particular, is not par-
ticularly strengths based. The medical model, which has been increasingly in-
fluential in social work since the 1980s, views the human condition in terms of 
pathology and problems. In this mechanistic model the role of the social worker 
is to identify the problem, determine its cause, and suggest the most evidenced-
based solutions. While this model is not without its strengths, the psychosocial 
problems of human beings are usually complex and defy linear cause-and-effect 
explanations. Additionally, working in this manner can lead to the disempower-
ment of men and at times to an overreliance on symptom alleviation to the det-
riment of long-term growth and development. The goal of social work should 
not be merely to resolve the current crisis but to help men develop the means 
of resolving similar dilemmas in the future. Also, working from a strengths per-
spective encourages men not only to resolve problems but to achieve excellence, 
mastery, command, creativity, artistry, and community and self- actualization.

When working with men who may be at crisis points in their lives, seeing 
their strengths can often be difficult. They may be extremely shut down, resis-
tant, and unwilling or unable to open up to and trust a stranger (even worse, 
a stranger that is a helping professional). They may seem irreparably broken 
and lost, angry and detached. In such cases, what strengths could they pos-
sibly possess? Becoming a strengths-based social worker demands developing 
a new set of observational and assessment skills. It requires learning to notice 
what people do well, what has worked for them in the past, and what did not 
work, as well as to see people’s potential.

Human strengths are biological, psychological, and social. For instance, 
strengths in the social domain may include close relatives, friends, and other 
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relationships. They may include colleagues at work and old friends with whom 
one does not often have consistent contact. Often men report few supportive 
relationships in their lives. It is important to help men mend fractured or bro-
ken relationships with people who may still care for them a great deal and who 
may be willing to provide them with help and support. Such an assessment is 
part of the process of mining for strengths and is an important part of working 
from a strengths perspective.

existential theory

The existential perspective is really several different approaches that have key 
aspects in common. Born out of the alienation of the industrial revolution and 
the period between the world wars, existential philosophy first became popular 
in Europe and spread to the North American therapeutic communities in the 
1950s and 1960s, when humanistic psychology was popular. Humanistic thera-
pists and social workers were attracted to existentialism’s focus on the core is-
sues of living, which people in many cultural contexts shared. Existentialism is 
a perspective that developed from and was articulated in literature, philosophy, 
and the humanities (see Camus 1942). Existential authors and thinkers saw the 
potential homogenizing effects of industrial life, where people became replace-
able cogs in the machine of production. Early existential social workers and 
therapists eschewed the determinism of behaviorism and psychoanalysis, fo-
cusing on the importance of human will, freedom, and choice.

At its core, existential social work seeks to help people live more meaning-
ful lives. It is concerned with helping clients face the key realities of human exis-
tence: death, the meaning of life, anxiety, isolation, responsibility, suffering. Ex-
istential practitioners posit that many symptoms that people exhibit are caused 
by their living unconscious and unexamined lives, proceeding according to the 
dictates of society, their parents’ wishes, or other external forces. Existential so-
cial work helps men explore their deepest values, desires, and needs and pushes 
them to discover ways of developing their own mission and purpose. The exis-
tential perspective can help humanize and deepen practice for social workers 
who use other approaches. By drawing attention to the core problems of being, 
social workers who study existential thought and seek to apply its principles are 
compelled to deal with the deeper aspects of being human.

The existential approach has declined in popularity in social work circles 
since the 1960s and 1970s, when it was very important to social work practice 
(Krill 1969; Sinsheimer 1969; Swaine and Baird 1977; Weiss 1975). As social 
work practice has become increasingly influenced by evidence-based mod-
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els and the medical model, humanistic and “softer” approaches have become 
less popular. However, integrating the existential perspective into social work 
practice with men can be an important balance to more symptom-focused 
therapies. For instance, short-term cognitive behavioral therapy is often used 
to help alleviate the symptoms of depression (Turnbull 1991). However, if a 
man is not helped to live a more authentic, meaningful life and to examine his 
purpose for being in the world, he may slip into hopelessness and despair.

Some social workers may struggle with existentialism’s heavy emphasis on 
individuals’ responsibility for their own beliefs, choices, and behavior. Some cli-
nicians seem to have a difficult time separating responsibility from blame and 
recrimination. Indeed, this is a difficult task. One of the great merits of social 
work is its ability to empower people. It is easy to see that men who have been 
historically oppressed are not responsible for much of what they have learned 
about themselves (e.g., internalized racism and oppression). Each theory that I 
explore in this book offers different ways of helping people take responsibility 
for their life in the here and now. Existentialism focuses on helping people view 
the deeper truths of their lives and considers the ability to hold a vision of what 
is essential for oneself as the first step to self-determination. The existentialist 
social worker helps people focus on the moment, on the importance of the day, 
and on the importance of being aware of the forces that influence our thinking, 
feelings, and behavior. Self-blame and self-pity are viewed as examples of “bad 
faith,” feelings that block us from living fully in each and every moment.

narrative therapy

Encouraging a man to discuss his life experiences can be a catalyst for change. 
Attentively embracing a person’s stories leads to understanding the point of 
view of the storyteller. A man’s stories reveal his personal history, where he 
has been, where he is now, and where he hopes to go. Through this personal 
history the storyteller develops a greater knowledge of himself, and the person 
who attentively listens to the stories develops a greater knowledge of the story-
teller (Carlick and Biley 2004:310).

A newer approach developed in the 1970s and 1980s, narrative therapy, 
stresses how people construct their lives as stories (Gergen and Kaye 1992). 
Narrative therapy focuses on helping individuals and groups uncover the 
themes in their lives and on working collaboratively with clients to rewrite 
these stories. With roots in constructivist psychology, narrative psychology, 
and literary approaches to helping, narrative therapy is an approach that is 
highly congruent with social work practice with men at risk. White and Epston 
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(1990) stress the collaborative relationship between social worker and client. 
Morgan (2000) provides a nice summation of the perspective of narrative 
therapists: “Narrative therapy seeks to be a respectful, non-blaming approach 
to counseling and community work, which centers people as the experts in 
their own lives. It views problems as separate from people and assumes people 
have many skills, competencies, beliefs, values, commitments and abilities that 
will assist them to reduce the influence of problems in their lives.” 

The connections between the narrative approach and other social work 
theories and perspectives are important. For instance, cancer survivors who 
shared their stories at a national conference found that the experience instilled 
an increased sense of hope (one of Yalom’s existential therapeutic factors) and 
produced powerful changes in their cognitions and behavior (Harper Chelf et 
al. 2000). Also, narrative work powerfully connects to existentialism through 
their common focus on the creation of meaning and the importance of help-
ing people actively engage in the construction of their sense of meaning and 
mission in the therapeutic process.

Richert (2002:77) explores the commonalities of the two approaches, in 
particular how individuals construct their sense of self and identity. In fact, 
he argues that in most psychotherapeutic approaches, a key goal is to help 
individuals understand their own values, choose their goals, and develop 
behaviors that are life enhancing and self-directed. One goal of all these ap-
proaches is to help individuals be less captive of their internal drives or social 
pressures (for example, the pressure to abuse drugs). Richert observed that “a 
common theme across therapies . . . has been that one of the overarching ob-
jectives of treatment is to enable the client to behave more flexibly. While not 
all approaches to treatment have understood such an increase in flexibility as 
a function of client choice or will, the narrative and the humanistic/existential 
traditions have thought of treatment in this way.”

The four theories that I discuss here and apply to practice with men at risk 
have many commonalities. In truth, many social workers practice eclectically 
(Parton 2000). As long as eclecticism means a conscious use of theory to meet 
the needs of the clients and not a haphazard approach that results from a lack 
of theoretical depth or sophistication, it may be of great value.

the call to Work with Men

Social work has an ethical obligation to provide services to those who have 
been victims of the disintegration and transformation of social structures 
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(International Federation of Social Workers 2004). Many men have been sig-
nificantly affected by globalization, postindustrialization, and other cultural 
and economic shifts in the social landscape (Kreuger 1997; Singha and House 
1998).  Working-class men with high school diplomas historically have had ac-
cess to relatively high-paying jobs in the industrial sector. Their jobs provided 
them with the opportunity to live the classic American dream and to be good 
providers for their families. Many of these jobs no longer exist in the United 
States. Unable to support their families and achieve the self-affirmation of be-
ing able to do so, some men have turned to self-destructive and violent be-
haviors (Moore and Gillette 1990; Jacobson, LaLonde, and Sullivan 1993). Yet 
many men have overcome these obstacles. An important theme of this book is 
that men at risk often have amazing strengths and resiliencies, which they use 
to overcome life’s challenges.

For instance, a former client of mine struggled with substance abuse until 
his wife, who was the primary breadwinner for many years, was injured at her 
factory job. Unable to kick his habit by himself, this 35-year-old Nicaraguan 
man was motivated by the prosocial aspects of machismo, which calls on La-
tino men to endure hardships for their family. He was able to reduce his drink-
ing and drug use and maintain two jobs. He reported doing what “a man had 
to do” and that the long hours of working two jobs were just “something to be 
endured.” Out of crisis and difficulty, he was able to reach deep within himself 
to overcome his personal and social limitations.

At times, however, many men are not able to overcome such obstacles. At 
these times social work has an ethical obligation to understand and serve this 
population. This is the purpose of this book: to provide social work students 
and social workers with an understanding of the knowledge, skills, and values 
that they must possess in order to provide social work services to men.

In each chapter you will find case examples based on the life experiences 
of real men that exemplify key points and issues the chapter explores. Some 
cases examine the work of a social worker and client. Other cases explore why 
a man was not able to find or receive help, did not have help available to him, 
did not know about social work services, or was not open to professional as-
sistance. A sad reality is that many men will suffer pain and despair until their 
problems kill them. Until men become more receptive to professional help, 
and until social work becomes more receptive to men, this tragic reality will 
be true more often than is necessary.

The issues that these men have faced often are complex; indeed, some cas-
es could easily have fit into several chapters. Following each case are questions 
to stimulate self-reflection or class discussion. If you are using the questions 
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for in-class discussion, try to be as open and honest as possible when answer-
ing each question. Only through exploring our biases and limitations can we 
improve and change our practice. For you and your classmates to grow, you 
will need to be open to and accepting of each other’s differences; do not judge 
each other’s responses. Engage in critical dialogue with respect and dignity. 
Many issues that this book explores—identity, violence, and war, to name but 
three—evoke strong feelings for many of us. It is important to support your 
colleagues and their growth as professional social workers.

If you are reading this book for your professional development, please 
spend some time writing and reflecting about each case. The ability to critical-
ly reflect upon practice is one of the most important skills that a social worker 
can possess. The cases presented here have value to the degree to which they 
help you develop new understandings and possibilities for working with the 
male clients in your practice. I hope that the ideas contained in this book will 
expand your cognitive and behavioral repertoire when practicing with men, 
but it ultimately is up to you to integrate these ideas with your current concep-
tions of practice.

The first part of the book, “Understanding the Worlds of Men,” explores 
the various factors that shape the lives of men. Each chapter focuses on key 
contextual, historical, and developmental factors that affect the lives of men. 
Taken together, the chapters form a biopsychosocial, holistic view of what it 
means to be a man.

Chapter 2 examines the relationship between globalization and the lives 
of men. Men in the United States greatly affect and are affected by the forces 
of globalization, migration, and transmigration. Social and economic events 
that transcend national boundaries influence the well-being of men in the 
United States and ultimately influence which men will wind up calling them-
selves “Americans.”

Chapter 3 focuses on different conceptions of masculinity and develop-
ment. I pay particular attention to the concept of hegemonic masculinity and 
explore the paradox of providing social work services to men. Hegemonic 
masculinity refers to the notion that society sanctions certain male behavior as 
preferred, based on key power arrangements within society (Connell 2000). 
That is, those in power, through various structural mechanisms (i.e., media, 
economic rewards, who is allowed positions of power and privilege) create in-
centives for men to behave in certain preferred or privileged ways. This chap-
ter pays particular attention to how men of various backgrounds are trained to 
attain this ideal and the rejection and punishment they suffer when they fail. 
Chapter 3 also explores several influential models of adult development and 
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the strengths and limitations of these approaches. Diverse populations of men 
often do not conform to some of these notions, and the chapter discusses how 
social workers can adapt these models in their work with men.

Chapter 4 focuses on the relationships of men. Social work as a profes-
sion has long made relationships one of its central concepts (Gordon 1965; 
Perlman 1979; Turner 1986), yet the relationships of men are often misunder-
stood. Common social discourse presents these relationships as nonexistent, 
detached, conflictual, and usually dysfunctional. Men are viewed as not pos-
sessing the requisite affective and communication skills that intimate and 
supportive relationships require. While many men do need to improve their 
relational skills and would benefit from having more numerous intimate rela-
tionships, many men have meaningful and healthy relationships. The chapter 
also discusses differences in relational styles and explores men’s relationship 
strengths and issues.

Chapter 5 examines the four theories introduced above, including the rel-
evance of each to social work practice with men, especially men at risk. The 
discussion includes the congruence of each theory with different aspects of 
masculinity and the use of each theory to help men maximize their strengths 
and minimize their deficits. Finally, the chapter presents a discussion of the 
help-seeking behaviors of men and general practice guidelines.

The chapters in the second part of the book, “Men at Risk: Problems and 
Solutions,” focus on specific at-risk populations. Chapter 6 addresses men and 
violence, looking at men as both perpetrators and victims of violent crime. 
The section on sexual violence discusses men as perpetrators and victims of 
rape. While the vast majority of sexually violent acts are perpetrated by men 
against women, male-on-male rape may be underreported and presents seri-
ous health and psychosocial consequences. Gangs and prison-related violence 
highlight the complex social factors that influence the lives of men; the discus-
sion of gang violence in this chapter demonstrates the extent to which many 
problems are global and transnational.

Chapter 7 considers men as workers at risk, exploring the central role that 
work plays in the lives of men. As the world of work has gone through enor-
mous changes, many men find themselves displaced and uncertain about how 
to earn a living. The chapter also discusses some of the dangerous professions 
that men are engaged in. It concludes with a discussion of services to men in 
regard to issues of work.

Chapter 8 presents information about men who have served in the armed 
forces. Recent revelations about substandard care at military hospitals have 
highlighted the shortcomings of the military medical system for both active-
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duty personnel and veterans. New studies have provided long-needed infor-
mation about the psychosocial impact of war on servicemen (and women); 
social workers are among the clinicians providing quality and empathic care 
to men returning from Iraq and Afghanistan. Additionally, the medical cen-
ters run by the U.S. Department of Veterans Affairs are important training and 
employment centers for social work students and social workers.

Chapter 9 discusses the health risks that men face. Men experience ex-
tremely high rates of heart disease, stroke, and some types of cancer. Men 
also fail to seek routine medical care as frequently as women and are less 
likely to seek medical treatment when they experience physical symptoms. 
This chapter explores how social workers can encourage habits that lead to 
improved health.

Chapter 10 looks at mental illness and mental health. Numerous mis-
conceptions about the incidence and expression of mental illness affect the 
way social workers provide care to men. Historically, clinicians have regarded 
depression as a problem that men do not face. However, recent research has 
challenged this myth (Rochlen, McKelley, and Pituch 2006). Social workers 
need to help men understand that experiencing mental illness is not a sign 
of personal weaknesses, that mental illnesses are diseases in their own right. 
Helping men view the treatment of their mental illness as a sign of strength 
and personal empowerment will help them to be more receptive to social 
work services.

Chapter 11 takes up older men, perhaps one of the most underexplored 
and misunderstood populations. Older men are often viewed as being rela-
tively privileged and in need of few social work resources. However, the real-
ity is that older men often have profound biopsychosocial needs. Many older 
men experience debilitating health conditions, such as Alzheimer’s, substance 
abuse, and depression. They often find themselves alone and without the ca-
reers that provided much of their sense of well-being. 

Chapter 12 focuses on specific male populations and the history of some 
of the obstacles they have faced. For instance, Latinos constantly face ques-
tions about “where they are from,” even though their families may have been 
Americans for far longer than many white Americans. The chapter begins 
with a discussion of culturally sensitive and culturally competent social work 
practice. It also explores some of the special needs and issues that surround 
different ethnic and cultural groups. 

Chapter 13 addresses compulsive disorders and addictions. These include 
substance abuse and compulsive behavioral disorders, such as sexual addiction 
and compulsive gambling. In today’s high-pressure world, compulsive behaviors 
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and addictions have become increasingly common. An issue of particular im-
portance is how well current treatment approaches fit the needs of men.

Chapter 14, the concluding chapter, is titled “What Is Right about Men?.” 
This chapter discusses what men do well and details issues for social workers 
who work with men to consider.

Finally, I would like to say that many of the principles in this book are 
applicable to social work practice with women. For example, the discussion 
of group work with men explores Yalom’s (1995) therapeutic factors. Under-
standing these principles also will help you in your group work practice with 
women. An important social work skill is to learn how to translate and apply 
knowledge from one situation to another.

ExErcisE 1

As social workers you sometimes face competing obligations. In your work with men 
(in all social work practice, really) you will face many ethical dilemmas, situations that 
offer ethical justifications for more than one course of action (Furman, Downey, and 
Jackson 2004). For instance, suppose you are a social worker in an inpatient substance 
abuse treatment program, providing therapy to men. The program is four weeks long, 
and you provide therapy to your clients twice a week. During your first session with 
your client, you find out that, in addition to having a substance abuse problem, he 
seems to hold views that you assess as being extremely sexist. For example, he reports 
anger toward his wife for working outside the home. He blames “those goddamn lib-
eral feminists who want to destroy the American family” for her desire to work. He 
reports no incidents of physical abuse and says that he and his wife do not argue. He 
does report behavior that appears to be controlling and authoritarian. During your 
assessment you hear no overt connections between his substance abuse and his rela-
tionship with his wife.

Please answer the following questions:

 1.  Do you address the issue of his domineering, sexist attitudes?
 2.  If you do, how would you proceed?
 3.  If you do, how might your intercession affect the helping relationship?
 4.  How might your gender affect your handling of the situation?
 5.  Do you, as a social worker, have an ethical obligation to effect social change in 

this situation? If so, what would that be?
 6.  After reflecting upon all these issues, what are your treatment options?



Case Example

The two cases in this chapter are not related to a particular problem area, con-
cern, or theme. These cases introduce the complexity of psychosocial strengths 
and concerns that men present.

George Casala is a 41-year-old Cuban American living in Miami. George’s par-
ents were born in Cuba and came to the United States shortly after the Cuban 
Revolution. George has been married for twenty-two years to Blanca. Blanca 
was born in Cuba, and her parents left Havana several years after Castro took 
over the island. George’s father was a carpenter in Havana, and his mother 
worked in the home, caring for George and his six siblings. Both parents were 
kind, Catholic, and hard working; they had a sixth-grade education. Despite 
the senior Casala’s lack of education, he opened a small furniture repair shop 
in Miami and soon began to sell furniture. Within several years his business 
grew and the family was firmly lower middle class. Over the years the busi-
ness continued to grow. Although the Casalas were not rich, they were able 
to take annual family vacations and bought a house in an upper-middle-class 
neighborhood. In the estimation of George’s father, the family had arrived. 
However, while growing up George felt self-conscious because of  his parents’ 
humble roots. He kept these feelings to himself; he learned that respect and 
dignity were more important than his judgments. He did vow to do “more” 
with his life than his parents had done.

George attended the University of Miami and graduated with a degree in 
business; he received his MBA two years later. George had dreamed of work-
ing his way up to CEO of a large company. His first job out of school was in 
marketing for a local technology firm. This was one of the few companies of 
this type in Miami at the time, and George was excited. While his father was 
proud of George, he had hoped that his son would help him run the family 
furniture store. But George saw the business as “small potatoes.” During the 
first two years of his new career, George was well regarded and received two 
promotions. His future in the company looked bright. However, as the senior 
Casala’s health had begun to fail, he pressured George to help. George soon quit 
his job and became vice president of the family business (his father was presi-
dent). This was an extremely painful decision for George, yet he mostly kept 
his feelings to himself, not even sharing them with his wife. As a good Latino 
son, he knew what was expected of him and honored the wishes and needs of 
his father, putting his own aspirations aside. However, George was also deeply 
American, and suppressing his own desires caused him a great deal of anguish. 
George soon became impatient, well known for having a very short fuse.

George used his business skills to increase the efficiency of the family busi-
ness and developed a sophisticated marketing plan that greatly increased sales 
and profits. However, the more successful the business became, the more he 
struggled with his own sense of identity and began to feel depressed. This was 
greatly exacerbated by problems that his 17-year-old daughter, Consuela, was 
having and that required George to engage the legal and child welfare systems.



George and his family recently sought social work services, and he is less 
than thrilled. Like many American men, George believes in solving his prob-
lems on his own and regards the need for outside help for “private problems” 
as a sign of personal failure. However, after months of prodding by his wife, 
George has admitted that he is unable to help Consuela on his own. Privately, 
George was afraid that the social worker who was seeing the Casalas for family 
therapy would tell him that Consuela’s problems were his fault.

Consuela has been “misbehaving,” in George’s words, for two years. He 
sees her becoming increasingly defiant, oppositional, and difficult. George be-
lieved that the problem started when Consuela began spending time with one 
of her classmates, of whom George did not approve. Consuela missed curfews, 
“talked back,” and let her grades slip.

One evening Consuela was supposed to be at the movies with her friend and 
was expected home at 10 p.m. However, she did not arrive until 2 a.m. when she 
pulled up in a car driven by a boy. George ran outside, screamed at the boy, 
and slapped Consuela across the face. The boy stepped out of the car to con-
front George, and the two began to push each other. Within seconds they were 
on the ground fighting. Consuela ran into the house and called 911. Consuela’s 
friend hit George in the face several times and was able to free himself and 
leave. George returned to the house. Several minutes later the police showed 
up. When George answered the door, he told the police that everything was all 
right, that he had had a conflict with his daughter’s boyfriend. The police asked 
to see Consuela, to make sure she was all right. George refused, stating that he 
would take care of his daughter, and that he did not need their help. The police 
told George that if he did not produce Consuela, they would arrest him. George 
then brought Consuela to the door. When the police asked her if everything 
was all right, Consuela said that her father had hit her. George was taken to the 
police station, booked, and released on bail several hours later. Three days later 
the judge stipulated that George was to attend family therapy with his wife and 
daughter at the local child protective services agency.

The following week George and his family went to the agency for therapy. 
The therapist assigned to the family was not well versed in culturally compe-
tent practice with Latinos men. She pushed George to immediately take own-
ership of his behavior, which she referred to as “abusive” in front of his family. 
George felt judged, ashamed, and furious. He wondered why the therapist did 
not speak to him about this matter in private. He became concerned that he 
would lose all authority in his home and that his daughter’s acting out behav-
ior would become even worse.

The worker was oblivious to George’s feelings about his inability to control 
his daughter and the shame that that caused him as a Latino male. She quickly 
confronted him and insisted that he also attend group therapy for child abus-
ers. George became very quiet, aware that the therapist would not be “on his 
side.” He realized that he would have to find a way to comply with her de-
mands to stay out of trouble but that therapy for him was going to be merely a 
form of punishment to endure.
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study QuEstions

 1.  If you were George’s social worker, how would you proceed?
 2.  What skills would help you resolve work with George and his family?
 3.  In this case, what nonclinical interventions might be helpful?
 4.  How might the community or extended family be involved?
 5.  How might George be encouraged to use this situation to help him improve 

the quality of his and his family’s life?

Case Example

Billy Felicita is a 48-year-old man going through a difficult life transition. Billy 
was recently divorced. Billy met his wife, Wynn, while he was teaching English 
in Vietnam. She was a lower-middle-class Vietnamese woman, nineteen years 
his junior. When they first started dating, Billy was skeptical about the long-
term potential of this new relationship. He worried that the generational and 
cultural differences would ultimately get in the way. He also feared that per-
haps Wynn was more interested in what marrying an American man repre-
sented than in Billy himself. Billy is introspective and insightful from therapy, 
attendance at men’s groups, and a long history of attending recovery programs 
for marijuana addiction (he has been clean for many years). He realized that 
his doubts about his girlfriend’s sincerity tied into his own insecurities, fears, 
and doubts. He grew up in a family with an alcoholic mother and had spent 
many years struggling with depression.

As their relationship developed, Billy became confident that Wynn’s love was 
real. Within two years they were married and moved to the United States. For 
the first two years their relationship was good. They learned about each other, 
communicated well, shared a great deal of kindness and love, and enjoyed a 
good sex life. Wynn began to work in nail salon, a common career for Viet-
namese women in the United States. During these first two years she seemed 
grateful for their relative material wealth. Billy bought a small three-bedroom 
house in a middle- to upper-middle-class neighborhood. They seemed wealthy 
to Wynn, and she felt a sense of security. Over time, however, she began to 
compare their lifestyle to their neighbors’. She began to see Billy’s twenty-year-
old pickup truck as an embarrassment. Billy, a successful housepainter, never 
cared much for material possessions. He began to worry about his wife’s grow-
ing interest in what he regarded as American materialism. His position was that 
if Wynn wanted more material wealth, she should perhaps make more money. 
While culturally this was a difficult concept for her to accept, she began to grow 
accustomed to the idea. One day she came home and told Billy that she had 
heard about a nail salon that was for sale and wanted to buy it. Billy was glad 



that she was thinking entrepreneurially and suggested that they check out the 
business. Wynn stated that this was not necessary, that it was a good business, 
and that Billy should give her $30,000 in the morning to buy it. Billy told her 
that while business decisions in Vietnam were based upon trust and faith, in 
the United States it is necessary to investigate business opportunities carefully 
and methodically. Further, coming up with that much money would take time 
and mean dipping into their retirement account. Wynn was furious, claiming 
that Billy’s refusal to support her was a betrayal. As Billy began to investigate 
the business, with the help of an attorney friend, he learned that it was less than 
profitable and in a bad location. When Billy presented Wynn with the informa-
tion in a dispassionate manner, she cried and stated that this was proof that he 
did not care about her, and only cared about money.  

Billy identifies this as the beginning of the end of their relationship. They 
began to fight a great deal and started to sleep in separate rooms. Within six 
months Wynn had moved in with a Vietnamese couple several miles away. 
Soon she began to talk about divorce. Billy was devastated. He saw his mar-
riage as the beginning of his dream of having a family. Billy called a mutual 
friend of theirs, a Vietnamese woman who had known Wynn for many years, 
to see if she had any ideas about how to save their marriage. To Billy’s chagrin, 
he learned that Wynn was dating at least two other men and that she may have 
been doing so for a long time. He began to feel depressed and withdrew, play-
ing his guitar and working as little as possible. Within several months he had 
agreed to a divorce and financial terms. 

When the divorce became final, Billy’s back also was in very bad shape. For 
several years he had been experiencing back and shoulder problems. House 
painting was an especially strenuous career for someone with back pain; the 
stress of his divorce brought about a particularly painful episode. Billy felt as if 
his world was falling apart.

A year after the divorce Billy was able to sell his house and move into a small 
apartment in the back of a house. With such greatly reduced living costs, he was 
able to cut back significantly on his work hours. While this allowed him to ex-
perience less physical pain, the large amounts of free time proved to be a mixed 
blessing. He had more time to do many of the things he loved to do, like play the 
guitar and fish, but he struggled with depression and anxiety because he did not 
know how he would make a living in the future, and he was still grieving the loss 
of his marriage and the dream of having a family. He previously had taken medi-
cation for depression, which had helped. He did not want to take medication this 
time, however, as he felt that his emotions were directly related to the profound 
life changes he was experiencing, and he wanted to “face them head on.”

Billy sought counseling from a clinical social worker trained in narrative 
therapy. During their phone consultation the social worker described his ori-
entation to Billy. He noted that because of his training, he tended to see peo-
ple’s lives as evolving stories, and the goal of treatment was to help people fig-
ure out, and often change, their life scripts. The social worker said that while 
he was trained in this particular method, he was eclectic in the techniques that 



he relied upon. He stressed to Billy that the client ultimately drives the thera-
peutic process and that the social worker would be a guide in helping Billy 
figure out the next chapters in his life.

During their first session the social worker asked Billy to tell him the story 
of his marriage and the story of his life. He quickly realized that to Billy, the 
central theme of both stories was that Billy was a failure and that he was to 
blame for all the negative events that occurred in his life. He had little to give, 
little to offer, and felt lost and hopeless. The therapist asked Billy if he could 
tell the story by using a different central theme and have it still be “true.” Billy 
said, “All I can say is that I really worked hard at the marriage, and I really 
work hard all the time.” The therapist asked Billy to tell the story of a mar-
riage and life of a guy named Billy who really tried hard, who really worked 
at things, and took such care and responsibility for himself that he sometimes 
blamed himself for things that were not his fault. At this point Billy began to 
cry. His therapist was careful not look to directly at Billy, as he was not certain 
how Billy would feel about crying in front of another man. At the same time 
the therapist deliberately leaned toward Billy, to signal attentiveness and open-
ness. Billy sobbed silently for several minutes. After some time the therapist 
told Billy that they could remain in silence for as long as Billy wanted but that 
if Billy needed anything from him  to please say so. Billy responded that it felt 
good to cry, that he had been “emotionally constipated” for a long time, and 
this is what he seemed to need. The therapist said that it seemed that part of 
Billy’s story would also be knowing what his needs are, and that two of his 
strengths were emotional openness and sensitivity. Billy said it was too bad 
his ex-wife did not appreciate him for these qualities and that she saw him as 
weak when he did not “control” his feelings. Billy explained that his wife was 
Vietnamese and that her idea of what men should be was far different from 
where Billy was “moving on this journey.”

The therapist remarked that he had once read that the two most important 
things a man needed to know were where he was going and who was going 
with him. He told Billy that the order of these truths, as presented, was part of 
the key to happiness and fulfillment. As Billy spoke more about the marriage, 
the therapist began to see that Wynn had been quite judgmental and that, 
given her cultural perspective, perhaps she was not able to recognize Billy’s 
qualities. Billy said he thought this was true and that perhaps she was not the 
person who was supposed to be his life partner. 

The therapist was using two techniques from narrative therapy (see chapter 
5). First, he was asking for details, helping Billy to explore his story and make it 
more his own. This is called “thickening the plot.” Also, the therapist was asking 
Billy to explore “unique outcomes,” examples of when the dominant metaphor 
of the story, Billy as failure, would be found to be untrue. Through his work with 
his therapist Billy began to slowly reconstruct his story as one of a man who has 
succeeded at much of what he has tried to do and is responsible for and account-
able to his own feelings and truths. Billy experienced relief from his depression 
as he began to view his life from this strength-based, reality-driven story.
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For Writing and rEFlEction

 1.  As you read the story, what judgments came to your mind?
 2.  How might these judgments influence your work with a man such as Billy?
 3.  What might be some additional ways of working with Billy?
 4.  What values would guide your work with Billy, and how would you put these 

values into action?



 Understanding the PART  1   
 Worlds of Men





 Men’s Psychosocial Health t W o 
 in a Global Era

A central premise of the gender and development discourse since the 1970s 
has been the ways in which men exercise power over and dominate women. 
Virtually all the main actors in international development subscribe to this 
basic premise. This is only half the story. Gender is also about the way social 
structures and authority give men power over other men, resulting in their 
marginalization, discrimination, and subordination. To ignore this other no-
tion of gender is to ignore a critical variable in some of the most pressing is-
sues that men face (Correia and Bannon 2006:245).

Globally, various groups working for the betterment of humanity are ex-
ploring the roles of masculinity and men in the creation of a better world. 
Greig, Kimmel, and Lang (2000:2) contend that “Examining masculinity and 
the role it plays in the development process is not simply an analytical exer-
cise, but has widespread implications for the effectiveness of programmes that 
seek to improve the economic and social outcomes in virtually every country.” 
These and other authors have noted the importance of including men in social 
welfare programs internationally. Increasingly, scholars and practitioners have 
recognized that social and economic development must account for the needs 
of women and men alike. While men have certainly benefited disproportion-
ately from the fruits of most societies, the fates of men and women are pro-
foundly interconnected. The importance of exploring the global implications 
of masculinity and its various conceptions are more important than ever.



It has been observed that the rate of social change has accelerated greatly 
over the last several centuries (Postman 1992). In fact, the pace of technologi-
cal and social change has accelerated to the point that each generation has a 
hard time understanding the technological innovations that shape the social 
lives of the next generation. For instance, many teenagers organize their social 
life around social networking sites like MySpace and Facebook, forming social 
connections, exchanging messages, posting pictures, referring friends to one 
another, and engaging in Internet chats. My daughter spends a great deal of 
time online and seems to feel a sense of connection to those with whom she 
communicates. My wife, on the other hand, has a difficult time figuring out 
the basics of e-mails. While I communicate frequently via e-mail and use it to 
stay connected to friends and colleagues on a daily basis, I have little desire to 
engage in text messaging. My daughter cannot imagine living without it. Hu-
mans invent technology, and technology shapes human beings.

One of the most important lessons from sociology, science, and other dis-
ciplines is that grand-scale social changes affect the very nature of what is pos-
sible for humans, and in fact the very nature of human consciousness (Capra 
1983; Postman 1992; Henderson 1995). This chapter explores several key areas in 
which global social transformations have altered the personal and social lives 
of men. The first section touches briefly on the history of men and masculin-
ity in the twentieth-century United States and provides a context for the next 
section, which looks at the effects of postindustrialization on men. The third 
section deals with the relationship between globalization and changing mas-
culinities, introducing conceptualizations of masculinity that will be expanded 
more fully in chapter 3. The fourth section briefly explores how technological 
changes themselves have shaped and continue to shape the lives of men. 

The case studies in this chapter focus on the lives of two men residing out-
side the United States: an American living abroad and a Peruvian taxi driver 
whom I met while I was conducting research in Lima. As social work becomes 
increasingly transnational (Furman and Negi 2007), it is more and more im-
portant for social workers to understand the lives of men in other countries. 
The Peruvian case is also a good illustration of how complex global forces invis-
ibly affect men’s experiences. It is difficult for individuals to contextualize the 
confusion and pain of highly personal problems that may be indirectly caused 
by global forces, so it becomes the role of the social worker to help people un-
derstand the social context of their problems. Doing so helps them externalize 
their issues, thereby making them easier to face. Take, for example, the case of 
an unemployed, semiskilled industrial laborer in rural, upstate New York. The 
company for which he had worked for two decades had recently closed because 
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of competition from China, where the parts the company made could be pro-
duced far more cheaply due to inexpensive labor and lax environmental stan-
dards. This man may not have been fully aware of the dynamics that resulted in 
the loss of his job, had a profound effect on his family, and affected his feelings 
about himself and his sense of efficacy as a man. Without properly positioning 
his personal struggles within the context of globalization and changing world 
markets, he experienced profound shame, demoralization, and a diminution of 
his masculine identity. While contextualizing these personal problems as global 
social issues does not eliminate them, it can help men begin the process of mov-
ing from self-blame and incrimination to empowerment. In this case a social 
worker helped organize a group of other displaced workers who may be able 
to gain personal and political power from collective action. In the twenty-first 
century social workers will need to be able to move deftly between direct/micro 
and indirect/macro services to help resolve the personal and social problems 
created by unprecedented globalization. As the United States adjusts to these 
rapid changes, new services will need to be conceptualized that help diverse 
groups of men find their places within the new global order.

historical considerations of Services to Men

It can be argued that the written history of the world, up until the middle of 
the last century, has been the history of men. It is most certainly true that 
men’s domination of most social institutions and millennia of sexism and 
patriarchy have placed men at the center of recorded history. The achieve-
ments of countless heroic women and women of genius have been lost for-
ever. Yet too few people understand the history of the average man and what 
it has meant to be a typical man throughout time. Most historical explora-
tions discuss leaders; most men recede into the background of history. As 
such, some historical conceptions of masculinity will provide a context for 
the study that follows.

In many ways, the history of men’s lives in the United States can be viewed 
as two separate histories. White landowners had extremely different experi-
ences from those of other men. For 250 years the majority of men of Afri-
can descent in the country lived as slaves. The lives of male slaves were harsh 
at best, and their treatment was typically unbearably inhumane. Male slaves 
lived under constant threat of cruelty and were subjected to extreme violence 
and repression (Genovese and Fox-Genovese 1983). African American men 
were property and were frequently were bought and sold, separated from their 
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families, and treated as objects. The art, literature, music, and other cultural 
practices that African American slaves developed are a testimony to their in-
domitable spirit, resiliency, and strength.

Newly immigrated men also found the American landscape challenging. 
Chinese laborers, seeking to flee an economic downturn in Canton, began to 
immigrate to the United States in large numbers the 1860s. Subjected to preju-
dice at the hands of white Americans, Chinese men were viewed as weak and 
effeminate. Even so, they took some of the most difficult jobs, including lay-
ing track for the expanding American railroad. Many workers died from heat 
exhaustion, explosions, and other hazardous conditions.

In the last twenty years of the nineteenth century, the industrial revolution 
forced many men to abandon their lives as farmers or artisans and move to the 
cities where they took factory jobs. The nature of the family also changed, 
as the extended family began to be replaced by the nuclear family, a smaller, 
more nimble unit more capable of relocation. Traditional extended families 
and more tightly knit communities were in fact informal systems of social wel-
fare that allowed the family to survive vicissitudes in the labor market, illness, 
and other personal and familial crises. Without the supportive mechanisms 
of the extended family and organic community, the consciousness of Ameri-
can men shifted from a communitarian belief system to more individualistic 
ways of thinking. As the head of the nuclear family, a man was under a great 
deal of pressure to ensure the survival and well-being of his loved ones. This 
movement toward individualism continued a trend in American psychosocial 
life; roots of anticollectivist thought and rugged individualistic tendencies are 
found throughout American history (Gilbert and Terrell 1998) and have had a 
profound influence on the role that men adopt in society, and on their concep-
tions of their own masculinity.

The start of modern social work can be traced to charitable responses to 
the social transformations caused by the industrial revolution. Historically the 
community and the church had responded to the needs of members who ex-
perienced problems that challenged the functioning of the group. However, 
in the impersonal city, distanced from their organic communities, more orga-
nized and formal means of helping were needed to respond to mental illness, 
poverty, unemployment, violence, and other social concerns. Social welfare 
slowly began to shift from informal, community-based responses to being 
more structurally woven into modern capitalist societies (Titmuss 1959).

The industrial revolution and the factory jobs that many men held were 
not easy on American men. The working conditions within unregulated fac-
tory environments were brutal. Long hours and unsafe conditions character-
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ized the daily life of men. The work was often backbreaking and provided little 
opportunity for personal growth and advancement. Ollman (1971) describes 
the consequences of such alienation conditions. As I noted in a previous work 
(Furman 2008:10):

Alienated labor is labor that fissures various aspects of the self. The factory worker 
thrust into the traditional model of capitalist labor is meant to act in the same rote 
manner for countless, expendable hours. Thinking by the worker is discouraged; 
the ruling class do the thinking and the working man his bidding. The worker is 
viewed as a machine, and indeed, is replaced by machines if technological inno-
vation allows for it. Perhaps the best symbol of alienated labor is the tie: a piece of 
cloth tied tightly around the neck, separating the head from the torso, the body 
from the mind.

Alienated labor leads to a spiritual malaise and can be the cause of many ad-
ditional psychosocial problems that are explored throughout this book.

World War I was the first significant war on foreign soil for American men 
in generations. Americans were called on to help defeat German expansion-
ism in Europe. The nation emerged healthy and victorious from the war. Since 
Europe was largely devastated by the war, the United States had a significant 
strategic advantage over European countries in terms of economic health and 
infrastructure. As such, the country entered a period of heretofore unknown 
economic prosperity. However, many investors, speculators, and ordinary citi-
zens took this prosperity for granted, and stock speculation drove up the value 
of companies far beyond their actual worth. A great deal of the wealth that 
was supposedly created in fact existed solely on paper.

The stock market crash in October 1929 marked the official end to this 
relativity prosperous period in the lives of American men. The date dubbed 
“Black Thursday,” October 24, marked the end of a period of optimism and 
hope. Over the next several years, unemployment rose to 15 percent for non-
farm workers, and the gross domestic product was cut nearly in half (McEl-
vaine 1993). The Great Depression was a time of extreme social and personal 
upheaval for men. For the first time in American history, mass unemployment 
swiftly struck men who had the skills, inclination, and other resources to find 
employment under normal circumstances (Karger and Stoesz 1998). Not being 
able to find work was no longer seen merely as a sign of individual weakness 
but began to be viewed as a problem within the American economic and po-
litical system (Piven and Cloward 1993). Regardless, the Depression was a time 
of pain and suffering for many men who could not support their families. The 
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New Deal marked an important era in the life of the nation and in the expan-
sion of social welfare supports and services. New Deal programs created em-
ployment through public works and established a system of securities designed 
to cushion American workers from vicissitudes of the market. The modern so-
cial welfare system had been created (Popple and Leighninger 2004).

The beginning of World War II marked the actual end of the Depression. 
Many men felt ineffectual and lost during the Depression because they no lon-
ger had access to the traditional ways of performing their masculine roles. But 
with the war, American men were not merely called to the armed services, 
they were called upon to fight evil. The advances of the Axis powers meant the 
encroachment of fascism and Nazism on democracies, so American men were 
called upon to protect their very way of life. The impact of the war on men was 
complex and depended greatly on war experiences, class, and race. While war 
may have had profoundly negative impacts on individual men, for American 
men in general it provided a sense of purpose and mission that had been miss-
ing in their lives. The end of the war saw the rise of the American suburb and 
perhaps the heyday of the American dream of prosperity and a better way 
of life. The United States emerged as the clear world leader and superpower. 
When men returned from the war, they resumed their privileged positions 
within families and in the marketplace. It was viewed as patriotic for women 
to leave their jobs and return to the home, although the war had opened up 
the world of work to millions of women who maintained their positions. The 
generation of men returning from the war has frequently been viewed as be-
ing one of the most successful, innovative, and skilled cohorts in American 
history, with the term “the greatest generation” being coined to describe them 
(Brokaw 1998). Indeed, the careers of many men were launched by their war 
experiences. Those men who were perceived to be war heroes were often af-
forded respected positions in industry and politics.

However, this dream was not available to all men. For example, African 
American men returned to an environment characterized by Jim Crow laws 
and segregation. African American men who were respected in the military 
returned to a social context that often left them feeling mistreated and op-
pressed. Having fought bravely in the defense of their country, many African 
American men returned to the racism and discrimination that characterized 
the American South. Out of this pain and frustration was born the seeds of the 
civil rights movement.

The 1960s marked a period of great social upheaval in American life, and 
American men found themselves in the beginning of a firestorm of social 
change. Men of color, often excluded from the economic and social rewards 
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of postwar life, began to challenge mainstream American society. African 
American and Chicano (Mexican American) men were finding new voices 
and new power. Cesar Chavez, a Chicano advocate for migrant farmworkers, 
challenged men and women alike with his call: “Si se puede”—“Yes we can.” 
Chavez meant that Chicanos and other minorities could indeed change their 
conditions, and would indeed become fully recognized and valued partici-
pants in society.

The women’s liberation movement of the 1960s and 1970s also had a pro-
found impact on men’s lives. Previously, many men ascribing to the hegemonic 
idea had believed that they were being good husbands and good men by “tak-
ing care of their wives.” Most probably did not view themselves as oppressors, 
as violators of the rights of the women they loved. With the arrival of femi-
nism in the American mainstream, men were informed that their behavior 
contributed to the oppression of women, that they indeed were the problem. 
Consider for a moment what this must have felt like to the average man in his 
forties, who had been working hard for fifteen years to provide for his family. 
In all likelihood he felt a sense of shock and disbelief. In effect, he was being 
told that everything he had worked for was untrue, that he was the enemy. 
Even for the most enlightened and open person, this is a hard message to take 
in. Since he was most likely not the best at expressing his “softer” feelings of 
sadness and invalidation, he might have responded with defensive anger. He 
might have been dismissive of these new ideas.

Throughout the 1960s and 1970s, men continued to struggle with changes 
in the cultural landscape. The Vietnam War was the most powerful and defin-
ing event in this period for men. Unlike the previous two wars, the Vietnam 
War was unpopular. Men who fought in Vietnam did so without the social 
sanction that other American wars have had, and without ultimate victory. 
Thousands died during the war, and many more returned hurt, ill, and broken. 
A society not wanting to look too carefully at its own mistakes largely aban-
doned the American soldier returning from Vietnam.

The start of the global era may best be symbolized by the destruction of 
the Berlin Wall in 1989. The Cold War officially came to an end, and barriers 
to open trade were rapidly dismantled. This coincided with the proliferation 
of the Internet as a means of communication, giving people greater access to 
information and knowledge of all sorts.

This brief history is not meant to explain the behavior of men during 
these periods or fully depict the social forces that shaped and were shaped by 
men. Social workers use knowledge of history, economy, and other social and 
behavioral sciences to help contextualize the individual lives of people with 
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whom they work. The next section explores globalization, an important trend 
in social organization that social workers must also begin to understand.

Globalization and Men

The concept of globalization has become almost passé. It is now taken as a giv-
en that changes in world political and economic structures, the Internet and 
other hypertechnologies, along with unprecedented migration have made citi-
zens of the world increasingly connected (Jackson, Crang, and Dwyer 2004). 
Events that occur in another country have a far greater impact on our daily 
lives than ever before (Munch 2004; Kastoryano 2000). Changes in labor laws 
in Asia may have a profound impact on employment opportunities for poor 
people in the United States. War, hopelessness, oppression, and fanaticism in 
one region of the world now affect the safety and security of us all (Stoesz, 
Guzzetta, and Lusk 1999). Whether we like it or not, the world truly is becom-
ing smaller.

It is important to note that the processes of globalization are not entirely 
new, nor are its consequences. In writing about the health of Native American 
men, Joe (2001:237) observes that “Poverty, poor education, high unemploy-
ment, unhealthy lifestyles, and voluntary and forced culture change are among 
the reasons for the premature mortality of Native American men. Although 
decades have passed since initial European contact, the consequences of colo-
nization that followed this contact have forever altered tribal lifestyles, and, in 
particular, the traditional role once held by young men.”

The lives of men in the United States have been greatly affected by glo-
balization, and vice versa. Globalization has also challenged and changed 
the conception of what it means to be a man (Connell 2005; Hooper 2001). 
Transnational encounters between people around the world have brought 
men into contact with those who have differing notions of masculinity; iden-
tity is now globally constructed (Kearney and Beserra 2004). Global capital-
ism and consumerism are packaging images of men and exporting them to 
all parts of the globe. This section seeks to situate the lives and social welfare 
of American men in a global context and to explore how Western—particu-
larly American—conceptions of masculinity are affecting men in other parts 
of the world.

Central to understanding masculinities in a global environment is an un-
derstanding of the concept of hegemonic masculinity (Connell 2003). This 
highly contested concept has played an important role in gender studies for 



M e n ’ S  P S Y c h o S o c i a l  h e a lt h  i n  a  G l o B a l  e r a  |  � �

over twenty years (Connell and Messerschmidt 2005). It refers to a dominant 
form of masculinity that cuts across cultures and groups and is a product of 
the power structures of societies; it has been created by and perpetuates class 
and power arrangements. Hegemonic masculinity becomes a model to which 
men can and should aspire. When we speak of a traditional masculinity or 
of being a traditional man, we are usually referring to an accepted ideal of 
hegemonic masculinity. There is no official standard, yet the model is trans-
mitted through social structures, the media, education, parenting messages, 
and other means of socialization. There is a sense of social agreement on what 
constitutes such patterns and norms. Both men and women internalize hege-
monic masculine ideals and engage in behaviors that push men to aspire to 
this model. Through early socialization roles parents reinforce what is viewed 
as acceptable behavior for young boys. However, it is not easy for men and 
boys to achieve these ideals. Connell (2003:2) contends: “Not all men actually 
embody the hegemonic model, in fact, probably only a minority do. Yet the 
hierarchy around this version of masculinity is an important source of conflict 
and violence among men.”

Correia and Bannon (2006) observe that hegemonic masculinity be-
comes the yardstick by which men are judged, and by which they can achieve 
meaning in their lives. They note that the majority of low-income, poor, and 
nonwhite men do not measure up to this dominant model. They note that 
chronic poverty, oppression, discrimination, and social exclusion all conspire 
to prevent men from achieving this model. In fact, since material success is a 
powerful component of the hegemonic ideal, poor and many working-class 
men by definition are not able to reach this standard, particularly in times of 
economic downturn or economic transformation. Men who are thwarted in 
this quest often engage in self-destructive behaviors or violence against those 
who are less powerful than themselves, usually women and children (Dutton 
and Browning 1988).

Gil (1990) refers to the origin of violence of this nature as “structural vio-
lence.” That is, violence becomes embedded into a system that thwarts the ful-
fillment of needs. When social institutions block people from meeting social, 
physical, and existential needs, people tend to act in regressive and repressive 
ways. The more disengaged and disconnected men become from their tra-
ditional sources of meaning, from social institutions, and from their capac-
ity to conform to social expectations about what it means to be a man, the 
more likely they are to act out their emptiness, pain, and angst. Self- and other 
destruction can take the form of alcoholism, criminality, and other problem 
behaviors, which are explored throughout this book.
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Correia and Bannon (2006) explore several key aspects of hegemonic 
masculinity. First, a prerequisite for being a man is financial independence 
and being successful in the economic realm. Second, a man is supposed to be 
a good husband and father and have control over his family. Third, men are 
taught that they must conform to the specific mandates of their social group. 
Fourth, power is a key aspect of hegemonic masculinity in most cultures, spe-
cifically power over women. Other roles and scripts that characterize the he-
gemonic ideal will be discussed in the next chapter.

However, not all scholars agree with the notion of a hegemonic masculin-
ity. For instance, Gutmann (1996) found a great deal of diversity in the manner 
in which Mexican men express and experience their masculinity. He contends 
that many interpretations of Latino masculinity are based on inaccurate ste-
reotypes that focus on more aggressive expressions of such masculinity. He 
also notes that Mexican men ascribe to diverse conceptions of masculinity in 
terms of work roles, fathering, and intimate relationships.

The notion of what it means to be a man has been greatly influenced by 
globalization. Images of modern, postindustrial Western men have found 
their way to the far reaches of the globe. American films are frequently 
shown in countries throughout the world. American television shows pres-
ent caricatures of American men who are effortlessly successful, affluent, 
and desirable. The media usually portray men as having easily figured out 
their livelihoods and that material success is the most important kind of 
success for a man.

Not only does the United States, through its business and media inter-
ests, export masculinity, but it also exports important different conceptions of 
masculine identity. In 2007 the United States had 37.9 million first-generation 
immigrants, and the number is growing (Camarota 2007). These new Ameri-
cans bring with them their own means of expressing masculine identity. As 
they increase their role in the American cultural milieu, their images become 
part of what it means to be an American male. For instance, Ricky Martin 
and Marc Antony have become cultural icons that have influenced notions of 
male sexuality and appeal. Increasingly, men of diverse backgrounds are por-
trayed in the media—often in roles that are similar to the dominant cultural 
norms, but sometimes in other roles as well. For instance, in the television 
show Ugly Betty, the father of the protagonist, Betty, is unemployed yet is 
strong, responsible paternal figure to his adult Latina daughters. He is shown 
to be successful and of value in spite of his lack of economic production. Such 
portrayals represent an expansion of the media’s portrayal of what it means 
to be a man.
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Globalization has become one of the key vehicles by which companies 
increase their sales; the booming markets of China and India are seen as two 
of the most important markets for a variety of products and services. Perhaps 
the commodity that is exported most fully is identity: the conception of what 
it means to be human, of what it means to be male (United Nations Confer-
ence on Trade and Development 2002). A key component of global marketing 
is to package American consumer goods with images of American style suc-
cess. Many exported products sell images of masculinity—the classic example 
is the packaging of the Marlboro man, the cowboy characterization used to 
advertise Marlboro cigarettes. The Marlboro man was the embodiment of he-
gemonic masculinity: strong, silent, detached, individualistic, virile. The ciga-
rettes were marketed globally by creating an association between the product 
and the hegemonic masculine ideal of the American male.

In media representations, portrayals of men’s lives and relationships are 
often inaccurate and harmful. An example is a television commercial for one 
of the major automobile companies. The commercial shows men working 
hard on a construction site, throwing large pieces of concrete into the back of 
a pickup truck.  The men heave the broken slabs, dust and rocks flying every-
where; the outside of the truck is covered in dirt. When the men have finished, 
two get into the truck, presumably to haul away the concrete. The man in the 
passenger seat, clearly tired, puts his foot up on the dashboard, leaving a large 
grease smudge. The driver chastises his coworker for making a mess of his 
truck and hits him in the back of the head. The blow is not damaging, but it is 
dominating and humiliating and clearly would sting. The message is clear; real 
men express their feelings of anger or annoyance with violence and domina-
tion. When a man feels harmed he must harm or shame the offending party. 
There is no discussion of why there could have been a misunderstanding; it is 
clear that the recipient of the blow has to either accept the abuse or retaliate 
with greater force.

Globalization has influenced psychosocial health and masculinity in other 
ways as well. Altman (2004:66) presents a powerful example.

The most dramatic examples of the effect of globalization on sexuality come 
through the rapid growth of the HIV/AIDS pandemic. In many senses AIDS is 
an epidemic of globalization, both in terms of its spread and its response. It is 
symbolic that the epidemic, first identified in the hospitals of the United States, 
is most prevalent in the poorest countries of the world, and there are effectively 
now two epidemics, a small one in rich countries, which is growing slowly, and 
a rapidly expanding one in much of the poor world where the huge advances in 
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medical therapies are largely unavailable. The epidemic is spread by the relentless 
movement of people, the breakdown of old sexual restraints, increasing needle 
use, and the unwillingness of authorities, both governmental and religious, to 
confront the real needs of prevention.

Over the centuries, technological innovation has had powerful impacts 
on masculinity, and vice versa (Mansfield 2006). As the world becomes more 
integrated through Internet technologies, at least for those with access to 
technological resources, men are increasingly influenced not only by the mes-
sages transmitted through technology, but by technology itself. The Internet 
and other hypertechnologies may expand the means by which men receive 
social work services. Perhaps one of the most profound changes is how such 
technologies have changed the nature of communication. As geographical or 
organic communities deteriorate, social work could lose its context for service 
provision, spelling the “end of social work” (Kreuger 1997).

E-mail, instant messaging, and text messaging have changed the ways 
people communicate. E-mail has several advantages and disadvantages as a 
means of communication. It allows people to communicate with others across 
the world at any time, but it also has some potentially negative effects. It may 
reduce the actual time that people spend in other types of communication 
and lead to reduced intimacy in personal relationships. E-mail may help men 
maintain or increase the number of contacts, as men typically are not good at 
calling their family and friends. Not surprisingly, however, recent data show 
that men may not value the use of the Internet as a tool for maintaining social 
relationships as much as women do. Some 42 percent of men in a recent sur-
vey stated they valued the social aspects of the Internet (keeping in touch with 
family and friends), compared to 57 percent of women (Fallows 2005). This is 
in spite of the fact that the same data set showed that men are likely to spend 
more time on the Internet.

Men are often socialized to have impersonal and nonaffective commu-
nication, so in some ways the new technologies are well suited to the com-
munication needs of men. On the other hand, they may also further the social 
isolation of some groups of men. The results of research are preliminary and 
inconclusive. Kraut et al. (1998) observed what is termed the Internet paradox, 
the notion that one may have increased interaction with people through the 
Internet yet feel a decrease in social connectedness. However, several years 
after their first study, the authors found opposite results. It is posited that the 
evolution in how people use the Internet may account for some of this change. 
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More research is needed to understand the nature of how men use the Inter-
net, and the effect of this use on their communication. 

The potential exists for both benefit and harm. For instance, John, a 45-
year-old construction worker, moved from the Northeast to the mid-South, 
where more construction jobs were available. John was from a working-class 
background and was unfamiliar with computers. However, shortly after his 
family moved, his daughter showed him how to use e-mail. He found that many 
of his old friends had e-mail accounts, and he was able to maintain contact with 
them. Maintaining these relationships has provided John with a sense of con-
nectedness and support. While he does not normally express deeper emotions 
to these friends, it is the communication itself, not the type of communication, 
that provides him this sense of social support. On the other hand, an example 
of the negative impact of the Internet is the case of Chuck, who finds himself 
increasingly isolated from his family as he spends countless hours on gambling 
and pornography websites. Chuck has lost thousands of dollars playing online 
poker and is at risk of losing his home. Chuck’s wife recently threatened him 
with divorce if he does not seek help. One of the potential detrimental effects 
of the Internet has been the proliferation of addiction to such gambling and 
pornography sites, which will be discussed in chapter 13.

In his exploration of pathological intent use, Davis (2001:193) cautions 
against the notion that all Internet use is negative. He describes healthy Inter-
net use as “using the internet for an expressed purpose in a reasonable amount 
of time without cognitive or behavioral discomfort. Healthy internet users can 
separate internet communication with real life communication. They employ 
the internet as a helpful tool rather than a source of identity.”

the Men’s Movement

The men’s movement is often discussed as if it were a singular phenomenon. 
However, the men’s movement can really be viewed as several movements, 
each with its own historical roots, views about the nature of men, and under-
standings of the problems of men in the modern era. This section will briefly 
explore these movements and highlight some of their potential implications 
for social work practice. 

The men’s movement overall was a response to the feminism of the 1960s. 
Early men’s movement proponents, responding to the new feminist critiques of 
dominant society, explored the impact of a patriarchal society on women and 
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took on the task of changing men according to an antiviolence, antisexism plat-
form (Kimmel 1996). These groups largely adopted a feminist, gender equity po-
sition. Their focus was on exploring the ways in which men perpetuated sexist 
behavior that led to the oppression of women. Some gender equity authors were 
able to effectively describe the negative impact that sexism and patriarchy had 
on men as well (Goldberg 1977). While early men’s movement proponents made 
important gains in helping many men and groups of men change, they were of-
ten discounted by mainstream men. It has been noted that while they provided 
the valuable service of advocating against the most harmful effects of patriarchy 
and traditional male culture, they shunned any focus on the lives and identity of 
individual men and the demands that society was placing upon them in terms 
of their identity (Seidler 1989). Because men and masculinity were viewed as 
the problem, men were discouraged from joining with other men and explor-
ing the impact of the seismic social changes upon themselves. Seidler (1997:5) 
notes that “The idea was that men were also limited and in some ways oppressed 
by dominant masculinities. The lives of men were impoverished through the 
disconnection they have to make with their bodies and emotions. Within an 
Enlightenment vision of modernity, men were expected to be independent and 
self-sufficient. Emotional needs were a sign of weakness and therefore were of-
ten suppressed as a threat to male identities.”

The early proponents of the men’s movement were often not able to in-
corporate a strengths orientation toward men. Instead of carefully dissecting 
the negative and positive aspects of masculinity, they adopted a position that 
was often too dogmatic and rigid and failed to engage everyday, working-class 
men or men of color. These groups failed to resonate with poor and disen-
franchised men, who were in touch with their own historical experiences of 
oppression and were often alienated by the assertion that their realities were 
characterized by power and privilege.

In the 1970s and 1980s men’s groups that were not associated with fem-
inist movements began to explore the needs of men. Some of these groups 
identified themselves as being in favor of males and men’s rights. Men’s rights 
groups varied greatly. Some appeared to have a strongly political, antifeminist 
orientation. Others advocated for men to have equal rights as noncustodial 
parents. These groups were characterized by a desire to help men reposition 
themselves in terms of their power and position. In some ways they were seen 
as being reactive to changes in American society, and they have often been 
referred to as being part of an antifeminist backlash (Heath 2003).

A different type of men’s movement was the mythopoetic movement, which 
was jump-started by an interview of the poet Robert Bly (Thompson 1982). In 
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this article and in his subsequent book, Iron John (1990), Bly posits that men suf-
fer from deep confusion about what it means to be male. He asserts that prior to 
the industrial revolution, men were initiated into manhood by working side by 
side with their fathers and other men. Farmers worked with their fathers in the 
fields, and artisans apprenticed at the feet of their fathers. The industrial revo-
lution shifted the means of production toward the factories, where labor was 
characterized by routine movements that needed little mentorship. While the 
field or the workshop may be an ideal context for conversation, dialogue, and 
behavioral modeling, factories are made for efficiency. Factories were designed 
to keep people focused on their work. Subsequently, men lost many of their op-
portunities for mentorship. Fast forward to the 1950s and the return of many 
American males from war. Consumerism was rampant, and the machine of 
American capitalism rewarded the working male with material goods. As good 
as the 1950s male was at making a living, he was not wonderful at relationships. 
He was not able to talk about his feelings, and he often felt meaningless and ex-
pendable. The next generation rebelled, becoming more sensitive, more in touch 
with their own feelings. Yet, according to Bly, this male was as confused and 
disconnected as was the 1950s male. The male of the 1960s was in touch with 
his feminine, feeling side yet unable to claim and own the more masculine parts 
of his personality. Herein lies the problem: men had lost the capacity of being 
whole, integrated men. They lost their sense of wholeness. Through stories and 
metaphors, Bly challenges men to find ways of integrating their deep, masculine 
selves. Mythopoetic men’s groups engaged in various methods to help men ex-
plore their identity. Discussion groups were formed, and men were encouraged 
to talk together about their experiences of being men in society. Men’s move-
ment groups also created rituals of initiation, where men would attend weekend 
retreats, and followup groups that helped them understand their experiences 
of loss, reconnect to the world of men, and work toward continued growth and 
healing in the company of other men. While psychodynamic in orientation, 
mythopoetic men’s groups seek to encourage men to explore their own sense of 
masculinity, and they approach men from a strengths perspective.

Harry Brod has several critiques of the mythopoetic movement. He notes 
that the weekend retreats that men in the movement attend are just that—re-
treats from women, from communities, and from children (Nangeroni and 
Mackenzie 2002). He believes that the changes that men need to make must 
be made in partnership with women. As an example, he notes that men who 
attend such meetings in response to feeling disempowered are disempow-
ered not because of their relationships with women, but because they are en-
trenched within competitive capitalist systems.
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Over the last twenty years, another men’s group, the Promise Keepers, has 
become prominent. This Christian group seeks to return men to their “tra-
ditional” role within families and reposition their relationships with women 
(Heath 2003). Explicitly antifeminist, the Promise Keepers have been criti-
cized as espousing a “fundamentalist gender politics” (Connell 2003:11). Con-
nell positions these groups within a broader global movement to preserve the 
power of men. These groups are often homophobic in orientation and are ex-
plicitly antiequity.

New gender equity and profeminist men’s groups have been gaining in 
strength during the last decade. These movements have focused on the nature 
of men’s privilege and the impact of this privilege on both men and women. 
One of the primary aims of these groups has been to end violence against 
women, and to challenge patriarchy as it plays out on the local and national 
levels. One of the key groups is the National Organization of Men Against 
Sexism (NOMAS). According to its website, NOMAS

advocates a perspective that is pro-feminist, gay affirmative, anti-racist, dedi-
cated to enhancing men’s lives, and committed to justice on a broad range of 
social issues including class, age, religion, and physical abilities. We affirm that 
working to make this nation’s ideals of equality substantive is the finest expres-
sion of what it means to be men. We believe that the new opportunities becom-
ing available to women and men will be beneficial to both. Men can live as 
happier and more fulfilled human beings by challenging the old-fashioned rules 
of masculinity that embody the assumption of male superiority. Traditional 
masculinity includes many positive characteristics in which we take pride and 
find strength, but it also contains qualities that have limited and harmed us. We 
are deeply supportive of men who are struggling with the issues of traditional 
masculinity. As an organization for changing men, we care about men and are 
especially concerned with men’s problems, as well as the difficult issues in most 
men’s lives.

Brod explores the tasks of a profeminist men’s movement in a powerful 
radio interview (Nangeroni and Mackenzie 2002). He notes that men must 
become more fully aware of the feminist slogan “the personal is political” and 
develop an understanding of the negative consequences of their power and 
privilege. He notes that men are alienated from their feelings, their families, 
and each other. He notes that “society confers very real rewards to men that 
will conform to self-destructive and self-alienated behaviors.” Men who ap-
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pear less emotionally available seem to be more rational and are more likely to 
be placed in positions of power.

The men’s movement is at something of a crossroads. To date, few groups 
seem to have successfully found a way to adopt strengths-oriented attitudes to-
ward men—including men from diverse economic and religious traditions—
oriented toward gender equality, while at the same time being supportive and 
nurturing of the individual, psychological needs of men. While the creation of 
such groups may be a tall order and largely has come from the self-help move-
ment, social workers should encourage the exploration of models for meeting 
these aims. Helping men to create and develop self-help groups that enable them 
to validate their strengths and explore new conceptions of masculinity will be an 
important task of masculinity researchers and practitioners in the coming years.

Case Example

Jorge Leon is a 28-year-old taxi diver in Lima, Peru. He has a college de-
gree in accounting, but for the past several years he has been unable to find 
other work. After college he worked for a federal agency, but he lost his 
job when his position was cut. As Peru has struggled to respond to the de-
mands of international lending agencies and changes in the global economy, 
it has eliminated various public-sector services. Also, while the Peruvian 
economy has been doing well, life for many middle-class Peruvians has be-
come more complex. Increases in unemployment and crime have made life 
increasingly difficult. 

For the first two years after Jorge lost his position, he did not work. He 
said he mostly stayed by himself in his room in his family of origin’s home, 
where he would drink a great deal of Pisco, Peruvian brandy. Jorge’s situation 
changed when he met Elisabeth, an artist with a bubbly personality and a zest 
for life. Still unable to find an accounting job, he decided to drive a taxi to 
show his new girlfriend that he was worthy of her affection—being industri-
ous and hard working are important values that Peruvian women hold for 
their men. Being a taxi driver in Lima has been stressful. Lima is a hectic 
city of nine million people, and drivers are far less attentive to traffic rules 
and lanes than most Americans are accustomed to. Traffic in Lima can be 
intense, and competition for passengers can be fierce. Accidents are frequent, 
and one must work extremely hard in order to earn a living. Typically, Jorge 
works twenty-four hours, takes a day off, and then works another twenty-
four hours.

For the first year of their relationship, things went well for Jorge and Elis-
abeth. Influenced by Western and modern values, which have been rapidly 
changing Peruvian society, the two moved in together without being married. 



This was difficult for both of their families, yet both sets of parents ultimately 
gave their blessing to their seemingly happy adult children.

Elisabeth was not able to earn enough money selling her paintings, so she 
worked in an art gallery for a woman who sold the work of indigenous women 
painters. A descendant of the Incas, Elisabeth reflected both indigenous and 
modern themes in her own work. After a while, Elisabeth’s boss decided to 
make her a full partner in the business. She quickly went from having a salary 
about half of what Jorge was able to make to more than double his income. 
While he would not admit it, Jorge began to feel jealous and angry. As with 
many men, Jorge’s anger served as a cover and replacement for more difficult 
and less traditionally masculine feelings of inadequacy and humiliation. Jorge 
was struggling with the success of his increasingly modern and successful girl-
friend, who gained power and status. He no longer felt like “the head of the 
household” and silently contrasted his own unused professional training with 
his girlfriend’s success. Jorge began to drink excessively again. He refused to 
let Elisabeth go out with her friends and demanded that she be home from 
work in time to cook dinner. Elisabeth was dismayed. She had believed that 
her boyfriend had more equalitarian views, but she began to worry that he 
was becoming increasingly “machista” (macho or chauvinistic). One evening 
during an argument, Jorge was feeling out of control and forced his unwilling 
girlfriend to have sex with him. He then called her a whore and told her to 
have sex with her other feminist, artist friends. Jorge passed out from the alco-
hol, and Elisabeth packed her bags. She moved back to her parents’ house the 
following day. Elisabeth called the following week and asked Jorge to go with 
her to see a therapist. He refused, saying that only those who are weak seek 
help outside of themselves, and said he never wanted to see her again. Elisa-
beth was deeply saddened that her formerly loving boyfriend could be so cold, 
hard, and detached. He continued to ignore her calls but would periodically 
call her when drunk and would blame her for their breakup and problems.

Jorge was not able to face his own inadequacy and pain. Instead, he de-
fended against his failure through anger and blame. He constructed an in-
tricate narrative in which he accepted no responsibility for his feelings but 
made Elizabeth the antagonist of his story. It is tragic that Jorge was not will-
ing to seek help. Had he done so, he may have been able to understand that 
while Elisabeth was not to blame for his fate, he too was not entirely at fault. 
Jorge found himself caught between many of the forces that affect men in the 
globalized world: economic changes that impact the lives of individual men, 
changes in sex roles based upon women’s developing sense of their own po-
tential, and the influence of some of the darker characteristics of male identity 
and help-seeking behavior of the hegemonic male (in this case, of the Latino 
hegemonic ideal). He was, of course, to blame for his sexual assault of his for-
mer girlfriend, yet by not being able see the social influences behind some of 
his behaviors, it was too overwhelming for him to accept any responsibility. 
Caught in a world that is rapidly leaving him behind, Jorge may continue to 
drink and live alone.
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For Writing and rEFlEction

 1.  Suppose that Jorge came to you while you were the social worker in an em-
ployment training program and, in a moment of honesty and openness, told 
you his whole story. What services might be beneficial for him to explore?

 2.  How might the four theories outlined in the last chapter inform your work 
with Jorge?

 3.  Which of the four theories would you be most likely to use, and why?
 4.  How does Jorge’s culture impact the choices and recommendations you ex-

plore in the previous questions?

Case Example

Cal Jones is a 55-year-old American man who has been living in Colombia for 
the last four years. In a very real sense, Cal moved to Colombia in an effort to 
save his life. For many years, Cal had been struggling with extreme depression. 
He had tried therapy but never found it successful. Cal was frustrated that the 
three therapists he saw wanted to focus on his childhood and family of origin. 
He felt invalidated when they attempted to steer conversations toward those is-
sues, in spite of his clear description of good relationships with his siblings and 
parents. Cal had hoped to discuss specific strategies for handling his depression, 
and he wanted to talk about his frustrations with meeting women. Each time he 
attempted to discuss these concerns, Cal’s therapists would try to draw connec-
tions to hypothetical childhood events and issues, which for him did not exist. 
Cal wanted to talk about what he saw as the real issue: most women found him 
physically unattractive. He understood this, and while he had largely come to 
terms with what it meant in his life, he felt the need to discuss ways of overcom-
ing this limitation. He understood that his lack of classic physical attractiveness 
was complicated by his personal tastes. Like many men, Cal has internalized 
standards and mandates for physical attractiveness for his potential partners; Cal 
is very picky. Cal was married briefly, during his late thirties. Cal was thrilled that 
Vanessa, a Latina woman in her mid-twenties, was interested in him, and they 
married after they had dated for just a few weeks. Vanessa was born in Colombia 
and had moved to the United States several years before. She had a 6-year-old son 
by the American man who brought her to the United States. Cal ignored early 
signs that Vanessa might not be the best partner for him. She had a nearly violent 
temper and was prone to bouts of severe depression and periods of mania. She 
did not inform him that she was indeed bipolar until after they were married. 
During their stormy six-month relationship, Vanessa and Cal visited Colombia 
several times. He immediately felt comfortable there and liked the slower pace of 
life and the warmth of Vanessa’s family. He enjoyed the closeness and intimacy 
that people seemed to share. However, Vanessa’s untreated mental illness pre-
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 For Writing and rEFlEction

 1. On a month-long vacation back to the United States, Cal asks to see you in 
treatment. Knowing his story, what would you see as his treatment goals?

 2. Cal expresses to you that he wants to talk about his physical appearance, and 
that social workers in the past have avoided the topic. Would you be comfort-
able talking to him about this topic? How would you approach it?

 3. In what ways do you feel you might be effective with Cal? In what ways might 
your own history, background, and skills not be well matched for working 
with him? How might you overcome these deficits?

 4. As Cal moves into older adulthood, what issues must he begin to consider?

vented her from expressing a great deal of affection. She was also extremely hostile 
and would break objects when angry. During her depressive moods, she would 
hide in her room for days. Cal asked her to move out when she took his credit cards 
to Las Vegas and spent eight thousand dollars in three days.

Even though he had a college degree, Cal had worked as a limousine driver 
for many years. The company Cal worked for catered to the very wealthy, and be-
tween his salary and tips he made a very good living. However, he was not happy. 
He found himself torn between doing what he did for work and doing what he 
loved to do, which was writing and journalism. After his marriage dissolved, Cal 
found himself thinking about Colombia more and more. Over the next several 
years, he traveled to Colombia on his vacations, making friends and connections 
there. He found that Colombian women seemed far less interested in his physical 
attributes, and more interested in him as a person. For a decade he saved his mon-
ey and invested well. His house had skyrocketed in value. At age 50 he had saved 
enough money to move to Colombia, if he could find a part time job. Cal found a 
job working in an American-owned travel agency and made his move.

Cal has very mixed feelings about living in Colombia. On one hand, he enjoys 
the quality of life that is afforded by being able to life comfortably though work-
ing only twenty-five hours a week as the manager of the travel business. He also 
enjoys the fact that he has been able to frequently date and have intimate rela-
tionships with local women. However, he also believes that the main reason these 
women are interested in him is that they see him as a potential way out of poverty. 
Cal understands the power and control that this gives him over these women, 
many of whom are twenty years his junior. He also worries that they are not being 
honest with him, and that his relationships are often not authentic. When Cal is 
honest with himself, he has great ambivalence about these encounters. He finds 
them pleasurable, but he also feels a bit exploitative. He also admits to liking the 
power and control that this gives him. Cal has felt relatively happy for the first 
time in many years, and he enjoys his job and the Latin American lifestyle.



 Conceptions of Masculinity t h r e e 
 and the Development of Men

Connell (1998) observed that masculinities are not homogeneous. Even with-
in supposedly homogenous groups, masculinity often differs in how it is ex-
pressed and lived by individual men. Holding rigid notions of what it means 
to be a man is a significant problem for many individual men. The adoption of 
dogmatic, rigid, and overly restrictive notions of masculinity has been found 
to be a central cause of gender role strain, the pressure that men feel when 
they attempt to conform to gender norms that are often extremely difficult to 
achieve (Pleck 1981).

These rigid conceptualizations of masculinity are deeply ingrained within 
social institutions, such as family and the workplace (Walby 1997). In fact, so-
cial workers and other helpers may hold unrealistic and harmful expectations 
for men. These sometimes subtle expectations can greatly affect the helping 
relationship, as social workers compare and contrast individual men to their 
own internalized schema of what men should be. These expectations can lead 
social workers to underestimate the capacity of some men, and they may lead 
men to feel undervalued and unappreciated for who they are. For instance, a 
man who has struggled with developing and maintaining a stable career is of-
ten judged more harshly than a woman in a similar situation (Sommers 2000). 
This chapter examines various conceptions of masculinity and adult male de-
velopment. The exercises and case studies at the end of the chapter will help 
you examine your own beliefs about notions of masculinity and assess how 
this may affect your work with men.



Men Becoming Men

One desired outcome for working with men is to help them develop their own 
conception of what it means to be a man. This is a difficult task, as men may 
feel threatened if the social worker does not accept their traditional male val-
ues and behavior. This theme—the balance between accepting men’s views of 
masculinity and helping them explore the positive and negative consequences 
of these conceptions in their lives, their health, and their relationships—will 
be revisited many times throughout this book. Men may be negatively af-
fected by some of their more rigid beliefs and notions about what it means 
to be a man. Social workers must develop skills for helping men evaluate the 
costs of these beliefs and values, while at the same time assuring that their 
clients experience “unconditional positive regard” (Rogers 1961). Yet this is 
often easier said than done. Shay and Maltas (1998:98) explore this theme re-
alistically when, referring to men in couples counseling, that “It is a paradox 
that the very expectation for deep understanding and intimate communica-
tion is directed towards someone whose gender socialization is so different 
as to require skills in a kind of cross-cultural communication.” They note that 
a goal for many men in counseling is to help them “become more aware of 
the cultural forces, mediated through their families, which shape their gender 
ideologies and their relationship behaviors. Such heightened awareness makes 
possible a more conscious evaluation of the implicit choices they have made 
about their behavior in intimate relationships and an exploration of the costs 
and benefits of continuing on in the same fashion.”

At no time do Shay and Maltas discuss making men change. They rec-
ognize that when one is dealing with internalized values that are culturally 
ascribed, one must give men the opportunity to explore how their beliefs and 
behaviors affect their dreams and goals. The temptation of many social work-
ers, particularly women who have witnessed the effect that many of these be-
liefs and behaviors have had upon themselves and other women, is to directly 
and forcefully confront men about sexist attitudes. Some social workers may 
view their primary ethical responsibility in such situations as being toward 
social change. I fully agree that an important goal of our work with men is 
to help them behave lovingly, responsibly, nonviolently, and ethically toward 
women. Yet taking a confrontational approach with men may alienate them 
from working collaboratively with you and with professional helpers in the 
future. The costs of this alienation could have grave consequences for men 
and their loved ones. Change is a slow and often painful process. For now, it 
is important to understand that masculinity is a complex, multicultural phe-
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nomenon, and that men often are stuck between multiple domains and expec-
tations about how they are supposed to behave.

conceptions of Masculinity

This section looks at different conceptions of masculinity and how masculine 
identity is developed. Some of the discussion hinges on research in the behav-
ioral and social sciences, and some comes from gender studies and other dis-
ciplines in the humanities. It is difficult to explore identity and development 
separately, as they are highly intertwined. I start with the notion of identity, 
allowing for a more complete discussion of other developmental issues later 
in this chapter. Clearly, the development of masculine identity affects and is 
affected by the biological, psychological, and social forces that influence other 
aspects of development. While I discuss these issues separately to deconstruct 
and illuminate several key perspectives, the confluence of these factors is evi-
dent in many of the case examples that I present in this book.

As mentioned, men and their social workers must grapple with accep-
tance (both men’s self-acceptance and acceptance by the social worker) versus 
the known effects of traditional masculine norms. On one hand, it is essential 
to treat men who ascribe to traditional values as a culturally different group 
whose values must be accepted and cherished. Social workers must “start 
where their clients are” and be accepting of values that are different from their 
own. On the other hand, some traditional male beliefs, values, and behav-
iors are associated with numerous poor outcomes for men, including disease, 
illness, and even shorter life expectancy (Brooks and Silverstein 1995). Some 
traditional male values have been associated with discrimination and violence 
against women. I will argue that what is necessary is to help men reflect upon 
their values and make choices for themselves based on a reasoned review of the 
consequences and costs. Additionally, what Freud believed about mechanisms 
of defense may hold true for traditional masculine values and behaviors; they 
may have functionality to the degree to which they are flexibly and selectively 
“used.” For instance, stoicism is extremely helpful when dealing with a crisis, 
yet less so when a man is called upon to express empathy in intimate relation-
ships. Several concepts that I consider below will lend insight into how to ap-
proach men around these issues.

Connell (1998) posits that masculinity studies in the 1970s and 1980s 
often consisted of oversimplifications about notions of the male sex role. 
In this work, the author contends, specific variables were measured in fe-
male and male populations to ascertain what behaviors were correlated 
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with men. The work was often limited in that it did not account for the role 
that power plays in the construction of masculine identity. Newer research 
and scholarship focuses on the social construction of masculine identity. In 
these approaches, masculine identity is not viewed as one fixed, context-free 
phenomenon, but as a complex and shifting set of cognitive, emotive, and 
behavioral possibilities. Consistent with nondeterministic views of human 
behavior, social constructionist perspectives lead to the potential for men to 
critically examine, and therefore alter, behaviors that were heretofore viewed 
as inherently male.

Hegemonic masculinity is a concept that helps us understand masculine 
identity as it is socially constructed. The previous chapter explored the notion 
of hegemonic masculinity and its relationship to men and globalization. While 
not without its problems, understanding the concept of hegemonic masculin-
ity, or perhaps competing notions of masculinities, provides social workers 
with a tool by which to understand how men view and judge themselves, and 
how they are viewed and judged by society. As Oliffe (2005:2250) contends, 
“Hegemonic masculinity also signifies as positions of cultural authority and 
leadership, not just in relation to other masculinities, but in relation to gender 
order as a whole.” 

The concept of hegemonic masculinity helps us focus on the aspects of 
masculine behavior that are expected of men in society. This may at times be 
overstated, as masculinity does tend to be contextual. Behaviors that the dom-
inant culture does not accept may be valued and cherished within ethnically 
diverse communities. For example, harmony with others and cooperation are 
traits valued in most Native American cultures, yet they may not be valued in 
mainstream social institutions (Krech 2002). The notion of hegemonic mascu-
linity assumes that men will experience conflict when their behaviors conflict 
with norms of dominant male behavior. However, within their own commu-
nities these behaviors are accepted. Where problems occur is when men who 
ascribe to different models of masculinity inevitably engage the institutions 
of the dominant culture, which often do not accept alternative ways of be-
ing a man. For example, the collectivist traditions of indigenous men may not 
lend themselves to success in the competitive, individualistic world of most 
American universities. The inability of these institutions to incorporate other 
models of masculinity may in part account for the low university attendance 
and graduation rates of some diverse populations. This is not surprising, as the 
process of promoting the hegemonic masculine idea in the educational sys-
tem starts in elementary and secondary schools. Nunn (2005) identifies seven 
structural mechanisms that reinforce hegemonic masculinity in school set-
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tings: textbooks; the legitimation of sports; orientation toward writing; teach-
ers as leaders; school as a space of mandatory congregation and interaction 
among students; and normative heterosexism. While Nunn notes that some 
diversity of masculinities is accepted in some schools the hegemonic idea is 
usually reinforced and privileged.

Connell (1998) observed that the study of masculinity has reached what he 
refers to as an “ethnographic moment” in which the study of the lived experi-
ences of individual men, culturally diverse men, and men whose masculinities 
do not conform to the hegemonic idea must be championed. This appeal has 
relevance for social work and social work practitioners, as we need to guard 
against preconceived assumptions, stereotypes, and prejudices in our work 
with men. As I shall stress several times in this book, social workers should 
use research and ideas about masculinity as hypotheses yet must be guided in 
their practice by the truths of their individual male clients.

This socially constructed notion of masculinity is one of the domains of 
research that Connell (1998) suggests are key to understanding masculinity. 
They include plural masculinities, hierarchy and hegemony, collective mascu-
linities, bodies as arenas, active construction, and contradictions. As discussed 
earlier, various social influences affect the development of masculine identity. 
There is not one masculinity, but multiple or plural masculinities. Within each 
society, within each culture, and even within each man, multiple masculini-
ties exist. A man’s perceptions about his own masculinity and behavior shift 
and change over time. Masculinities are also created collectively in the con-
text of social groups. Men’s bodies are often the places where conceptions of 
masculinity are played out. Notions of what a masculine body is often change 
over time. Further, what a man will do with his body and what his body will 
tolerate also vary by culture. In accordance with their collective and socially 
constructed natures, masculinities often conflict, particularly when men’s dif-
ferent cultural realities come into contact. A college professor, for example, is 
expected to express his masculinity in one way with female colleagues yet dif-
ferently with male friends while engaging in workouts in the gym. That men 
are able to move between these worlds and still function well is indicative of 
the strength that comes from this form of biculturality.

In their important synthesis of research on gender differences and the 
clinical implications that can be derived from this research, Mahalik, Good, 
and Englar-Carlson (2003) present a number of masculine scripts by which 
men live their lives. These scripts each represent aspects of the hegemonic 
idea that research has suggested guides male development and behavior. The 
scripts are metaphors that help explain key aspects of male identity. 
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• The strong-silent-type script leads men toward emotional restriction 
and stoicism. The authors note numerous consequences of adherence to this 
script, including depression, anxiety, and social isolation. 

• The tough-guy script is learned by boys, as they must show bravery and 
suppress their vulnerability. Boys learn to not back down from fights, thereby 
placing themselves at a higher risk of violence as they mature. Not developing 
the ability to directly express emotions predisposes men to relationship prob-
lems and substance abuse. 

• The give-‘em-hell script, related to the tough-guy script, suggests the 
ideal that men do not back down from conflicts but demonstrate their power 
and willingness to use violence as a means of exerting control and their will. 
Men who conform to this script are at high risk of engaging in violence in 
intimate relationships and may have legal problems as well. 

• When men attempt to conform to the playboy script, they seek sexual 
relationships outside the context of emotional intimacy. Having suppressed 
the capacity to feel and express their own emotions, they use sex as a primary 
means of achieving connections. Such men equate their ability to make sexual 
conquests with their own personal worth. Sexual conquests become a means 
of achieving personal acceptance. Adhering to this norm predisposes men to 
problems maintaining long-term, loving partnerships and places them at risk 
for sexually transmitted diseases. 

• The homophobic script has powerful consequences for men and their 
capacity to form intimate relationships with each other. Men adhering to this 
script seek to prove their own manhood by shunning connections with other 
men, in fear of being viewed as homosexual. Since according to the hegemonic 
ideal homosexuality is antimasculine, many men will go to great lengths to 
prove they are not gay, often eschewing any type of relationship that could be 
construed as homosexual. The homophobic script leads to isolation and often 
to denial of aspects of oneself. 

• The winner script is important to American culture, in which men are 
expected to be competitive and successful. While competition has its place, 
and material and career success are of value, rigidly holding this script as the 
only way to achieve valuing and meaning can be associated with heart disease 
and other health concerns. It may also make it difficult for men to connect to 
others in noncompetitive contexts. 

• The independence script refers to men’s adherence to a hyperindepen-
dent relationship style that leads to isolation and disconnection. This script 
also has strong consequences for men’s health, as men who follow this script 
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believe that they can solve their problems on their own. Seeking and receiving 
help are viewed as weaknesses.

One of the most important theorists in masculinity, Pleck (1981) devel-
oped the concept of gender role strain. According to Pleck’s theory, men in-
ternalize socially constructed norms about what it means to be a man. The 
previous generation of parents, teachers, and other adults transmit these ste-
reotypes through their expectations to developing boys. Boys begin to develop 
an understanding of the proper way to be masculine and what behaviors are 
seen as feminine. They learn the rules of the game and attempt to match their 
own behavior and personality to these rules. However, these guidelines often 
conflict with one’s own sense of self. They are often contradictory as well, so 
no matter how hard a boy or man may attempt to fit the model, achieving 
“perfect” masculinity is impossible. The discrepancy between these internal-
ized ideas and a man’s inability to achieve them causes a great deal of strain, 
emotional conflict, behavioral problems, and pain. Pleck asserts that these 
conflicts actually create trauma in men that is partially responsible for men 
detaching from their emotions.

A colleague recently told a story that serves as a perfect example. Her 
nephew, a child care worker in a recreation center, was experiencing conflict 
with one of his female colleagues. Apparently she felt that he was too easily 
influenced by the children’s emotions and was not firm and stoic enough. 
Feeling particularly frustrated with him, she said that he was acting “way 
too girly.” Messages such as this send men mixed signals. Our socialization 
teaches us to be firm, stoic, detached, and emotionally uninvolved. However, 
certain social roles mandate that we develop other aspects of our personali-
ties. Yet when we exhibit these behaviors, we are often censored, shamed, or 
punished for them.

Lazur and Majors (1995) focus on the impact that this gender role strain 
has on men of color. They argue that the normative masculine model is that of 
white, middle-class, heterosexual, employed, able-bodied men. Men of color 
and other men do not fit this model and thus find themselves stuck in a dif-
ficult double-bind (Phillips 2006). On one hand, a racist model leads men of 
color to judge themselves against an ideal they will never achieve. However, 
social acceptance pushes men to attempt to adapt to the hegemonic ideal. On 
the other hand, the degree to which they do achieve these norms may distance 
them from parts of their own culture.

When a man of color acts according to the prescriptions of dominant 
masculinity norms, he often finds that other people in his particular ethnic 
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group may consider that he has “sold out.” He has bought into a cultural con-
cept that, in effect, negates him (Philips 2006:412).

Within Latino society, machismo is considered the constellation of ideal 
male characteristics, which include physical power, social domination, and 
a discounting of feminine characteristics. The roots of machismo have been 
traced to the influence of Catholicism on indigenous peoples and the reaction 
of indigenous men to their own subjugation at the hands of Spanish conquis-
tadors (Hardin 2002). Taylor and Behnke (2005) contend that central compo-
nents of machismo are the role of the Latino father, his capacity to provide for 
his family, and the lengths he will go to do so. Latino men who for socioeco-
nomic reasons are unable to engage in this prosocial aspect of machismo may 
engage in other, less positive ways of proving their worth and masculinity.

Developmental theories

When a man of forty falls in love with a girl of twenty, it isn’t her youth he is seek-
ing but his own.

—Lenore Coffee

Traditional developmental theories conceptualized adulthood as the final 
stage of human development (Zastrow and Ashman-Kirst 1997). Regardless 
of differences in focus and in the actual delineation of stages, human beings 
are viewed as progressing through clearly defined stages of development dur-
ing childhood and adolescence. Traditional developmental theories view adult 
personalities as being relatively fixed (Miller 1993). From this view, actual 
changes in adults’ lives are due to changes in social context, and the degree to 
which the relatively fixed personality structure of the adult is able to fit into 
the world. In terms of physical development, classical developmental theories 
present clearly defined patterns of growth and development during childhood 
and adolescence but mainly view adulthood as a state of ever-accelerating 
physical decline, which culminates in death. In other words, adulthood tra-
ditionally has been viewed not as a time of growth and development, but as 
the culmination of prior developmental states (Park and Schwarz 2000). The 
already developed adult must use what he has in order to meet the responsi-
bilities and tasks of adulthood.

However, the modern field of developmental studies has revealed that 
adulthood is indeed dynamic. Individuals grow, change, and develop through-
out their lifespan (Colarusso and Nemiroff 1987). Personality traits and struc-
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ture developed in early life may certainly predispose men to certain behavioral 
and affective tendencies, but adults have a profound capacity to develop, grow, 
and change. Men are capable of adding new relational responses and behav-
iors to their repertoire. They can develop new capacities for self-expression 
and learn to deeply feel emotions of which they previously were unaware. Per-
sonality structures should be viewed as tendencies, but adults are capable of 
maximizing their strengths and working on their limitations. For example, the 
adolescent boy that was once diagnosed as being antisocial may develop (or 
perhaps reacquaint himself with) new capacities for empathy, deep caring, and 
a prosocial lifestyle. What was thought to be a clear psychiatric diagnosis may 
have been an environmental response to a social world that taught him that 
it was emotionally (and perhaps physically) unsafe to care about others. The 
boy who was lazy and underachieving may find the strength within himself to 
work hard toward his goals and dreams. During his adolescent years, he may 
have lived according to a life script in which he played the role of an under-
achieving, uninterested, and disengaged loner. Over time he may have learned 
on his own (or perhaps in collaboration with a good social worker) to write 
a new script for himself in which he is motivated, hardworking, and engaged 
in life. Those who know him in adulthood may be shocked to learn about his 
former self.

The next section explores some of the theories and research on adult de-
velopment as they pertain to men, focusing on stage theories. Stage theories 
help us view men’s lives as evolving stories and narratives within a develop-
mental period. Each stage can be viewed as a chapter of an evolving journey 
in which biological, psychological, and social seasons shape the context and 
potentialities of being. Being able to view men’s lives as stories is important, 
as it is through the construction of individual men’s stories in practice that 
social workers can help those men achieve their goals and dreams. While each 
man will ultimately teach you what is important in his individual life course, 
by understanding some of the developmental stages and needs you can help 
him place his personal story within a universal, human context. Knowing this 
developmental context helps men make sense of their lives and experiences 
and helps them see themselves as connected to humanity as a whole. Other 
perspectives and theories that help us understand male development are also 
addressed in this section. The case examples at the end of the chapter will help 
you view the relationship between the developmental norms that are present-
ed and the manner in which individual men live and express them. 

I would like to preface the discussion with a warning. As with many theo-
ries, it is good to view stage theories as hypotheses. Theories of development 
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should be used to help improve your understanding of masculinity and what 
it means to be a man, yet only provide guidance. When attempting to under-
stand a particular man, these theories must be used in conjunction with other 
approaches, such as “other” developmental theories and general clinical theo-
ries. It is also important to remember that the best guidance for understand-
ing a man is the man himself; theories are only approximations that help guide 
our practice.

Elder, Shanahan, and Clipp (1994:5) highlight this notion when they ob-
serve that “the life-course implications of drastic change for adult development 
and health vary according to the personal experiences that people bring to new 
situations. These are determined in part by a person’s life stage or social age, 
whether childhood, young adulthood, or late life. Any stage of life indicates 
potential life experiences, developmental assets, social roles, and options and 
reveals by comparison the variable meaning of events across the life course.”

When a man’s experience does not fit your theories, it is important not to 
push him into a box in which he does not fit, but to look for alternative expla-
nations. Often the most appropriate place to look for this explanation is within 
the words and story of the client himself. Stage theories are tentative explana-
tions that help us provide structure to the story of lives.

Stage theories

Stage theories are valuable means of understanding adult development (Aus-
trian 2002). According to stage theories, all human beings undertake key de-
velopmental tasks at specific stages of their lives (Ashford, Lecroy, and Lortie 
2005). These theories posit biological and psychosocial patterns and tasks that 
characterize each period. For instance, one of the key developmental tasks of 
late adolescence and early adulthood is the development of autonomy and in-
dividuation (Crokett and Silbereisen 2000). This psychosocial development 
occurs along with, and is facilitated by, physical developments that enable 
young men to gain the capacity for self-care and independence (Lyons, Wo-
darski, and Feit 1998). Brain structures and the capacity for complex reasoning 
allow for the development of more advanced cognitive processing and more 
mutual and adult relationships. The biological, psychological, and social de-
velopmental realities are intertwined and support and/or inhibit each other 
(Hutchison and Charlesworth 1998).

Stage theories are based on attempts to describe what all human beings 
have and do in common at different times of their lives. Yet stage theories are 
not without their limitations. Schriver (2001:185–186) notes that these theories 
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“are incomplete, they exclude many people, and they reflect biases due to the 
value assumptions and historical periods out of which they emerged. . . . The 
developmental modes we have historically used are not representative of even 
most people when we compare the race, gender, and class diversity of the peo-
ple with whom social workers work and the race, class, and gender reflected in 
traditional models. This is to say nothing of differences in sexual orientation, 
age, and disabling conditions completely ignored or specified as abnormal in 
many traditional models.”

For example, autonomy and individuation as they are classically con-
structed are very much white, middle-class phenomena. It is not uncommon 
for first-generation male Latino immigrants to live at home until they are 
married; often they will live with their wife and children in their parents’ 
home. This is not a sign of a young man’s lack of development; cultural re-
alities shape human development in powerful ways. Therefore, while stage 
theories may often be overgeneralized and based on assumptions that are not 
applicable across ethnic groups, they are valuable in pointing out the univer-
sal developmental realities that tend to influence men across their lifespan. 
For instance, all groups of men will experience a slow and gradual decline 
of their physical abilities after the age of forty, yet the meaning, significance, 
and expression of this decline will differ based on race, ethnicity, and class. 
A middle-aged housepainter with only a sixth-grade education will experi-
ence physical decline and the development of arthritis far differently than an 
executive with an MBA and a host of resources. From a practice perspective, 
it is perhaps best to see stage theories not as providing clear-cut rules, but as 
guides to sensitize practitioners to the potential issues that their clients may 
face. To place stage theories in their proper practice context, social workers 
should attempt to understand the culturally specific realities of their clients. 
This will include class, race, ethnicity, level of assimilation and acculturation, 
sexual orientation, ability/disability, and masculine identity scripts. Each of 
these will provide guidance on how to “read” the developmental stages as 
they apply to a man’s life.

Erik Erikson (1959) created one of the most influential models of lifespan 
development with profound implications for the lives of men and for social 
work practice. Core to Erikson’s theory of psychosocial development is the 
concept of the developmental task. Erikson observed that during each devel-
opmental stage, a person would need to master key developmental challenges 
in order to move successfully to subsequent stages. The key tasks were juxta-
posed to a countervailing concept that would serve, in some ways, as a foil to 
the task to be mastered. When a task is not successfully mastered, individuals 
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will revisit and struggle with them throughout their lifespan. While the notion 
of men being stuck in a subsequent stage may not be fully supported by the lit-
erature, it may be valuable to look at Erikson’s psychosocial tasks as existential 
themes that many individuals must contend with throughout their lifespan. 
Regardless of whether men are classically “fixated” in a developmental stage, 
being able to identify these core developmental deficits of men can be helpful 
during the process of assessment. Below I briefly explore the developmental 
tasks, as a lack of resolution of these can shape the life context of men. These 
crises, as Erikson referred to them, include trust versus mistrust, autonomy 
versus shame and doubt, initiative versus guilt, industry versus inferiority, and 
identity versus role confusion.

The early infant must learn to develop trust. Those who do not may devel-
op problems with attachment that can have profound influences throughout 
their lifespan (Schore and Schore 2008). Not being able to trust can lead men 
to struggle with forming intimate bonds, relying on workplace colleagues, or 
developing supportive friendships. 

The developmental task of the toddler, autonomy versus shame, is crucial 
for later development of security and independence. Children who success-
fully learn that their feelings, thoughts, and behaviors are different from those 
of others, and that they are supported in their development of autonomy,  
come to understand that they can be separate yet still have their emotional 
needs met. Children who are shamed for their developmentally appropriate 
need for increased autonomy can develop feelings of shame or a global feeling 
of guilt for their independence. Men who feel shame for autonomous action 
may overcompensate with hyperindependence and rigidly adopt a go-it-alone 
masculine script. 

Children who are supported in their ability to initiate may develop feel-
ings of mastery and confidence in their ability to successfully handle life’s chal-
lenges. Children who are thwarted during this stage may come to feel insecure 
and spend a lifetime attempting to prove that they are successful. A focus on 
proving themselves can lead men to neglect other facets of their lives and may 
be accompanied by consistent feelings of insecurity.

Adolescents should be given the space to explore their own identity and 
sense of self. Adolescent boys experiment with various roles, searching for a 
sense of who they are. If their social environment provides enough stability, 
boundaries, and “containers” to keep them safe, yet enough freedom and vali-
dation for their own developing ideas about themselves and the world, they 
can successfully enter early adulthood with the beginning of a conception of 
themselves as men.
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The first adult stage is early adulthood, lasting from age 18 to 34, with its 
associated crisis of intimacy versus isolation. Erikson conceptualized the main 
task of this phase as the establishment of intimate, lasting relationships. Young 
men who emerge from adolescence with a clear sense of their own identi-
ty more easily allow others to become close; they do not perceive as a threat 
the giving away of the self that is needed for successful relationships. Having 
learned to trust and feel a sense of autonomy in childhood, young men are 
able to let down their boundaries and walls and allow others in. Poa (2006:29) 
observed that “for many persons, the period of young adulthood is an excit-
ing time as they negotiate the transition from adolescence to adulthood and 
begin to grow and develop into their new roles as more independent individu-
als. However, this can also be a troublesome time, as the process of transition 
leaves them vulnerable as they attempt to consolidate their identity and exer-
cise their recently acquired rights and responsibilities.”

Young men in early adulthood have many choices to make. They must fig-
ure out their career in an ever-changing world and experiment with establish-
ing new emotional bonds. Working toward establishing intimacy is not a lin-
ear process for most men. Most men, regardless of their sexual/affectional ori-
entations, develop early relationships that do not stand the test of time. These 
“practice” relationships can be the context through which men learn how to 
express their needs and meet the needs of others. Men who do not have these 
early relationships may struggle to build intimate connections and can begin 
to feel a sense of despair. This despair may become more pronounced as they 
move toward the next stage. Men must also learn to negotiate their relation-
ships to their families of origin in culturally appropriate ways. Men from more 
communally based cultures who find work and careers within mainstream 
American society need to reconcile the expectation for individuation associ-
ated with the hegemonic masculine ideal and the values of their culture.

The second stage in Erikson’s model is middle adulthood, from 35 to 60 
years old. The main psychosocial crisis is generativity versus stagnation. In 
this stage, the adult seeks life satisfaction through productivity. This produc-
tivity can occur within several domains, such as work, community involve-
ment, and family. For men in the United States, work is the central means of 
achieving productivity. As with the other stages, this stage is very similar to 
one of the stages of child development: industry versus inferiority. The com-
mon thread that runs between both is the importance of feeling competent 
in relationship to oneself and to one’s family, friends, and peers. Men who 
previously suffered from feelings of incompetence in one domain of life may 
be attempting to overcompensate and compulsively strive for success in the 
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workplace. For instance, a man who struggled with achieving at school may 
also have a difficult time achieving success in work or may work compulsively 
to demonstrate to an internalized “other” that he is worthy. Men who are do-
ing well in this phase of development will hopefully learn to balance family, 
work, and other social obligations. A man who is able to develop meaningful 
family and creative (career) achievements is able to heal many of the wounds 
of the past through coming to view himself as a competent and productive 
member of society. Men who fail to achieve success in these domains often 
slip into self-absorption and stagnation. To Erikson, a great deal of life’s pur-
pose is to prepare for the middle stage of life. He believed that the end of life 
is a time in when the aging adult looks back upon his life and assesses the 
meaning and value of what he created.

The meaning of production and generativity will vary by culture, and for 
each individual man. Men may also develop a conception of their own worth 
that is more reliant on family, religion, political activism, or alternative sources 
for generativity. The traditional conceptualization of generativity must be ex-
panded. For instance, new research on fathering suggests that men may receive 
numerous benefits from fathering, including increased self-worth, improved 
quality of health, overall well-being, and an enhanced relationship with their 
spouse (Palkovitz 2002). Social workers working with men in midlife can help 
them negotiate the complex web of developmental life-stage needs for genera-
tivity and production within a complex, changing, postmodern world. Social 
workers will frequently encounter men who have not, in their perceptions or 
in the perceptions of those around them, successfully met this developmental 
stage. Men may experience stagnation as depression, sadness, a fear of the fu-
ture, or preoccupation with the past. The existential perspective, as it is applied 
in various chapters throughout part 2 of this book, provides especially relevant 
guidance in helping men work through stagnation. With its focus on helping 
men develop a sense of responsibly, its here-and-now orientation, and its man-
date that each man find his own personal meaning, the existential perspective 
may provide the means by which social workers can contextualize these devel-
opmental stages within the context of personally constructed development.

The last phase is late adulthood, beginning at age 60 and lasting until 
death. The psychosocial crisis of this stage is referred to as ego integrity versus 
despair. If a man is able to look back on his life and derive a sense of satisfac-
tion, if he believes that he was able to positively contribute to existence, then 
he will feel a sense of wholeness, or integrity. If a man looks back on his life 
and fears that he has not contributed well, that he experienced more failures 
than successes, he may slip into despair. The pain of not having lived a life that 
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he perceives as being of value is one of the most tragic experiences that a man 
can endure.

Erikson was in his forties when he conceptualized this stage, and he wrote 
at a time when biomedical advances were not as sophisticated as they are to-
day. For many men today, the ability to be productive and achieve extends well 
beyond the age of 60. Men tend to work far longer and are physically more 
healthy and vital than they were just a generation ago. This improvement in 
physical health is not without its complications. Men may often have to work 
far longer in order to prepare for retirement. Men who retired early from un-
successful careers, who may struggle with despair, may find themselves liv-
ing with financial deprivation and insecurity far longer. Concerns and fears 
about the financial health of the social security system have increased social 
concerns about our capacity to care for older adults. The anticipated social 
security shortfalls may occur at a time when the relative wealth and prosper-
ity of the United States is declining relative to many other countries, and after 
decades of soaring health-care costs.

However, when a man is able to feel good about his life in this stage, he is 
able to find new ways of engaging the world. Less concerned with the views 
of other, with social norms and rules, many men are able to shift gears and 
create a new sense of self and meaning. During this time, an important task 
is to contribute to subsequent generations. One of the ways that this can be 
accomplished is for men to be provided with opportunities to mentor other 
men or boys. Mentoring programs have been shown to have many positive 
benefits for both mentors and mentees (Flaxman, Ascher, and Mahaley, 1992; 
Greim 1992).

One of the most important early studies of adult male development was 
undertaken by Levinson (1978) and his colleagues and culminated in the clas-
sic The Seasons of a Man’s Life. Based on a sample of in-depth qualitative inter-
views of forty men, the researchers developed a theory of male development 
using the metaphor of seasons:

To speak of seasons is to say that the life course has a certain shape, that it evolves 
through a series of definably forms. A season is a stable segment of the total cycle. 
Summer has a character different from that of winter; twilight is different from 
sunrise. To say that a season is relatively stable, however, does not mean that it is 
stationary or static. Change goes on within each, and a transition is required for 
the shift from one season to the next. Every season has its own time; it is impor-
tant in its own right and needs to be understood in its own terms. No season is 
better or more important than any other. Each has its necessary place and con-
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tributes its special character to the whole. It is an organized part of the total cycle, 
linking past and future and containing both within itself. (Levinson 1998:7)

While the precise time periods that Levinson and his colleagues devel-
oped has been challenged over time, and certainly was based on a sample 
that was too small and perhaps too heterogeneous to include the realities of 
all cultural groups from varied historic periods, the notion of seasons is in-
deed important. Levinson viewed early adulthood as lasting from the end of 
adolescence, between 18 and 22 years of age, until around 40. From 40 to 45 
years of age, men make the transition from early adulthood to midlife. At ap-
proximately 60, men transition to older adulthood. One of the key findings of 
Levinson’s work rests on the notion of a transition period. During this period 
between seasons, men are living between two worlds, life structures, and ways 
of achieving meaning. These transition points are often when men find them-
selves seeking or are referred to social work services as their old ways of living 
may not work, and they experience psychosocial or physical problems that are 
the result of living between these two spaces.

For instance, I am currently in the transition between young and mid-
adulthood. I have put on some weight, normal for men during this transition. 
This extra weight and physical decline, combined with not recognizing my 
new limitations (i.e., I can no longer push my body as I did ten years ago with-
out consequences), has led to the development of tendonitis in my feet. This 
intermittent, painful condition has affected not only my health but also my 
mobility, my capacities at work and for housework, and my sense of identity. 
No longer am I the young man who could push through exercise pain and eat 
what he wanted without weight gain. This process has forced me to explore my 
own mortality (and lose forty pounds!).

other theories

While not normally viewed as a developmental perspective, existential theory 
is a valuable means of understanding male development, with important impli-
cations for practice. In particular, existential theory’s focus on the importance 
of meaning, and the construction of meaning as a core organizing principle in 
adult life, holds special value for adult male development. Sartre (1965) con-
tended that the fundamental nature of human existence is that it is inherently 
meaningless. That is, there is no one set meaning and purpose of life that each 
person can choose to build a life around. To Sartre and many other existential-
ists, the very mission of our lives is to work toward the development of our 
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own purpose and meaning. Too often men hide from taking responsibility for 
developing their own meaning by engaging in what is referred to as “bad faith” 
behaviors, such as addiction, blaming others, or spending countless hours 
watching television, that help us hide from the difficult work of creating our 
own lives (Krill 1969). Existentialists believe that the emotional consequenc-
es of choosing to be free and responsible often compel people to act in ways 
that may lead to life being easier, yet far less authentic and rewarding (Jourard 
1968; Kierkegaard 1954). Examples include not being able to blame others for 
one’s fate, and understanding that the centrality of one’s own role in creating 
one’s existence leads to a sense of anxiety. Existentialists view this anxiety as 
part of the cost of being fully alive, fully human, and fully autonomous (Buber 
1955). This is not to be confused with clinical anxiety, which is a debilitating 
condition and will be addressed later. Additionally, a man being responsible 
for creating his own sense of meaning does not mean that he is responsible 
for having “caused” his social context. Historically disadvantaged men are not 
responsible for being subjected to discrimination, oppression, and other so-
cial factors. However, existentialists argue that a key part of development, of 
personal and emotional growth, is taking responsibility for choosing to create 
meaning within the context of such obstacles. Frankl (1963; 1967) posited that 
his ability to survive the Nazi concentration camps was in part facilitated by 
his capacity to find meaning even within the horrors of a death camp.

The ability to transcend difficulties and create meaning from them is an 
essential aspect of healthy male development. In a real sense, this capacity lies 
at the heart of what it means to be resilient (Furman, Jackson, Downey, and 
Bender 2002).

One of the advantages of the existential approach, as well as other non–stage 
theories, is that stage theories break down when issues of disease and illness 
shorten the life span. When a younger man has a life-threatening disease, he fac-
es developmental issues differently than other men. Recently I watched a video 
of the last lecture of a computer science professor who, at age 46, was dying of 
pancreatic cancer (Pausch 2007). The video illustrated a man who was forced to 
struggle with end-of-life issues in a way that most men his age do not. His power-
ful lecture highlights how important it is for people to make sense of their lives 
when faced with death, and how important existential themes are for men.

Ashford, Lecroy, and Lortie (2006) present a powerful perspective that 
they refer to as the multidimensional approach. This approach adopts an eco-
systems perspective in which the major domains of a person’s life are viewed 
as interacting with and affecting each other. As with other systems-oriented 
approaches, the metaphor of a mobile can be useful. When one part of a mobile 
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is touched, other parts are impacted. So it is with a man’s life, when one domain 
of experience is affected, so too are the other domains. According to this ap-
proach, the main domains of human life consist of the biological, psychological, 
and social spheres. The authors note that human behavior can be viewed from 
this perspective in terms of a hypothesis regarding the etiology of the problem: 
“It is helpful to take a hypothesis approach to each primary dimension and its 
underlying functions. Hypotheses from biophysical, psychological, and social 
dimensions are posed in order to examine possible etiology and explanations 
of the client’s functioning” (17–18).

In my social work practice courses, I have used this approach as a means 
of teaching assessment. A concept that students have found valuable is the 
importance of the intersection between the different domains. That is, human 
behavior can be viewed as not being “caused” by any one event that occurs 
within one particular domain, but by the interaction between different do-
mains. These intersections are graphically illustrated in figure 3.1.

Figure �.1 Bio/psycho/social assessment.
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As an illustration, consider a biophysical illness, such as diabetes. Many 
social and psychological factors overlap and intersect with biological processes 
that affect how diabetes will be experienced, the course of the disease, and po-
tential treatment options. Let us take the case of an African American man who 
finds out he has diabetes at age 45 (a similar case will be discussed in another 
chapter). Hearing his diagnosis may trigger feelings of inadequacy and sadness. 
He may for the first time “come out of denial” and come to see himself as obese. 
This may contribute to a biological tendency to feel depressed. This depression 
may make it harder for him to want to take care of himself, thus inhibiting his 
ability to comply with his doctor’s orders. Over time his depression and his un-
treated diabetes have an impact on his capacity for work. He therefore begins to 
experience work problems, which exacerbate his level of stress. His increased 
stress leads to compulsive overeating and poor self-care, and he winds up gain-
ing a significant amount of weight. Gaining weight not only affects his diabetes 
but his relationship with his wife, who no longer wishes to be intimate with 
him and is increasingly afraid and angry over his seeming inability to take care 
of himself. He also becomes isolated from his friends, his church, and the rest 
of his social network, thereby increasing his sense of isolation and shame. As is 
clear from this example, the three domains of human functioning overlap and 
intersect, and they act upon one another in a reinforcing manner. There is a 
sense that this man’s life is spinning out of control.

Understanding this relationship is not merely an academic exercise but 
has important implications for social work practice. Social workers working 
with men will find that since all three domains of human behavior are impli-
cated in nearly all human problems, social workers have multiple entry points 
through which to help men resolve their problems. That is, regardless of which 
domain a particular problem “started” in, many potential actions can have a 
profound impact on specific problems. Not only do these domains intersect in 
the perpetuation of problems, but they are a powerful force in the maximiza-
tion of client strength and resiliencies, as subsequent chapters will make clear.

case example

This case example presents the life story of a man who recently has “come out of 
the closet” and affirmed his homosexuality. A long and painful process, Chip’s story 
encapsulates several important aspects of this chapter’s discussion of masculinity.



Chip Botch is a 49-year-old man living in Kansas City, Missouri. Chip was 
brought up in a small town in Wyoming. His father was a day laborer and a cow-
boy. Both his father and his mother were quiet; Chip said that, growing up, his 
house “like a morgue.” Chip’s mother and father watched television for several 
hours most evenings. Chip believes that his father was an alcoholic—he often 
sat in his chair and drank until he fell asleep. 

Chip did fairly well in school until the age of 9, when his father announced 
to the family that he was moving in with another woman. Chip’s father moved a 
hundred miles away and rarely saw his family. When he died several years later 
of cancer, it had been two years since Chip had seen him. Chip heard about the 
death from a family friend.

Chip reports that as sad as his childhood might have been with his father 
in his life, it was far worse without him. His mother became increasingly angry 
and paranoid. She developed extremely dogmatic religious beliefs. Over time, 
she became something of a fanatic; even her minister seemed to feel uncom-
fortable around her. She compelled Chip to read the Bible for two hours a day. 
Combined with his increasing responsibilities around the house, this cut into 
his schoolwork considerably. Chip lost interest in school during his early ado-
lescence and barely passed most courses.

Chip said that he always felt different, and he realized fairly early on that he 
preferred doing “girl stuff ” to boy things. In junior high, he began to realize 
that he was more attracted to boys than to girls. This realization was simultane-
ously painful and liberating. He believed that his feelings explained why he was 
different. He felt liberated, in that one of his greatest fears was that he would 
eventually have a relationship that mirrored that of his parents. Since he was 
not interested in women, he felt great comfort that he would not be destined to 
repeat his father’s path. However, Chip also was troubled by the contradictions 
between what he was learning in Sunday school about homosexuality and his 
developing identity.

One summer night, when he was 16, Chip was out drinking with his friends. 
They began to tease him for never showing interest in girls, and one of his friends 
wondered out loud if Chip was gay. Realizing that he had to make a bold state-
ment against what seemed like, on many levels, a very threatening accusation, 
Chip hit the boy over the head with a small tree branch. The boy slumped over 
and died from the blow. Chip and two of his other friends began to panic and 
wanted to go to the police. However, one of the other boys convinced them not to, 
but instead to say that the boy fell and hit his head while they were playing tackle 
football. Everyone agreed, so the boys took their dead friend to the hospital.

After this time, Chip became more isolated and spent most of his time by 
himself in his room. He rarely spent time with his family, and he stopped going 
to church. Chip became increasingly withdrawn in school. He developed the 
habit of going to sleep shortly after dinner and waking up at one or two in the 
morning. In this way, he was able to get the sleep he needed and avoid human 
contact as much as possible. Chip was tormented by feelings of guilt and shame. 
He was also extremely anxious that the police would find out about his having 
killed his friend. He also had other complex and painful feelings. At times, he 



was able to identify the sources of his feelings: his father’s abandonment, his 
own sexual attraction toward men, and his having killed his friend. However, 
most of the time he just felt lost within himself, sad and disconnected. He wrote 
daily in his diary about his feelings, usually about his depression. He also wrote 
poems and stories about what it would be like to be someone else.

The day after Chip graduated from high school, he took a bus to Denver 
and began to look for a job. For years, he had stolen several dollars a week from 
his mother’s purse and hidden it in the wall. With nearly two thousand dollars 
saved, Chip took a room in a skid row flophouse. After about three weeks, he 
found a job repairing equipment for a large copy machine company. He had 
developed mechanical skills as a young child, helping his father fix the car and 
household appliances, so he did very well in the company’s training program, 
quickly learning about the various machines. The job seemed perfect to Chip. 
He was able to make a reasonable living and did not have to spend much time 
with other people. Each night he came home and wrote his poems. He soon saw 
himself as a poet and thought that perhaps one day he would become a writer. 
However, these positive aspirations would always be overwhelmed by his feel-
ings of shame and worthlessness.

Chip lived this way for five years. One day, while he was walking home from 
the store, a young woman named Brenda began flirting with him. Soon they 
were talking, and within a half hour they were embracing and kissing. Chip 
felt a strong and powerful connection to Brenda, something he had never felt 
before. The two started spending all their free time together. Chip felt ecstatic. 
Not only did he feel a real and deep connection to another human being, but it 
was to a woman. He believed that this helped him reconcile his feelings toward 
men, which he had denied for many years. Perhaps he was not a pervert, he 
would tell himself. Within two months, Chip and Brenda drove to Las Vegas 
and got married. 

For several years, the couple was happy. They partied a great deal and had 
a simple life of loving each other. However, years of heavy drug use eventually 
caught up to them. They began to feel estranged from each other. As Chip and 
Brenda grew apart, Chip recognized that he still wanted to be with men. He 
started meeting men for sex in various public places. One night, after drinking 
heavily, he told Brenda about his behavior. Intuitive and nonjudgmental, Brenda 
said that she strongly suspected that something was going on, and that Chip was 
indeed gay. The couple’s relationship moved more toward a friendship, although 
they continued to live together.

While Brenda professed to accept Chip, she began to drink more and more. 
Her drinking soon became out of control, and Chip asked her to go into a re-
hab program. For a couple of years Brenda went in and out of rehab. Her sis-
ter, to whom she was very close, had been diagnosed with cancer, and this sent 
Brenda into an emotional tailspin. Her drinking became worse and worse, and 
she entered rehab once again. When her sister informed her that her cancer was 
getting worse and the doctors were recommending palliative chemotherapy, 
Brenda said she wanted to leave rehab, but her sister asked her to stay and to 
become clean, for her.



For Writing and rEFlEction

 1. You have been assigned as Chip’s clinical social worker. Having heard Chip’s 
story, what is your initial impression of his needs?

 2. How would you help Chip deal with his feelings of guilt over having killed his 
friend?

 3. How would you help Chip deal with his sadness about his father?
 4. What techniques and methods would you use to help Chip sort out his rela-

tionship with Brenda?
 5. What other services might be of help to Chip?
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At this point, Chip became extremely confused about his own life. He want-
ed to be supportive of the woman he loved deeply and had shared many years 
with, but he also realized that he was not happy with her. He wanted to pursue 
relationships with men. He was conflicted about how to reconcile these two very 
different impulses. Chip also began to realize that after nearly twenty years at his 
job, he might be interested in trying something else. He had become confident 
in his skills and abilities and felt that he could grow in new ways. Chip also knew 
that while his drinking was not as out-of-control as Brenda’s, he still drank too 
much. When he did not drink, he was plagued with his old feelings of guilt, sad-
ness, and rage. He decided to seek counseling at an outpatient substance abuse 
treatment center.

case example

Sam Wong is a 35-year-old Chinese/Vietnamese American man who lives in 
the South. He is a computer programmer and is married with no children. 
Sam was born in Vietnam, but his family left during the 1970s, moving to 
Guatemala City. After Sam’s father paid for the family to leave Vietnam, they 
had only two thousand dollars to begin a new life in a place where they did not 
speak the language, did not know the customs, and had no work prospects. 
After spending several weeks in a hotel, the family was able to rent an apart-
ment. Without any employment prospects, Sam’s mother and father began to 
bake pastries and sell them in the street, a practice common in both Vietnam 
and Guatemala. They worked day and night and did not have much time to 
spend with their children.



After three years, a friend of the family sold Sam’s parents a Chinese restau-
rant. Although they had saved very little money, the man said they could pay 
him when they were able. They ran the restaurant for six years and were able to 
build a good life for the family. Still, they never quiet felt at home in Guatemala 
City. While they were ethnically Chinese and had friends in the Chinese com-
munity, their years in Vietnam had left them culturally different from other Chi-
nese Guatemalans. Sam’s father dealt with this isolation through hard work. 

Eventually the family saved enough money to buy into a Chinese/Vietnam-
ese restaurant in a large city in the American South where several family friends 
and relatives were living. The family emigrated to the United States when Sam 
was 12 years old.

While worried about how he would fit in in his new country, Sam actual-
ly made friends quickly and adapted well. He found friends in the Latino and 
Asian communities and, having studied English in school, picked up the lan-
guage fairly quickly. His older brother and sister soon went off to prestigious 
universities; the family had achieved happiness and stability. Sam was mostly 
happy and well adjusted, though he felt a sense of sadness about not knowing 
his father well. Sam’s father continued to work hard in the United States. He was 
not a demonstrative man—he lived in cultures in which men controlled their 
feelings. He was shy, reserved, and highly logical by nature. Besides this pain, 
Sam’s life was going well. Over time, he attended an excellent university, studied 
computer programming, and accepted a good job when he graduated.

Sam met and married his wife, Sally, six years ago. Sally is white, has never 
been outside of the south, and is religiously conservative. They are now at a cross-
roads in their marriage. Sally has wanted to do something with her artistic tal-
ents for work—she dreams of writing children’s books and other artistic pursuits. 
However, she has not been able to fully dedicate herself to starting her career. 
Over the last few years, Sam has grown increasingly frustrated with Sally and her 
unfulfilled professional pursuits. He believes that she has done little to make her 
career happen, and he is angered and pained by this. A strong work ethic is one 
of the most important values to Sam. Not only is this an essential part of Chinese 
culture, but Sam grew up watching his parents work extremely hard at creating a 
life for their family. He watched their dogged efforts and appreciated their will-
ingness to do whatever it takes to get ahead. Sam perceives Sally as uncommitted 
and lazy. Her lack of effort has made him respect her less and less. 

While Sam cares deeply for his wife, he admits to wondering if she is the 
right person for him to have a life with. Sam has grown increasingly disinter-
ested in their sex life and is now asking his wife to get “a regular job.” Recently 
Sam spoke to Sally’s parents about his concerns with her. While they like and 
respect Sam very much and in fact agree with him about many of his concerns, 
they were uncomfortable speaking to him. They saw this as a personal and pri-
vate matter between Sam and his wife. Sam was perplexed by their behavior. 
Even though he has lived in the United States for many years, he is very much 
culturally Chinese. In Chinese culture, bringing elder family members into such 
discussions is a sign of respect. Sam sees it as the role of Sally’s parents to help 
him influence her so she can be a “better woman and wife.”
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For Writing and rEFlEction

Develop three questions that Sam might want to ask a social worker, and three ques-
tions his wife might ask. Write out the answer to each question.

When Sally heard that Sam had spoken to her parents, she was extremely 
upset. She was able to recognize that this was another example of cultural dif-
ferences that had made resolving their problems difficult. For many years, Sally 
had wanted Sam to go to couples counseling with her. However, Sam did not 
see the point of counseling. To Sam, one merely identifies problems, comes up 
with alternative solutions, and then makes thing happen. Sam said that he had 
no desire to talk to a stranger about how he felt—he just wanted Sally to follow 
through on her commitments to him. Sally told Sam that if he went to counseling 
with her, she would get a full-time job. He saw this is a positive step on her part 
and thought it a reasonable trade-off. However, Sam was reluctant to talk to a 
counselor. He worried that he would have to talk about things that were uncom-
fortable. His father, as his role model, had taught him to keep family problems 
in the family. Sam also has a hard time talking about his feelings, and he worried 
that the counselor would see this as the problem in their relationship. Recogniz-
ing that Sam might be more comfortable with a male counselor, and one from 
a culture similar to his own, Sally was able to locate a Japanese American male 
counselor. She reasoned that while he was not Chinese, he would be able to un-
derstand some of Sam’s cultural issues better than a non-Asian helper.



 The Relationships of Men F o U r

Who is the happiest of men? He who values 
the merits of others, and in their pleasures take joy, 

even as though they were his own.
—Johan Wolfgang von Goethe

At the outset, it is important to note that despite the ubiquitous notion of the 
“dysfunctional relationship,” significant research has demonstrated that the 
majority of human relationships are positive (Reis and Gable 2003), and peo-
ple experience three times as many positive interactions as negative interac-
tions in their close personal relationships and more casual social encounters 
(Gable, Reis, and Elliot 2000). From an evolutionary perspective, it may be 
advantageous to focus on negative stimuli in one’s environment, for example, 
to protect against physical or emotional harm (Gable and Haidt 2005), yet our 
collective biases seem to have skewed our understanding of human relation-
ships. This is certainly true of the relationships of men. Most men have posi-
tive and functional relationships with many people.

This chapter focuses on the significant relationships that men possess, and 
their roles in these relationships. Men are fathers, friends, husbands, sons, and 
lovers. While I discuss both heterosexual and homosexual relationships I pay 
special attention to the former because other authors have produced excellent 
studies of the relationship issues of gay men (De Cecco 1987; Isay 2006; Peplau 
and Fingerhunt 2007; Seidman 1996). The same is not the case for heterosex-
ual men and their relationships, as Rowland (1996) and Warren (1992) note. 
When the relationships of heterosexual men are explored in the social work 



literature, it is usually as it relates to some severe psychosocial problem, such 
as domestic violence, divorce, or “deadbeat dads.”

Yet every social worker who has worked with male clients knows that many 
men are lonely. Many men have too few social relationships, and the ones they 
have may not provide nurturance, support, and fuel for personal growth and 
support. There are powerful costs to this loneliness and disconnection, as I ex-
plore in this chapter and throughout this book. The interconnectedness of mas-
culinity, health, relationships, and general well-being are palpably described 
by Mahalik, Lagan, and Morrison (2006:67) in their comparison of the health 
behaviors of American and Kenyan men: “Our results suggest that what may be 
distinctive about American masculinity in relation to health behaviors is inter-
personal isolation and how men manage stress. American men’s masculinity is 
related to being less likely to have a close friend or family member whom they 
could talk to about things that are bothering them, being more likely to report 
that they had been told that they use alcohol or drugs too much, and being 
more likely to get angry and annoyed when caught in traffic.”

Some research has demonstrated that men’s relationships are less satisfy-
ing than are those of women (Osherson 1992). However, even this research is 
controversial, as other studies demonstrate that many men have different re-
lational needs than women do. Yet before I turn to the problems men have in 
relationships, I should note again that many men do have extremely nurturing 
and positive relationships in their lives. Many men and women have much in 
common in terms of their capacities, desires, and needs for intimate relation-
ships, as well as their skills in developing and maintaining such relationships.

One way of viewing the different relational needs of men and women is to 
see men and women as two culturally different groups. In fact, the metaphor 
has been extended, with men and women being portrayed as two different 
species from two different planets (Gray 1992). While this metaphor may be 
somewhat exaggerated, it does help us understand men and women as being 
culturally different enough that our worldviews, and therefore our relation-
ships, will be different.

Shye et al. (1995:936) provide an important overview of essential differ-
ences in men’s and women’s relationships: “Considerable data indicate that 
women’s social network interactions fulfill feminine social role prescriptions 
for expressive, affiliative, supportive behaviors, while men’s conform to mas-
culine role norms of independence and instrumentality.” In other words, tra-
ditional interpretations of data on sex role differences find that men are in-
clined toward separateness (independence) and view relationships in terms of 
what they can practically provide (instrumentality). 
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Baumeister and Sommer (1997) give an alternative interpretation of some 
of these key relationship needs and tendencies:

Our view is that men, like women, are powerfully and deeply driven by the need 
to belong—only that men tend to understand and realize this need within the 
context of a broad sphere of social relations (unlike women). Whereas the female 
view focuses narrowly on a small number of intimate didactic bonds, the male 
view embraces a broader social structure with a larger number of people. This 
larger number of people entails that the male orientation cannot pursue intimacy 
as effectively as the female approach. As a partial replacement for intimacy, the 
male quest for belongingness may emphasize hierarchies of status and power. In-
deed, status and power structures may be almost inevitable issues in larger groups 
(unlike communal dyads), which cannot avoid certain problems of social organi-
zation such hierarchies may solve.

The authors view certain aspects of men’s relational style not as attempts 
to distance, as posited by some researchers (e.g., Cross and Madison 1997), but 
as attempts to connect. For example, they note that when men engage others in 
hierarchical relationships, characterized by expressions of power, the very act 
of attempting to exert power closely bonds them to others. This analysis of the 
relationship style of men whose behavioral patterns conform to the American 
hegemonic idea is a significant departure that challenges many interpretations 
of men’s relational styles. While this controversial view is open to debate and 
has been critiqued as not being fully developed or not having enough opera-
tional definition to help us fully understand masculine identity (Wetherell and 
Edley 1999), it may have relevance in explaining the importance of relation-
ships to men. An expanded definition may help us truly understand the mo-
tivations of men in their perception of relationships with others and provide 
us with additional information by which to make assessments. However, this 
does not imply that this relational motivation and style will be effective in all 
social settings. As with other behaviors, it may be a historical anachronism 
that is useful in some social contexts but not in others. Using such an analysis, 
social workers may wish to help some men develop new relational styles and 
to improve their ability to adopt different roles in different social contexts.

One might be concerned about condoning relationships based on un-
equal power dynamics. I strongly sympathize with this concern and believe 
that in macro social work, practitioners should promote more egalitarian, 
non-power-based relationships. However, in working with individual men on 
their relationships, such an approach may not prove effective. Change is often 
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a slow process, and helping men to develop different skills and tools without 
shaming them for who they currently are must be a central guide to practice. 
Clearly, these are complex issues for which easy answers cannot be found; they 
call for creativity and further exploration and research.

It does seem clear, however, that some of the traits of hegemonic mas-
culinity do impede the formation of intimate relationships. Competition, 
unequal power differentials, stoicism, intolerance for “softer” emotions, and 
the valuation of isolation and independence all make some types of relation-
ships difficult. In intimate personal relationships with children, the ability 
and willingness to express oneself emotionally is crucial. Intimacy demands a 
level of sharing of our real selves—selves that make mistakes and have fears, 
concerns, and regrets. This type of sharing is key to the formation of trust 
in relationships. With children, it helps establish connections and fosters a 
sense of warmth.

In relationships with significant others, both heterosexual and homosex-
ual, if a man can share difficult emotions and personal flaws and trust that he 
will not be rejected, he can develop a sense of increased security and confi-
dence in his relationship. Being able to trust a significant other on this level 
also provides a man with a feeling of psychological safety. When men feel that 
they are accepted as they are, they are less worried about being abandoned 
(feelings that men may frequently experience but not typically admit). The 
give-and-take of sharing of emotional truths, feelings, and vulnerabilities is 
important to the formation of many relationships, in particular relationships 
with significant others.

However, many men have a hard time with this type of expression. Shar-
ing vulnerabilities goes against the cultural norms of the hegemonic mascu-
line ideal. To admit to having these less “masculine” and assertive feelings is to 
admit weakness. As discussed in earlier chapters, the masculine ideal is predi-
cated on power, domination, and control. The hegemonic masculine ideal 
views the expression of sadness, doubt, guilt, remorse, shame, concern, worry, 
and other feelings as signs of weakness. A man who is asked to share his vul-
nerabilities is being asked, in a very real sense, to be less of a man.

The scripts explored previously often make it hard for men to overcome 
these difficulties. The strong-silent-type script encourages stoicism and 
makes it difficult for men to want to develop new relationship capacities. 
Men learn that it is cool to be distant and aloof. Among African American 
men, the “cool pose” becomes a similar script (Pierre, Mahalik, and Wood-
land 2002). Among Latinos, a component of machismo is to not express 
weakness and vulnerability.
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The costs of disconnection may be significant. While it seems obvious 
that relationships are important, benefits of relationships are tangible, and 
their absence is costly. In their cross-cultural exploration of the connection 
between health and relationships, Shye et al. (1995) found that the mortality 
rates of unmarried men are significantly higher than those of unmarried men. 
They noted that the web of personal relationships, or social networks, pro-
vides individuals with assurance, guidance, satisfaction of emotional needs, 
and physical survival.

Men in Families

The research on men’s involvement in family life suggests that historically 
men have been less involved in family life than women. Juster and Stafford 
(1985) found men’s involvement in child care and housework to be approxi-
mately 20–30 percent of the total workload of these activities between the 
mid-1960s and 1980. While the percentage continues to rise slowly, certainly 
such low involvement is a concern. Pleck, Lamb, and Levine (1986) present a 
model of four factors that contribute to men’s lower levels of family involve-
ment. These factors—personal motivation, skills, social supports, and insti-
tutional barriers—are all important to consider when creating programs for 
increasing men’s involvement in parenting and also for work with individual 
men. The authors posit that while an analysis of social variables is key to 
understanding the problem, the motivation of individual men should not 
be discounted. For instance, they note that some men increase their level of 
motivation in response to a midlife reassessment of what they have missed 
vis-à-vis family life, and a desire to improve family relationships. It may also 
be, as I discuss later, that men’s personal motivation is influenced by the 
degree to which they hold hegemonic masculine views about the nature of 
“women’s work.” 

The second factor mentioned by Pleck et al.—skills—also has important 
clinical implications. Men who do not feel capable or competent in caring for 
children or doing specific household tasks may avoid these tasks because en-
gaging in them may be an affront to perceptions of their self-efficacy. Devising 
interventions that help men assess and improve their skills may be valuable. 

Social supports also clearly influence a man’s involvement in his family 
and with family work. Social supports that reinforce a detached, disengaged 
relationship with family or family work can increase this tendency. Reinforc-
ing involvement will help support a man in being involved. 
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Of particular note to social workers engaged in macro practice are the in-
stitutional barriers that may influence men’s involvement in families. Work is 
the primary institutional context that provides incentives, though often disin-
centives, for men to become more involved in family life. Most work contexts 
do not support men having time off to spend with their families. Universi-
ties and government jobs are increasingly making parental leave open to men. 
However, many jobs, particularly those in traditionally male careers, are less 
likely to do so. However, providing institutional support for men’s involvement 
with families can have powerful effects. Winett and Neale (1980), as cited in 
Pleck, Lamb, and Levine (1986), found that when flex time was introduced 
into the workplace, half the men to whom it was available would modify their 
work schedule to spend more time with their families.

The hegemonic model of masculinity tends to promulgate an individual-
istic view of men. Men, particularly white men, who most approximate this 
ideal, tend to view themselves as individuals first. Movies are full of images 
that portray an individual hero against a collective, shadowy enemy. The val-
iant, courageous man stands alone and fights for what is right. Yet systems 
theory teaches us the limits and risk of perceiving the world in too individu-
alistic a manner. While perhaps congruent with and indicative of the way 
many men see the world, men are profoundly influenced by the important 
systems in their lives. The family is the primary system for most men: so 
ingrained is the notion of individuality that the temptation for men is to talk 
about families being the context of relationships, not the relationships them-
selves. Women tend to be far more comfortable with collective and group 
relationships than men are. Family group experiences are predicated on give 
and take, the sharing of control, and collaboration rather than competition. 
The classic image is the man who sits silently in his “big papa chair” while life 
goes on around him. The other members of the family are talking, laughing, 
and playing. The man becomes annoyed at all the noise and attempts to exert 
some control over his domain.

The scenario above was presented in such a way that it clearly patholo-
gizes the needs, roles, and abilities of men. The man is seen as distant, inca-
pable, unemotional, and disengaged. His behavior is clearly unhealthy. Situ-
ations such as this represent the complexity of working with men. On one 
hand, it is true that these behaviors and traits, in the extreme, are problematic. 
Yet it could also be argued that the problem exists in a system that will not ac-
cept the man for who he is and respond to his needs. Two key concepts help 
us negotiate these relationship issues: flexibility and balance. A man who can 
flexibly choose other potential behaviors will be able to meet the needs of his 
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family and better engage with them. Masculinity in this sense becomes less 
hegemonic and more a cultural difference. A man can at times compromise 
and spend time with his family but at other times find a quiet place in which 
he can be the stoic bear.

Men as Fathers

The role of fathers in the lives of their children may often be underestimated 
(Snarey 1993). Research has shown that fathers significantly influence, and 
are influenced by, the development of their children. For instance, one study 
showed that men actually undergo hormonal changes before and after their 
children are born (Storey et al. 2000). Fathers provide their children with a 
sense of stability and with alternative male perspectives. Affirming the impor-
tance of men and fathers in the lives of children has become controversial, in 
that it may be perceived as being a slight against mothers, in particular single 
mothers. However, it is not my intention to slight the importance and value of 
motherhood. Additionally, many children raised by single mothers do indeed 
thrive. That being said, male ways of being and behaving are different than 
those of women; each gender brings important skills to the table. 

Fathers and children affect each other in many mutually reinforcing ways. 
A qualitative study by Shears, Furman, and Negi (2008) explores this recip-
rocal relationship with Mexican men. Through one of the questions asked 
in the study, these authors seek to understand how fatherhood has changed 
the men. Some 72 percent of the men reported that fatherhood made them 
become more responsible. One respondent observed: “Knowing you have a 
child makes you more responsible. It makes you think before you act. I never 
had much of a problem getting into trouble before he was around, but certain 
things were a lot less important before him—job security. Nowadays it’s . . . ac-
tually a lot of weight being responsible for a child and everything from, ‘Does 
he have enough diapers and do we have enough milk in the fridge?’”

The study also asked what being a good father meant. The research identi-
fied several themes, including being there for their children, teaching them, 
being a good role model, and offering emotional support.

Media stereotypes of fathers often portray them as bumbling and incom-
petent. Fathers are obstacles that must be circumvented; they are shown as dis-
tant and uninterested, or overcontrolling and demanding. However, research 
has demonstrated that fathers are attentive, skillful, and intentional in their 
parenting (Shears et al. 2006). Instead of being distant and uninvolved, fathers 
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are highly involved in their young child’s life as stimulators of gross and fine 
motor development, socializers, and sex role models and behavioral models 
(Shears and Robinsons 2005). Recent research has highlighted that fathers are 
not inferior to mothers but may meet different psychosocial and developmen-
tal needs. Some studies have found that fathers are more likely to participate in 
physical play with their toddler, whereas mothers are much more likely to par-
ticipate in cognitive activities (Redina and Dickerschied 1976; Shears 2007).

In spite of these strengths, men are often at risk as fathers. Dudley and Stone 
(2001) contend that increasing numbers of men are at risk of being absent from 
the lives of their children, or of not being able to adequately perform the role of 
father. They contend that this problem has been growing over the last several 
decades, as men are often asked to take on new and conflicting roles. Goldberg 
(1976) contended that society often demands that men simultaneously be ag-
gressive and nurturing, dominant yet egalitarian, sensitive yet stoic.

Mahalik and Morrison (2006) describe masculine schemas that at times 
may interfere with men’s ability to be effective fathers. Their schemas are simi-
lar to the scripts that influence men, discussed previously. Mahalik and Mor-
rison note that not all men are affected by each schema, and that cultural dif-
ferences influence the prevalence and acceptability of different constellations 
of schemas. They stress that their framework does not represent all masculine 
schemas—only those that interfere with men’s capacity to be good fathers. 
Their schemas are emotional control, primacy of work, pursuit of status, self-
reliance, power over women, the need to win, dominance, and homophobia. 
The major themes contained within each have already been explored, but it 
may be instructive to highlight several as they relate specifically to men’s in-
volvement as fathers. For instance, the authors explore the effects of men’s ten-
dency for overemotional control: “Fathers who overregulated their behavior 
according to this schema may have difficulty telling their children that they 
care about them, modeling emotional development, and supporting and nur-
turing their children” (65). Overadherence to this schema may make it dif-
ficult for men to accept the feelings of their children, thereby inhibiting their 
children’s’ capacity for self-expression.

Several of the schemas inhibit the father’s presence and involvement in 
the life of his children. The pressure to be a winner, the primacy of work, and 
the pursuit of status all lead to men’s’ privileging of their work life over their 
family encounters. These schemas are difficult for men to overcome, as each 
reinforces the others in creating a tendency toward workaholism. Later in this 
chapter I discuss how Mahalik and Morrison have used cognitive therapy to 
challenge these schema.
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Men as Sons

One of the most powerful poems I have read is “The Lost Pilot,” by James 
Tate (1967). Tate wrote the poem about his father, who died during World 
War II, while Tate was still in utero. The poem expresses the complex emo-
tions that Tate feels about a father that he has never met. He candidly depicts 
his relationship to a specific father and to the mythological, archetypical fa-
ther. The poem poignantly portrays the sense of loss and grief felt by many 
men whose fathers were not part of their lives or were only part of their lives 
only intermittently.

If I could cajole
you to come back for an evening,
down from your compulsive
orbiting, I would touch you.

This distance, and a desire to bridge this distance, holds currency even for 
men who grew up with their fathers. Tate continues and presents an evocative 
description of how his loss affects his own sense of self and identity.

I feel dead. I feel as if I were
the residue of a stranger’s life,
that I should pursue you.

Being a son in America is a complex experience that depends on a per-
son’s age and generational cohort. Understanding what it means to be a son is 
influenced by culture, level of acculturation, class, masculine norms and ide-
als, and personality traits of the father–son pair.

Bly (1990) contends that many men’s most significant pains and emotion-
al blocks stem from a disconnection from their fathers. He and others have 
observed that men became increasingly separate from their fathers during the 
Industrial Revolution. Prior to that time, the work of most men was near the 
home; sons were able to spend time with their fathers, develop close bonds, 
and learn what it means to be a man. As the twentieth century progressed, 
young boys no longer spent time during the day with their fathers. Industrial 
jobs in the late nineteenth and the twentieth centuries demanded long hours 
at work; men returning home had little energy for parenting.

Generational differences also make it difficult for men to relate to their 
fathers. Men who were brought up aspiring to the hegemonic masculine ideal 
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may not understand sons whose behavior seems to them more feminine. For 
example, when one 15-year-old came home with an earring, his father, with-
out thinking, immediately blurted out the word “faggot.” He was shocked that 
his son was engaging in behavior that to him indicated an alternative form of 
masculinity. The father felt threatened by the son’s behavior and wondered 
if he somehow had failed. The son, on the other hand, felt rejected by his fa-
ther and felt his masculinity being challenged. A strong and powerful teen, 
he stepped up to his father and said, “Say that to my face, pussy.” This act of 
rebellion made the father angry yet also provided him with a sense of comfort 
that his son, in spite of the feminine symbol of the earring, would still behave 
in accordance with masculine norms, that is, respond with anger to challenges 
to his masculinity.

Research has demonstrated the complex feelings that men have about 
their fathers. A qualitative study of men’s perceptions of their fathers, pre-
sented in the form of research poems, illustrates these complexities (Furman, 
Shears, and Badinelli 2007:148). Here are two examples:

Just because my father was an alcoholic,
it does not mean he wasn’t there.
I’m going to take care of my child,
I’m going in a different direction.
It does not mean he wasn’t there,
he didn’t have nobody to love him.
I’m going in a different direction.
He started drinking cuase’ [sic] he was hurt.
He didn’t have nobody to love him.
I’m more grown up than him.
He started drinking cuase’ [sic] he was hurt
I stopped drinking, got my medicine, respect life more.
I’m more grown up than him.
I’m going to take care of my child.
I stopped drinking, got my medicine, respect life more,
just because my father was an alcoholic.

I would have liked, getting a hug or something.
Dad kept to himself a lot,
didn’t show much emotion, day to day
he gave us what we needed.
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Dad kept to himself a lot.
He worked long hours,
he gave us what we needed.
Wished he’d play with me more.
He worked long hours,
I did not know what he was like,
wished he’d play with me more.
I try to be more loving.
He worked long hours,
didn’t show much emotion, day to day
I try to be more loving.
I would have liked, getting a hug or something.

Men as Partners

In general, social stereotypes of men as partners have not been kind. Televi-
sion programs parody the less acceptable aspects of masculine identity, turn-
ing men into caricatures. In their relationships, men are portrayed as disinter-
ested or hostile. Television shows have portrayed them as incapable of being 
caring and supportive.

Social science literature has observed men as being less capable of com-
mitment (Ehrenreich 1983), less able to support their significant others emo-
tionally (Balswick 1988), and less capability of intimacy than women (Abbott 
1990; Berlant 2000). It certainly is true that many men struggle with intimacy 
and find it difficult to attend to the affective needs of others. As previously dis-
cussed, social workers should help men expand their emotional and behavior-
al repertoire when it comes to the more affective types of supports. However, 
several studies have demonstrated that many men are able provide emotional 
support for their partners.

Additionally, men offer types of support to their partners that may often 
be underappreciated. For instance, the stoicism, emotional control, steadiness 
that many men possess may be extremely valuable in times of crisis. When a 
man’s partner feels as if life is out of control due to painful events or illness, 
having steady, nonemotional support can be very grounding. For example, 
one man’s wife recently lost her mother to a prescription drug overdose, at the 
same time as she was going through a career change. Her husband’s steady, 
nonemotional response helped her feel a sense of safety and stability when 
everything around her felt out of control.
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The rights of gay men to marry vary from state to state. Gay marriage is 
currently legal in a small number of states. Additional states allow same-sex 
couples to enter civil unions, in which the partners hold many of the same le-
gal rights as married couples. Vermont was the first state to allow gay couples 
to enter legal civil unions, with the passing of the Act Relating to Civil Unions 
in 2000. While this landmark decision provided gay partners with some legal 
rights, rights are granted on the state level (Solomon, Rothblum, and Balsam 
2004). Not having federal-level rights means that gay men cannot receive so-
cial security, inheritance, and many other privileges that are afforded to mar-
ried heterosexual couples. This may place many gay men at risk, as they are 
less able to share resources during difficult times, or provide as completely for 
their significant others in the case of death.

Social work values and ethics clearly support the equal rights of all 
people (NASW 1999), and gay marriage should fall within this domain. Ad-
ditionally, arguments against gay marriage are largely based on moral rea-
soning within an increasingly reactionary social context, as studies shave 
shown that homosexual relationships are certainly as functional as hetero-
sexual relationships, and in some cases more so (Kurdek 2004). Kurdek 
found that the mechanisms by which heterosexual and gay relationships 
operated were very similar. The one measure in which gay men did fare 
poorly was their perceptions of social support, which may be accounted 
for by social stigma against gay unions. This is supported by Green (2004), 
who posits that the supportive, loving relationships of gay men are actually 
a sign of resiliency; many have been able to maintain functional, healthy 
relationships in spite of stigma and less social support. As Green notes: “To 
reach that point of ‘outness,’ lesbian and gay partners must have successfully 
challenged in their own minds the negative views they were taught about 
homosexuality and their fears of being seriously harmed by discrimination. 
Successfully countering homophobic messages requires attributing them to 
social ignorance, prejudice, fear, and the human tendency to conform to 
dominant norms” (291).

Marriages and other long-term relationships do not always succeed. And 
given that heterosexual men tend to receive a great deal of their emotional 
support within the context of families, they often have a difficult time adapt-
ing to divorce. Baum (2004:179) observed that “most divorced men respond 
to their loss by increased activity, especially by throwing themselves into their 
work, hobbies or social life, and by somatization, and/or self-medication with 
alcohol and drugs; and they are much more likely than women to quickly re-
place the marital partner with other sexual partners.”
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For men with children, working through custody issues involves the legal 
system. Men who are going through a divorce should be encouraged to inves-
tigate their rights and responsibilities, which vary from state to state. Social 
workers should encourage men to seek appropriate legal counsel. While the 
impulse to not get an attorney and to settle things in an amicable manner is 
commendable, and both parties should be encouraged to be as nonconflictual 
as possible, legal counsel can help those undergoing divorce to understand the 
parameters and boundaries of their rights and responsibilities. 

If social workers are involved, they should help explore how their clients 
are feeling about being separated from their children. Social workers may also 
help a man assess his current psychosocial needs, and they may make referrals 
to additional services as needed. Some men are embarrassed and ashamed at 
some of the life-skill deficits they may encounter in themselves. For instance, 
some men may not know how to cook or do laundry. Talking to men about 
how they can learn these skills can be difficult, but it is important and poten-
tially empowering for them. Many good resources are easily available on the 
Internet. During a divorce, men’s other social relationships become especially 
important. This may be particularly true of friendship.

Men as Friends

“In America a man’s success is almost always seen in terms of his role as a 
professional, as a lover, as a husband, and as a father. A man’s success in love 
seems to be viewed only inasmuch as it is about his wife or lover. Rarely do we 
gauge a man in terms of his success as a friend. American men are celebrated 
not for the achievement of a loyal, lasting, and significant friendship with an-
other man but for the achievement of a significant career, and possibly for the 
achievement of a loyal, lasting, and fruitful marriage” (Michaelis 1983:9). This 
quote highlights one of several barriers that block men’s desire, willingness, 
and ability to establish, deepen, and maintain friendships. This is lamentable, 
as a great deal of research has shown that friendships are key to healthy devel-
opment and resiliency throughout the lifespan (Clark and Ayers 1991; Hartup 
1979, 1983, 1989; Hutter 2001; Linden 2003; Roff 1963). Men’s devaluation of 
friendships can be clearly found in adolescence. Blyth and Foster-Clark (1987) 
discovered that teenage girls reported a same-sex friend as their most intimate 
relationship. Boys ranked friends third for intimacy after each of their parents. 
However, the researchers found that boys’ relationships with their siblings and 
other family members were actually less intimate than with their friends. Boys’ 
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perceptions of their friendships, or at least their willingness to acknowledge 
the intimacy in their friendships, did not match the actual nature of these re-
lationships. By the time boys are teenagers, they have learned that expressing 
love and affection toward men who are not their relatives is taboo. Along with 
competition, homophobia may be one of the most significant impairments to 
men’s being friends with other men.

In the hegemonic idea, men are in competition with one another. If power 
is the goal, then a man achieves power through domination of women, and 
domination of weaker men. This makes it far less likely that a man will share 
the softer feelings with a peer, in fear of being seen as weak. With other men, 
anger is the primary feeling that is permissible to share.

Friendships are not built on anger. They are built on a sense of trust and 
intimacy. The power of friendships is that they are perhaps the most voluntary 
of all social relationships; we choose to be in friendships, and we may also 
choose to leave them. Keen (1991) notes that in ancient Greek society, platonic 
relationships between friends were viewed as the most important relation-
ships that one could have in life. Michaelis (1983) also explored the impor-
tance of friendship to successful men. He interviewed pairs of men about the 
role that their friendship played in their success. In each example, the friends 
were able to describe how their friendship contributed to their growth and 
development. At times friends helped console them in their losses. At other 
times friends challenged them to live more authentically, often through di-
rect confrontation. Men’s friendships are often different from those of women. 
Men are more likely to be confrontational and challenging. Yet between close 
male friends there can also exist a great deal of gentleness and compassion.

As stated, homophobia is a significant barrier to men having close friend-
ships. According to the hegemonic ideal, only heterosexual men are real men. 
Real men do not express feelings of love to other men; these are our competi-
tion for valuable resources (including women) and power. To be seen as being 
close to another man is to risk the perception of being gay, of not being a man. 
Even men who see themselves as enlightened and as attempting to free them-
selves from the shackles of overly ridged gender roles are highly influenced by 
the specter of homophobia.

Practice considerations

Helping men improve their relationships is an important task for nearly all social 
workers who work with men. While men are socialized to value relationships 
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less than women do, men still feel the existential and human need to be deeply 
connected to other human beings in a positive manner. While men may possess 
blocks that inhibit their relationships and may at times deny the desire for relat-
edness, these thoughts may often serve the purpose of keeping them safe from re-
jection, frustration, and other types of hurts. In this section I consider how each 
of the four theories explored in this book are helpful in social work with men.

Mahalik and Morrison’s work on cognitive schemas leads them to assert 
that a goal for helping men can be to “improve men’s lives by challenging some 
of the traditional norms of masculinity that contribute to interpersonal dis-
connection and psychological distress (2006:63).

The behavioral side of cognitive behavioral therapy (CBT) stresses the im-
portance of modeling in the shaping of human behavior. At a very basic level, 
the helping relationship provides an opportunity to model healthy relation-
ship patterns and connectedness. In working with men, practitioners should 
demonstrate respect, trust, empathy, and acceptance. Through a quality help-
ing relationship, men may learn that they will not be judged for their faults. 
For some men, being engaged in a quality helping relationship may represent 
the first time they have had a relationship where they could be themselves. 
The social pressures that men feel are enormous. Sometimes men hide their 
true natures behind socially constructed and accepted façades, many of which 
even hide parts of their beings from themselves.

Also from a CBT perspective, men may hold several irrational beliefs 
that can interfere with their relationships. Ellis (1985) has observed a desper-
ate need for approval as a typical irrational belief that harms relationships. 
Many men certainly have this profound need for acceptance. They often learn 
that they must be perfectly strong, capable, and competent in all aspects of 
their lives. When they invariably fail to meet the high bar that they have set 
for themselves, they are susceptible to self-doubt and feelings of worthless-
ness. Sometimes they experience their feelings as depression; other times they 
cover up their feelings in reactive anger. Certainly it is healthy to want to be 
respected and loved by our loved ones most of the time, but when men cog-
nitively turn this desire into absolutistic internal demands, they experience 
extreme anger and disappointment. Because men believe that they need to be 
perfect, they may worry that not meeting these aims will lead to rejection or 
even abandonment. Preferring to be in control, they may also disengage from 
relationships, not waiting until their feared abandonment occurs. This is con-
gruent with the hegemonic male norm of attacking before you are attacked. 
According to this norm, it is better to hurt others than to be hurt yourself. One 
who waits to be hurt is a “sucker” or “chump.”
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The belief that one must be in charge and control at all times is antithetical 
to mutual and reciprocal relationships. Good relationships demand compro-
mise, give and take, and at times letting go of control. By its very nature, love 
means giving up control. Intimacy involves taking chances, risking being hurt, 
and allowing another person to deeply affect how you feel. To establish relation-
ships, one must risk abandonment, rejection, and hurt feelings. To open oneself 
up to these experiences is to give control over one’s internal life to another.

case example

The case example below originally appeared in Furman, Collins, and Swan-
son (2003).

Dan is a 37-year-old single male. He has worked as a computer repair person for 
the last several years. Dan sought treatment for feeling isolated and depressed. 
He has been lonely much of the time and does not feel a sense of connectedness 
to others. During a previous course of treatment, Dan was placed on medication 
that decreased, but did not eliminate, his depression. He also was able to im-
prove his relationships with his family of origin, joined a book club, and started 
to date a woman whom he saw about once a week. In spite of these changes, Dan 
still felt somewhat depressed. While his new social contacts were important, 
Dan longed for more meaningful and intimate friendships.

As a child Dan was often lonely and sad. He had few friendships and was the 
youngest child in a distant and detached family. The friendships that he devel-
oped as a young man in college and in the navy provided his first reprieve from 
the loneliness that he felt in his life until that time. During therapy he began to 
realize that the close friendship bonds he experienced during those earlier years 
were the missing piece that he needed in order to feel a sense of wholeness. In 
spite of this realization, Dan was not certain about how to make friends at this 
stage in his life, or if he wanted to do the work necessary to start a relationship. 
He was also deeply afraid of being hurt and rejected by others. Several years 
earlier, Dan attempted to start a friendship with a coworker at a previous place 
of employment. He and this other man began watching football together on 
Sundays, and then began to talk about their lives, pains, and dreams. Just as they 
were beginning to become close, his friend informed Dan that he was “strange” 
and that he did not want to be his friend anymore.

Developing meaningful and supportive friendships became a primary goal in 
therapy. One of the early steps in helping him work toward this goal was to point 
out his strengths regarding forming relationships. Collaboratively Dan and his 
therapist developed an inventory of Dan’s strengths that included being able to 
talk to people easily, having interesting things to say, being able to talk about his 
feelings, having a history of making friends, being a loyal person, being a kind 
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For Writing and rEFlEction

 1. What hegemonic masculine traits are affecting Dan’s relationships?
 2. In what ways might you approach this case differently if Dan were ten years 

older, or ten years younger?
 3. What relationship issues explored in this chapter are important to under-

standing Dan’s relationships?
 4. What might be some alternative ways of helping Dan? In other words, what 

might you have done differently?

person, and having a good sense of humor. Helping Dan recognize his strengths 
was instrumental in helping him become more invested in the process. By focus-
ing on his strengths and not only his deficits, Dan began to perceive himself as be-
ing more socially competent and less fearful of increasing his social contacts. Soon 
he was able to ask a fellow member of his book club out for coffee. After meeting 
several times for coffee, Dan stated that he believed this man would become a 
friend of his. He reported feeling less isolated and more hopeful.

During his final three months of therapy, Dan was able to explore difficulties 
he experienced with reconnecting to friends. For example, one day he and his 
new friend had an argument over where they would have dinner. Dan gave in 
to his friend’s demands but felt mistreated and resentful. He believed that the 
friendship would soon be over, and that he would go back to being alone. Col-
laboratively, he and his social worker explored alternative meanings for the con-
flict. Dan decided that the struggle with his friend really was more about both 
of them being afraid of intimacy, even though it was manifested as being about 
control. Addressing the issue with his friend allowed them to develop a greater 
sense of trust in their relationship. They both learned that their friendship could 
survive conflict, and that they could be closer for it.

case example

Carlos P is a 48-year-old, second-generation Mexican American/Native Amer-
ican man. He identifies primarily as being Mexican (his maternal grandfather 
was Native American and was not influential in his life). He has four chil-
dren—two by one woman and two by another. The woman he has recently been 
dating asked him to go to counseling because she says that he has too many 
“issues.” Specifically, Carlos’s girlfriend is concerned about his temper and his 
lack of relationships with his two sets of children. She is ten years younger than 
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For Writing and rEFlEction

 1. Based on what you have read, what additional information would you want to 
know about Carlos?

 2. How would you approach Carlos about his children?
 3. What are Carlos’s current developmental challenges, and how would these 

influence your work with him?
 4. Write about some potential interventions that you might explore with Carlos.

he is and would like to have children of her own; she is worried about Carlos’s 
history of abandoning his children.

While Carlos has never been to therapy before, he has been involved in “new 
age” spiritual experiences and a men’s movement group. These experiences have 
helped him understand himself, grow, and develop, but he has found himself in a 
personal crisis. He deeply cares for his new girlfriend but finds that he is repeating 
the same mistakes that he has always made in relationships. While Carlos at times 
is able to recognize these patterns, he frequently behaves in a reactive manner and 
utilizes a great deal of aggressive defensiveness. When his girlfriend attempts to 
talk to him about her concerns, he becomes angry and blaming or retreats into 
silence. He finds it extremely difficult to listen to her feelings and concerns and 
only is able to admit to and address her concerns through e-mails.

Each of Carlos’s marriages ended in divorce due to Carlos’s difficulty with 
intimacy, problems with commitment, and substance abuse. For instance, dur-
ing Carlos’s second marriage, he sold one of his wife’s family heirlooms, her 
grandmother’s wedding ring, for drugs.

Carlos has not spoken to his second set of children in four years. His second wife 
has remarried; she and Carlos separated when their children were 1 and 5 years old. 
For the first year he maintained a relationship with his two girls. However, when 
his ex-wife started dating and subsequently remarried, he began to distance himself 
from his children. When his ex-wife’s new husband attempted to reach out to him, 
he sent e-mails calling his ex-wife degrading names and belittling her. He began to 
make up stories about her marriage and her treatment of the children. He went as 
far as intimating that her husband was physically inappropriate with his children, 
which he did not believe and had no evidence of. By pathologizing her marriage 
and family life, Carlos was able to defend against his own personal feelings of failure 
and inadequacy. Over time Carlos’s behavior pushed his ex-wife and her husband 
away; they eventually moved out of state, in large part to avoid his abusive and dis-
ruptive behavior. During this time Carlos began to drink heavily again and would 
periodically do cocaine. On these nearly monthly binges, he would drive to a Native 
American casino and gamble, often losing as much as five hundred dollars.

Feeling out of control and wishing to preserve his current relationships, 
Carlos has decided to seek counseling.



 Theoretical and F i V e  
 Practice Guidelines

This chapter presents some general guidelines for working with men, focus-
ing on direct practice issues for social workers. Macro practice will be briefly 
explored here, examples of which can be found throughout this book. All so-
cial workers, even those whose positions are more clinical in nature, must be 
willing to engage in the macro issue of social change. When they find patterns 
in their clinical practice, they can prevent future micro problems by engaging 
in macro interventions oriented toward social change. Also, helping empower 
men to engage in social change is personally empowering and can help ame-
liorate many symptoms typically associated with other causes.

The focus of this book, however, is primarily on the domain of direct 
practice. Thus in this chapter I first briefly discuss basic conceptions of micro 
(including mezzo) and macro practice. Next I turn to some of the help-seek-
ing barriers and behaviors that can make it difficult for men to engage in the 
helping process. Then I take a look at key cross-theoretical principles that in-
form the basic practices and concepts that are applicable for work with most 
men in most contexts. Finally, I present a general discussion of how cognitive 
therapy, narrative therapy, existential theory, and the strengths perspective 
can be implemented in practice with men. Of course, it is impossible to make 
generalizations about working with a population as diverse as men without 
there being exceptions. The needs of men often vary by race, class, and ethnic-
ity, and different problems call for different approaches, discussion of which 
will form the basis of part 2 of this book.



General Services Provided to Men

Social work services are typically conceptualized as occurring on the micro, 
macro, or mezzo (family) levels. This section considers the general domains of 
service domains as they apply to men. More details about the specific interven-
tion approaches for different problems will be found in subsequent chapters.

Micro Social Work Practice

Direct social work services are provided to men in a variety of situations. Men 
encounter social workers both as voluntary and involuntary clients. While 
men are less likely than women to voluntarily seek services, they still frequent-
ly do so. Men come for help for problems including substance abuse, mental 
health concerns, family stresses, work issues, as well as many others. Men vol-
untarily seek social work services through community mental health centers, 
their employee assistance programs, work training centers, and other com-
munity-based groups. However, whether or not a man is voluntarily or invol-
untarily seeking services is not merely an either/or distinction. For instance, 
a man who is told by his wife that she will leave him if he does attend therapy 
may technically be a voluntary client (i.e., not mandated by some legal author-
ity) yet may feel compelled to seek services and may be less than thrilled at the 
prospect of professional assistance. He may feel extremely resistant and re-
sentful about engaging in services; traits typically associated with involuntary 
clients. Therefore, the degree to which a man feels he is seeking help by choice 
is an important factor to consider during intake and initial sessions.

Often men are mandated by outside authorities to seek treatment. For 
instance, a man who was convicted of driving while under the influence of 
alcohol or drugs may be ordered to attend substance abuse treatment, a psy-
choeducational group, group or individual therapy, or a combination of these. 
A men who is on probation for domestic violence may be mandated to attend 
an anger control group or a group for batterers. Men who are incarcerated 
are often also mandated to engage in treatment (although many men who are 
incarcerated do not receive sufficient help for the variety of mental health or 
psychosocial concerns that contributed to their incarceration).

Group work is an important intervention with men. The group experi-
ence, in which clients are treated together, can provide a context that can be 
used to help men resolve many of the problems which they face. For instance, 
interpersonally oriented groups give men the opportunity to establish rela-
tionships, decrease social isolation, understand how they are perceived by 
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others, and practice new skills in a safe and accepting environment. Groups 
may provide an ideal setting for helping men confront and change some the 
most problematic effects of hegemonic masculinity. Men who have a difficult 
time expressing their feelings can observe other men explore their emotional 
reactions, thereby helping them to work toward change. Men who have a hard 
time with intimacy can take chances on receiving and giving support to others 
in a controlled environment.

However, it is important that groups are not overly focused on affectual 
content but include behavioral and solution-focused cognitive behavioral in-
terventions as well. A more action-oriented, results-focused group can prevent 
men from being too uncomfortable with the affective nature of group work 
and can demonstrate to them the benefit of groups. Many men want to see re-
sults quickly, and they may deride a total focus on affect or on the exploration 
of insight as “touchy feeling” or “navel gazing.” As with other interventions, 
practitioners want to balance interventions that play to men’s strengths with 
some gentle pushes toward expanding their affective and social repertoires.

Yalom (1995) is one of the most important writers on group work; his 
therapeutic factors have been particularly influential in the development of 
group therapy practice. While Yalom is known for his work in existential ther-
apy, his group approach is far more generic and incorporates many research-
based ideas that are congruent with each of four perspectives highlighted in 
this book. His therapeutic factors are instillation of hope, universality, impart-
ing information, altruism, the corrective recapitulation of the family experi-
ence, development of socializing techniques, imitative behavior, interpersonal 
learning, group cohesiveness, catharsis, and existential factors. Several of these 
are discussed below in some detail as they pertain to men.

instillation of Hope

Hope is one of the most powerful therapeutic factors and is strongly corre-
lated to positive treatment outcomes. An element of the famed placebo effect 
may have to do with one’s capacity to experience hope in relation to a potential 
solution. Helping men feel hopeful is one of the most important things that a 
practitioner can do in groups or in other practice settings. Men who come to 
treatment rarely do so until problems are acute; they often experience a pro-
found sense of hopelessness and shame for needing assistance. Helping men 
feel hope activates their internal strengths, capacities, and resiliencies. It helps 
them become willing to take actions that may often go against what they have 
learned to do.
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universality

Not sharing your feelings with others has many costs. Perhaps one of the 
greatest is that men often believe that they are the only ones who are experi-
encing the problems they face. When a man believes that he is the only one 
who has made the kind of mistakes that he may have made, that he is perhaps 
flawed for not having been able to solve his own problems, he may become 
depressed and ashamed. Groups can help men face and work through shame 
by helping them universalize their problems; that is, groups can be used to as-
sist men in understanding that many of the problems they experience are also 
experienced by others. Their problems are often universal, part of the drama 
of human existence. Men usually respond to feeling shame with defensiveness; 
helping them decrease their shame will allow men to face their other concerns 
without becoming overwhelmed.

imparting information

Groups can be excellent places to encourage men to share information that 
may be valuable to others. Instead of receiving only the perspective and opin-
ion of the group worker, being a member of a group allows men to receive 
multiple ideas from many different perspectives. Some men may listen to in-
formation that is shared not as direct advice but is provided in the context 
of group dialogue. For instance, in a hospital group for men who recently 
have had significant health concerns, one member shared his fear of dying, 
and how his obesity led to his heart attack. He began to share information 
that his doctors had given him about diet and exercise but expressed ambiva-
lence about whether or not his doctors’ suggestions would work for him, or 
if he would be able to follow their guidelines. Other men empathized with 
his concerns, and the group soon began to discuss alternative ways of losing 
weight. One of the suggestions that resonated with the original speaker was 
the thought of riding an indoor exercise bike instead of walking. During the 
discussion, he realized that he was too ashamed of his appearance to walk in 
public. He decided to ask his doctor about the advantages and disadvantages 
of riding an stationary bicycle.

corrective Emotional Experience

Facilitating a corrective emotional experience is an important aspect of group 
work. Corrective emotional experiences can often be facilitated by helping 
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members increase their social contacts and improve their connectedness to 
others. At times this runs counter to traditional notions of social work bound-
aries and the preferred relationships between group members. In his work 
with gay men in groups, Behan (1999) observed that in helping men find these 
corrective emotional experiences, close relationships should be strongly en-
couraged. Given the isolation of many of these men, Behan found it inappro-
priate to ask participants to abide by the common group therapy norm of not 
allowing outside contact between members. Indeed, he saw the group as a po-
tential vehicle for helping gay men meet their social needs within and outside 
the group. Given that relationships were formed during the group process, he 
was able to help participants explore their new connections during group ses-
sions, allowing for in-vivo learning and exploration.

Family therapy and Family Work

Men are often part of social work services geared toward families. Men fre-
quently become involved in the child welfare system when they or their part-
ners abuse, neglect, or abandon their children. Becoming involved in the chil-
dren welfare system is particularly problematic for many men. Believing that 
they should be able to resolve their own problems and those of their family, 
men frequently feel shame, humiliation, and anger at being referred to a child 
protective services agency. Workers often misinterpret this anger as merely a 
component of a man’s pattern of violence and abusive behavior. While a man’s 
anger many certainly be an important ingredient in the family’s problems, it 
is often true that men have an easier time expressing anger to social workers 
than the “softer” and “more vulnerable” feelings of guilt, shame, humiliation, 
or inadequacy. It is important that social workers not make quick judgments 
based on first encounters; the social control aspects of social work practice are 
known to contribute to defensiveness (Rank 1945).

When selecting a model of family therapy, social workers should take into 
account the degree to which a man ascribes to the hegemonic ideal, and other 
cultural factors. Models that are more behavioral or structural in orientation 
may be especially appropriate for more traditional men. For instance, in struc-
tural family therapy the therapist helps the family work on appropriate bound-
aries and family hierarchies (Minuchin and Fishman 2004). In this approach, 
parents are placed on top of the hierarchy, and work together to develop meth-
ods for raising their children and resolving family problems. Men who ascribe 
to the hegemonic ideal may view these approaches as being congruent with 
their values. It is important to note, however, that such approaches have been 
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criticized as overly restricting gender roles in their conceptualization and 
practice (Hare-Martin 1987).

Macro Social Work Practice

Macro social work practice focuses on larger groups and social systems. Typi-
cally macro practice entails community organization, advocacy, policy devel-
opment, administration, social development, and other social change prac-
tices (Kirst-Ashman and Hull 2006; Long, Tice, and Morrison 2006). Estes 
(1992) notes the trend toward world building: the need for social workers to 
help develop transnational organizations and structures to promote peace, jus-
tice, and human rights. Macro practice identifies the structural social causes 
to problems that are experienced on the individual level and seeks structural 
solutions for them.

Macro social work practice with men is not as developed as it is with 
women. Perhaps because men already have considerable rights, privileges, 
and power, macro practitioners have focused more on the rights of women 
and minorities. Yet men constitute half of minority populations, so much 
macro practice has been geared toward men, however indirectly. In my dis-
cussion of globalization, I explored the importance of including men in so-
cial development programs as a means of working toward progressive social 
change for all people.

The HIV/AIDS and gay rights movements have been two important ar-
eas of advocacy and social change for men. Several groups have played an 
important role in advocating for the rights of gay men. One of the most in-
fluential groups has been Act Up, which started in 1987 as a challenge to the 
federal government’s early response to the HIV/AIDS crisis. The group began 
to organize demonstrations in highly visible places to protest the lack of care 
and fiscal resources available for people living with HIV/AIDS. By engaging 
in acts of civil disobedience, the group brought to the attention of the media 
and mainstream Americans the grave problems experienced by people suffer-
ing with the disease. The ACT UP Oral History Project (Act Up 2007) tells the 
courageous stories of many of the men (and women) who were involved in 
this advocacy/social change movement.

Help and Help seeking

Men present social workers and other helping professionals with several inter-
related dilemmas in regard to their help-seeking behaviors. First, as I discuss 
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in greater detail later, men disproportionately experience several debilitating 
psychosocial problems that are typically treated through clinical services. Sec-
ond, traditional masculinity has been associated with less frequent help-seek-
ing behavior and with negative attitudes toward seeking help (Mahalik, Good, 
and Englar-Carlson 2003). Rochlen, McKelley, and Pituch (2006:1) refer to 
this problem as a “lack of fit between the culture of masculinity and the thera-
peutic process.”

Numerous authors proposed different conceptualizations of what factors 
influence help seeking by men. Pollack and Levant (1998) deduce six main fac-
tors that stand in the way of men in need of help:

 1. Difficulty admitting that they have a problem, which stems from men’s dif-
ficulty with accepting weakness

 2. Difficulty asking for help and an intolerance of depending upon others, which 
stems from men’s strong valuation of autonomy and independence

 3. Difficulty in accepting, identifying, and processing the more tender or “soft-
er” emotions

 4. Fear of intimacy and vulnerability
 5. Sexualization of female helpers and homophobic feelings that block opening 

up to male helpers
 6. A paucity of treatment approaches that are sensitive to men’s need and dilemmas

Kosberg (2005) notes the values and personality characteristics of inde-
pendence, stoicism, control, and self-reliance as being key factors to consider, 
especially for lower-income and culturally diverse men. However, help seek-
ing by men is complex; some evidence calls into question some of the notions 
presented above. Cusack et al. (2006) found a relationship between therapeu-
tic bonds and perceptions of treatment helpfulness in a sample of men cur-
rently in psychologically oriented counseling. Contrary to some stereotypes 
of more traditional, stoic men, the authors found that men characterized by 
“restrictive emotionality,” or the lack of comfort and willingness to express 
affect, were different from other men in terms of help seeking. Alexithymic 
men, or those who do not have the ability to identify and express emotions, 
did perceive therapy as less helpful than other men. The authors note that fur-
ther research is required on how to improve therapeutic bonds with this group 
of men.

Several studies have indicated that when men perceive a problem as “nor-
mal,” they are more likely to seek help for it (Addis and Mahalik 2003; Brooks 
1998). Many men are extremely self-conscious about having their behavior 
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seen as deviant or “crazy.” A recognition of this dynamic can be found in tele-
vision ads in which celebrities promote medication for depression, sexual dys-
function, and other psychological and physical problems. Preventative pro-
grams in physical and mental health often attempt to normalize the problem 
in their campaigns. Normalizing problems is also an important clinical tool 
for social workers practicing with men. Early in the process, social workers 
can discuss with their clients the prevalence of a problem or the likelihood of a 
problem occurring given a high concentration of life stressors.

Research has thus demonstrated that men have significant barriers to help 
seeking help. However, what might be most significant is that clinicians, re-
searchers, and the helping professions in general tend to subtly or not so sub-
tly blame men. Professionals tend to pathologize the attributes that make men 
less likely to seek help, thereby increasing the isolation they may experience, 
which in turn may increase their presenting problems and make them reticent 
to seek and receive help. By focusing on men’s deficits and their relationship to 
help seeking, bonding, and ultimately therapeutic success, professionals abdi-
cate responsibility for creating services designed to meet needs of men. That 
many traditional men do not fit the standard models of therapeutic services 
indicates not only that there is room for growth for some men, but that the 
profession needs to develop new, more culturally competent models.

It is essential that social workers become able to accept their male clients 
and their clients’ reluctance toward specific types of services. To accomplish 
this aim, it is valuable to view men as a culturally different group with their 
own unique norms, values, and socialization. Social work wisdom tells us to 
“start where the client is.” Too often when providing services to men, social 
workers forget this time-honored maxim. They must be able to view male be-
havior, including help-seeking behavior, in all its complexity. Many behavioral 
patterns contain both positive and negative aspects. For example, take the tra-
ditional male trait of stoicism. While there are clear emotional problems with 
not expressing one’s feelings, there are clear benefits as well. For instance, a 
man who is able to control his feelings under high-pressure situations may be 
an excellent negotiator or may be able to survive a crisis. During the tragedy of 
September 11, 2001, the calm and collected behavior of many firefighters and 
other emergency personnel led to the rescue of many people.

Mahalik, Good, and Englar (2003) explore this dynamic in their descrip-
tion of the scripts that men adopt that affect their ability to receive traditional 
clinical services. These roles include the “strong silent script,” the “tough guy 
script,” and the “independent script,” among others. The authors note that 
practitioners must be able to validate and explore the strengths inherent with-
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in each of these roles. They also note that the goal of therapy is not to compel 
men to abandon their scripts, but to help them employ their scripts in flexible 
ways that meet their psychosocial needs. Men are aware of the attributes that 
lead to their success. To deny the positives of masculine scripts and behaviors 
and critique a trait as being maladaptive will lead to a decrease in social work-
ers’ credibility and an increase in client defensiveness. After social workers 
validate men for this strength, they may then inquire about the potential con-
sequences of using these attributes in all social contexts. The goal should be 
to help men develop new skills and tools and learn to view their strengths as 
being situationally positive but inappropriate for other situations.

Closely related to the notion of roles and scripts are several key concepts 
that transcend theoretical perspectives and that social workers must under-
stand in working positively with men. I describe some of these cross-theo-
retical concepts below, prior to a more detailed exploration of the four key 
approaches that form the core of this book.

responsibility versus Blame

Mooney (1998:58) says that “One of the basic assumptions of cognitive behav-
ior therapy centers around the notion of a non-blaming sense of responsibil-
ity for self which includes one’s thoughts, feelings, and behaviors.”  Although 
Mooney’s statement is meant to apply to cognitive therapy, it is an essential 
general principle for working with men. Social workers should nonjudgmen-
tally help men accept responsibility for their feelings, thoughts, and behav-
iors. In practice with men, I have used metaphors that are consistent with a 
narrative and cognitive perspective to help them take responsibility for dif-
ficult behaviors and feelings. For instance, as a means of helping men begin 
to take responsibility for their beliefs, I liken social learning to the process of 
brainwashing, or even alien abduction. Let’s take the case of depression, I tell 
them. I ask them to imagine that nefarious spies had brainwashed them into 
believing that they were worthless. I assert that they are not at fault for be-
ing brainwashed, but that it is now their responsibly to work collaboratively 
with me on their reprogramming. I have found that men like this metaphor, 
as it helps them explore and ultimately accept their feelings through nonjudg-
mental dialogue, while acknowledging that they will have to take ownership 
for the process of change. In other words, they learn to accept responsibility 
without shame or self-reproach. Helping men find ways to take responsibil-
ity without blaming them helps them be less defensive and more focused on 
behavioral change.
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redefining Basic helping Skills

Successfully working with men demands that social workers make adjust-
ments to their repertoire of basic helping skills. The typical core of the helping 
interview is reflective listening, specifically reflection of affect and emotions. 
While it is important to use self-reflection with men, it can easily be overused. 
Men tend to respond to an overreliance on reflective listening with annoyance 
and discomfort. Social workers must learn to express unconditional positive 
regard without a formulaic reliance on reflection of affect. In fact, comprehen-
sive empathic responses do not merely focus on affect but include attention to 
the cognitive and behavioral realms as well (Egan 2004).

Focusing solely on feelings may also turn men off to the helping process. 
Practitioners should not repetitively ask men “how do you feel?” A better 
question usually is “what is that like for you?” Men tend to relate to this ques-
tion better, as their experience may typically focus on behaviors and thoughts 
more than feelings. Asking a man what something is like invites them to ex-
plore any aspect of their experience. When social workers want to help men 
learn to identify their feelings and thoughts, they may do so through reflec-
tions that are more naturalistic, and that attend to the entire message that the 
man is presenting. Working with feelings should be only a part of the overall 
therapeutic process when working with men, regardless of the theoretical ori-
entation that is being used.

Men typically prefer a more direct approach to helping and may often ap-
preciate direct feedback. Advice is typically considered a lower-order helping 
skill; indeed, there are several reasons to be very careful when giving advice, 
and why advice giving has often been counterindicated. If a client follows ad-
vice and things go badly for him, he may blame the practitioner and lose trust 
in him or her. Additionally, giving advice too often can be disempowering; 
one of the key goals of most practice is to help clients become better problem 
solvers and decision makers. Workers want to help encourage maximum au-
tonomy and independence for all their clients. Yet men value a more direct, 
forthright approach. When a man asks your opinion about something, there 
are times when it is not appropriate to turn the question back to him with 
“well, what do you think?” I have found that a good preface is “I will tell you 
what I think, but remember, it is just my opinion, and it might not work for 
you,” or “I would be glad to tell you my opinion, but I would like to hear your 
thoughts on the matter first.”

Men will often ask for direct feedback, especially once they become com-
fortable with their social worker. A former client of mine would repeatedly ask 
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me to tell him when he is “screwing up.” One session I told him that some of 
his behavior might not be serving him well. He replied, “Does that mean you 
think I am messing up? Come on, Richie [what he called me], you can be more 
straight up with me, I can take it.” At that point I spoke in a bit more pointed 
tone, using language that was somewhat more colorful. He listened carefully, 
knowing that I was seriously concerned about his behavior. My willingness 
to be direct and communicate in a manner to which he could relate let him 
know that I cared about him, and that his needs and desires were important. 
By speaking to him in the direct manner he desired, I communicated to him 
that he was responsible for his own change. I was starting, and ending, where 
the client was.

Social workers should always adapt their approach to the needs of their 
clients. In a sense, everything we know about human behavior can be seen as 
hypotheses. Sometimes our hypotheses are correct; other times they are not. It 
is important that our clients provide us with clear feedback on the relevance of 
our hypotheses, methods, and helping skills.

Metaphors

Metaphors are extremely useful in the helping process (Carter and McGold-
rick 1989; Furman, Langer, and Anderson 2006; Goldstein 1984; Nichols and 
Schwartz 1995). A metaphor is a linguistic device that compares and relates 
two seemingly unrelated things or events. A metaphor allows aspects of one 
phenomenon to come into focus by comparing it to the other phenomenon. 
For instance, the title of a book by Carson McCullers, The Heart Is a Lonely 
Hunter, is a powerful metaphor that speaks of loneliness, longing and emo-
tion. The heart is not literally a lonely hunter, yet the metaphor evokes im-
ages and ideas about love and desire more powerfully than would a narrative 
description. Metaphors help focus clients on salient aspects of their situation 
and can help them view their possibilities in a new light. Metaphors allow 
workers to help clients view their situations in a nonthreatening manner. By 
removing their behavior or situation from its particular context and placing 
it in the abstract, men may be helped to objectively and dispassionately ap-
proach their concerns.

For instance, Geer (1983) describes his work with a Vietnam veteran who 
struggled with a violent history. He helped the veteran to see that his way of 
dealing with the world could be represented by the metaphor “marine/ma-
chine.” This metaphor captured the man’s two primary ways of relating to oth-
ers: with intensity and aggressiveness or with a cold, mechanistic detachment. 
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During therapy he was encouraged to develop a new metaphor to help guide 
his growth and healing. He began to refer to himself as “the poet of the rocks,” 
a metaphor that honored his love of creativity and nature. Over time he began 
to use this metaphor as a means of assessing his current behavior, and he be-
gan to accept a potential new identity that was free of violence, and one that 
allowed for greater emotional expression. His new metaphor symbolized and 
made concrete a complex set of feelings, thoughts, and behaviors to which he 
could aspire.

Men tend to be more instrumental than emotional in their preferred man-
ner of problem solving and change. That is, men seek to “act” their way out of 
problems, and to see the process of change connected more to doing than to 
feeling. As such, metaphors that focus on action and behavior can be effective. 
For instance, when men are feeling afraid to change, or believe that actually 
changing means that they are somehow weak and inadequate, it is important 
to help them see that the goal of helping is not to “fix them.” In such situations, 
I have found it valuable to inform a male client that the goal is for him to 
merely add another “tool to his tool box.” A man who is handy with tools will 
understand that attempting to refinish a floor without the proper equipment is 
next to impossible. A man who bowls will understand that using an aggressive 
bowling ball on a dry lane is not a wise choice; the right tool is needed to do a 
job well. By becoming willing to use new emotional, cognitive, and behavioral 
tools, men can focus on the process of learning a new skill or new ways of us-
ing existing resources.

The next sections chapter explore our four theories in more depth. I begin 
with cognitive behavioral approaches, which serve as an umbrella or organiz-
ing approach that connects the other theories and perspectives. Again, please 
do not view this centering of cognitive therapy to imply that it is more valuable 
than the other approaches. It can, however, be an extremely valuable theory in 
its capacity to connect other approaches.

cognitive Behavioral approaches

There are several reasons why cognitive behavioral therapies are a valuable 
method for working with men. One of the key reasons stems from the manner 
in which gender role socialization occurs and affects men. As Mahalik and 
Cournoyer (2000:109) explain, “An often overlooked source of these cogni-
tive structures is the process of gender role socialization that teaches males 
and females about expected societal roles for men and women and how they 
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are expected to act, think, and feel in those roles. In a similar way to Beck’s 
description of the development of cognitive structures, gender role theorists 
have observed that males and females are socialized to be masculine or femi-
nine by learning ‘shoulds’ and ‘musts’ from important individuals and to adopt 
traditional gender role attitudes.”

The approaches associated with CBT may be particularly well suited for 
working with many men. These approaches emphasize logic, rationality, and 
the desire to “do” things in therapy, areas that have been shown to be congru-
ent with how men want to receive help (Silverberg 1986). While it certainly is 
an appropriate therapeutic goal to help men learn to be increasingly in touch 
with their feelings, it is important that treatment maximizes what men do well. 
This section explores the core elements of CBT and how they can be helpful to 
men. I focus on the approaches of some of the most important theorists and 
provide a general understanding of the central ideas of the theory. Different 
authors tend to focus more on either the cognitive or the behavioral domains; 
I spend more time on theories that are slightly more cognitive in nature. These 
approaches are more constructivist and more congruent with the humanistic 
thrust of social work practice.

Cognitive behavioral therapies in general focus on the connection among 
thinking, feeling, and behavior (Walen, DiGiuseppe, and Dryden 1992). CBT 
focuses on the centrality of the role of cognition in shaping human behavior 
and emotion (Dryden and Neenan 2004; Mahoney 1991). At CBT’s core is the 
notion of cognitive restructuring: that human thinking can be changed, and 
that these alterations will subsequently lead to changes in feeling and behavior. 
Corcoran (2006) notes four important steps for facilitating the cognitive re-
structuring process: educating clients about the connection between thoughts 
and feelings; helping them identify their thoughts; examining the validity or 
rationality of their thoughts; and, replacing irrational thoughts with those that 
are more functional. Increasingly, the relationship among feeling, thoughts, 
and behavior has been understood as extremely complex; yet most CBT ap-
proaches still stress the importance of changing cognition as a key task in the 
therapeutic process (Safran and Greenberg 1991).

The three dimensions of cognition that are addressed in CBT approaches 
are content, structure, and process (Blackburn and Twaddle 1996). Content re-
fers to the actual messages and meanings that clients present; structure, to the 
nature of cognition, the different layers or levels of thought; and process, to 
how clients think. Most cognitive therapists focus on the content and process 
of cognition. By helping clients change the content of their thinking, social 
workers help them adopt beliefs that are more reality based and congruent 
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with their values. Focusing on process helps clients explore different ways of 
thinking and develop new skills and tools for managing their behaviors and 
feelings by expanding their cognitive repertoire.

David Burns (1989) explores ten cognitive distortions that represent faults 
in the manner in which people think and the content of their thinking: 

• All-or-nothing thinking: in this cognitive distortion, people see things 
in black-and-white terms that do not reflect the gray nature of reality. 

• Overgeneralization: when one specific detail becomes evidence of a pat-
tern. For instance, one mistake becomes evidence of a total pattern of failure. 

• Mental filter: when someone picks out one negative aspect of a situation 
and focuses solely on it, neglecting other relevant data. For instance, someone 
may receive positive strokes from a significant other but will dwell on one 
comment that was not particularly positive. 

• Disqualifying the positive: when someone rejects positive experiences, 
attending only to negative stimuli as reflecting the reality of a situation. 

• Jumping to conclusions: a type of distortion in which one makes asser-
tions that are not based on facts. 

• Magnification: exaggerating the importance of a problem, or minimiz-
ing of good things that are occurring. 

• Emotional reasoning: when one thinks something is true based upon how 
he or she feels about things or events. For instance, someone who feels nervous 
or anxious about a situation reasons that it is dangerous due to how he feels. 

• Should statements: when one makes rigid demands and expectations 
on the world. One thinks that something “should” and “must” occur—evalua-
tions based on a dogmatic assessment of the world that usually lead to anger. 

• Labeling and mislabeling: often thought of as a form of all-or-nothing 
thinking. One places an all-encompassing label on a situation or event based 
on a limited number of occurrences or information. For instance, if someone 
rejects someone else, that person labels himself or herself as “unlovable.” 

• Personalization: when someone sees himself or herself as being respon-
sible for events that lie outside of his or her control or purview. For instance, a 
husband blames himself for not being home when the family pet has a stroke. 
While it would be normal to feel some sadness and regret about this event, 
holding that belief so strongly that one beats oneself up for it is not helpful or 
productive.

Rational emotive behavior therapy (REBT) is one of the cognitive behav-
ioral approaches that holds particular promise for men. REBT is a structured 
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approach to change that focuses on how “irrational” thinking leads to behav-
ioral and emotional problems. Research has demonstrated the effectiveness 
of this approach with men (Haaga and Davison 1989). Developed by Albert 
Ellis (1958), REBT’s main premise is that people are not directly influenced by 
events, but by the views they hold of these events. Practitioners using REBT 
encourage growth and change by teaching clients to replace their negative, 
self-defeating thoughts with more rational, reality-based patterns of think-
ing (Gullo 1977). REBT focuses on self-help and empowerment; the goal is to 
teach men the skills they need to help them resolve their own problems.

One of the most powerful techniques of REBT for working with men is 
the ABCDE method. The “A” in the approach represents a client’s activating 
event, or the situation or context in which the client is experiencing distress. 
“B” represents clients’ beliefs, including images, values, and perceptions. Cli-
ents are taught a systematic method for evaluating the problems in their lives, 
which are represented as “C” (or consequences, either emotional or behav-
ioral) in the paradigm. According to Ellis (1994), clinicians must disrupt (D), 
the irrational beliefs of the client, in order for the client to enjoy (E), his or her 
newly discovered rational beliefs. Clients are helped to assess the connection 
between their beliefs and the difficult feelings and behavioral consequences 
that are transpiring in their lives (Ellis 1958, 1973, 1994). 

Traditional approaches to psychotherapy tend to focus mostly on events 
and their emotional and behavioral consequences. In the assessment phase 
of REBT, practitioners spend most of their time assessing and understanding 
the nature of clients’ beliefs. Treatment focuses on helping clients change their 
beliefs so they can have more positive emotional and behavioral outcomes.

At the core of REBT is the notion of irrational beliefs—those that do not 
reflect reality (Higbee 1997). They represent core philosophies that are untrue 
and lead to problematic feelings and behaviors. Irrational beliefs are often 
rigid, overgeneralized, and dogmatic. According to Ellis, there are four core 
irrational beliefs: demandingness, awfulizing, low frustration tolerance, and 
global evaluation of self. Each of these classifications leads to different “dys-
functional emotions.”

Demandingness reflects unrealistic expectations regarding events and other 
people. It can be identified by cue words such as “must,” “should,” “ought to,” and 
“have to.” Demandingness is the irrational belief that is most associated with 
anger and can be contrasted with desire or want. If I merely wish for things to 
be a certain way, when they do not occur I may feel more appropriate and more 
functional emotions such as disappointment or annoyance. Yet if I demand that 
the world and others behave other than they do and I dogmatically and rigidly 
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insist that these behaviors and events are “wrong” and “must” change, my re-
sponse will be moderate to extreme anger.

Awfulizing is the process of exaggerating the consequences of an event in 
an extreme manner. Difficult and unfortunate events become “the worst thing 
that ever happened to me” or “the most terrible thing I can imagine.” The man 
who awfulizes turns the metaphorical broken fingernail into a catastrophe. 
Awfulizing is associated with feelings of frustration, depression, low self-es-
teem, and overall lack of well-being. When awfulizing, men tend to ignore 
other important information, such as the good things that are occurring in 
their life, or the relative importance of specific situations.

Low frustration tolerance stems from demands for comfort or ease and 
represents sets of beliefs about one’s capacity to tolerate situations. When a 
man engages in low frustration tolerance, he inappropriately assesses his inter-
nal resources and his capacity to tolerate difficult feelings and external events. 
In other words, he believes that he cannot tolerate a specific situation or event. 
He tells himself that he “can’t stand” a situation and thereby experiences feel-
ings of dread or anxiety. Over time, evaluations based on low frustration toler-
ance tend to lead to generalized feelings of anxiety. Additionally, by holding 
negative beliefs about one’s capacity to tolerate and cope with situations, men 
begin to develop negative appraisals about their self-efficacy, which can exac-
erbate feelings of low self-worth and depression.

Global evaluation of human worth occurs when a man bases his overall 
evaluation of himself or others on too little information. For instance, if a man 
fails to get a raise at work, he may tell himself that he is stupid and unworthy 
of the job. These types of self-evaluations usually lead to the internalization of 
these messages, where over time a man comes to believe that he is worthless, 
stupid, and undeserving. Alternatively, these global evaluations can be com-
bined with low frustration tolerance. For instance, a man not able to tolerate 
the emotional pain of holding these self-doubting beliefs reacts with defensive 
anger, blaming others for his own shortcomings. This type of defensive reac-
tion makes it difficult for men to gently accept themselves as being fallible, 
thereby decreasing their willingness to work toward change. Global evalua-
tions can also be directed at others. When a men globally evaluates others, 
he extends faults and mistakes made in one situation to general character de-
fects. Men who globally evaluate others become very judgmental of others and 
struggle in establishing and maintaining relationships.

Cognitive methods not only are useful in traditional talking therapy but 
can be used creatively as well. Jacobs’s (1992) use of creative props in CBT-
oriented treatment can be extremely useful. Through his impact therapy ap-
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proach (Jacobs 1994), he has taught many clinicians the use of creative props 
and kinesthetic exercises to help enliven the therapeutic process. I was trained 
by Ed Jacobs at a three-day conference fifteen years ago, and the techniques 
that he demonstrated continue to influence how I view practice. I have used 
and adapted several of his techniques in my own practice. Using props allows 
practitioners to make metaphors and lessons concrete and real. Through the 
use of methods that extend verbal communication to include other senses, 
counseling can help create a greater impact on clients (Jacobs 1994). For in-
stance, automatic thoughts can be likened to a tape loop that repeats in one’s 
head. It is one thing to ask a client what he is “telling himself,” but to hand a 
man a tape and ask, “What message keeps playing in your mind when you 
are feeling X?” can be far more powerful. In addition, the metaphor can be 
extended to the cognitive disputational process. Since a tape can be recorded 
over, thoughts can be changed. A client once shared with me that his parents 
would always tell him how stupid and worthless he was. He said he could actu-
ally hear them saying “you are too stupid to learn.” He said he still could hear 
that “tape” every day, and that it still “played very loud.” I asked him what that 
tape really should say, and he responded, “That you are smart, you just had a 
learning disability that was not diagnosed.” We spent a significant amount of 
time practicing and rehearsing this more realistic, life-affirming “tape.”

Creative props can be combined with REBT in other ways. I have had 
clients move between two different chairs, each chair representing a different 
constellation of beliefs. When they sat in one chair, they would speak form 
the voice of their problematic beliefs; when they sat in the other chair, they 
would work to dispute and alter the irrational thoughts and beliefs. These are 
empowering techniques for men, as they learn that they can very much be 
responsible for their own change process. As stated previously, men often fear 
that therapy is something that is done to them; many men fear and resent 
being in a position that feels submissive. By helping them do their own work 
through creative methods, a social worker can enable men to feel empowered 
in the process of change.

Krech (2002) explores approaches that can be used with Native Ameri-
can men. He outlines the psychosocial problems that that have reached near 
epidemic levels among Native American men, both on and off reservation, in-
cluding unemployment, hopelessness, depression, and substance abuse. Krech 
contends that a history of systematic and accidental destruction of the cultural 
norms and rituals of many Native American men, in conjunction with their 
being frequently denied access to meaning, value, and resources within main-
stream institutions due to racism, has created unhealthy belief systems in some 



1 0 �  |  U n D e r S t a n D i n G  t h e  W o r l D S  o F  M e n

of them. In his exploration of approaches to treat these problems, he notes the 
need to help such men restructure their belief systems, using methods that seek 
to help them integrate traditional Native American values and connections to 
their own culture. Each method he advocates has a strong cognitive change 
component. Krech cites Williamson (2000), who posits that intergenerational 
mentoring programs can help restructure the core beliefs of youth. Krech ex-
plores how traditional storytelling and narratives can “actively restructure the 
listener’s views and provide problem solving methodology” (89).

Education and psychoeducation are an important part of most CBT ap-
proaches and are often important in working with men. Kim et al. (2000), in 
their qualitative analysis of therapy transcripts, note that Kenyan men who 
were seen in family counseling found the information that was provided in 
therapy to be the most important aspect of their treatment. They especially 
valued information that allowed them to make better decisions. Part of most 
cognitive behavioral approaches involves teaching. For instance, practitioners 
often teach men early in the helping process the relationship between think-
ing and feeling (Harvey et al. 2004), and the nature of the cognitive behavioral 
change process (Wills and Saunders 2003). The teaching of new skills does 
not need to imply a hierarchical relationship, as is often the case with tra-
ditional models of teaching and education. Instead, practitioners may view 
the development of information acquisition as a collaborative process, where 
men may be actively involved in investigating the things they wish or need to 
learn. In my work with Latino men with histories of substance abuse, we de-
veloped homework assignments in which they conducted research on topics 
important to them. For instance, a man who struggled with anxiety and stress 
explored the causes and potential solutions of stress. By taking charge of his 
own psychoeducation, he was able to acquire new information that was subse-
quently explored in therapy. Therapy helped him evaluate his new knowledge 
and learn to apply it to his own concerns and life context. Other skills that are 
taught in the context of CBT are relationship building, problem solving, and 
relaxation methods.

narrative therapy with Men

Narrative therapy is a relatively new approach that has become influential in 
social work practice and education, particularly in Australia, New Zealand, 
and Great Britain. It is largely constructivist in nature; human beings are seen 
as actively creating their lives and their perceptions about themselves and oth-
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ers through the language that they use (Freedman and Combs 1996). More 
important than what “really happened” is how clients construct their world 
and construct meaning from it (Speedy 2005). The narrative approach is con-
gruent with cognitive therapy in that it focuses on how men create mental 
representations of their world, with the strength perspective in that men are 
viewed as far more than their problems, and with the existential approach, 
which highlights the importance of individuals choosing their own realities.

The narrative approach was developed by David Epston and Michael 
White. These therapists believed that the stories that people internalized about 
themselves and the nature of their problems led to personal dilemmas and 
social oppression (White 1997, 2002). The goal of therapy is to help clients de-
construct the “pathologizing” stories they hold about themselves and change 
them into more liberating and freeing narratives. Changing the narratives and 
stories that people hold about themselves is not a small task but is a powerful 
part of the process of change. Carr (1998:486) notes: “The process of therapeu-
tic reauthoring of personal narratives changes lives, problems and identities 
because personal narratives are constructive of identity.”

In his exploration of the work of Michael White, Carr (1998) notes nine 
practices of narrative therapy that I discuss in detail below: position collab-
oratively, externalize the problem, excavate unique outcomes, thicken the new 
plot, link to the past and extend to the future, invite outsider witness groups, 
use re-remembering practices and incorporation, use literary means, and fa-
cilitate bringing-it-back practices.

Position collaboratively

Narrative therapists stress the positioning of the therapist in relationship to 
the client (Payne 2000). They insist on a collaborative and egalitarian relation-
ship that may differ in nature from the type traditionally advocated by social 
workers. For instance, social workers’ concern for clear boundaries is less im-
portant to narrative therapists. Powerful and evocative self-disclosure by the 
therapist is not viewed as a negative within the context of narrative work. In 
one account of a narrative session, a therapist made a deal with a resistant 
adolescent girl that for every question she answered, she could ask him a ques-
tion. The therapist never set limits on the types of questions the girl could 
ask, any more than she would impose limits on the questions he could ask. In 
narrative therapy, the interview is conceptualized as a conversation between 
two people who are equals. Narrative therapists are concerned about the op-
pressive nature of hierarchical relationships and the discourse of pathology, in 
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which one person is the expert and the other is viewed as a sick person who 
needs to get well. Narrative therapists work hard to change the prevailing dis-
course or story from one of an illness to one of a person who at times struggles 
with problems that lie outside themselves. By positioning himself as an equal, 
no healthier nor sicker than the client, the narrative therapist works to counter 
the pathologizing structure of traditional therapeutic positioning.

externalizing

Men often feel blamed for their problems and mistakes and feel inadequate 
for not being perfect or being able to solve their problems on their own. The 
autonomy script and rugged individualism make it difficult for men to ac-
cept their fallibility, and ultimately their humanity. Men are therefore often 
defensive about their difficulties and imperfections. This often appears in the 
language of men, where they will use the third person when referring to a 
difficult situation or set of feelings, such as “you know, losing your job makes 
you feel bummed out,” or “you really get mad when someone cuts you off like 
that!” It is important to see this linguistic trick as a normal response to feelings 
of inadequacy that often will be generalized to situations in which men do not 
feel inadequate or less than perfect.

Social workers inexperienced with men will often make the mistake of 
moving too quickly toward helping a man “own” his feelings and push him 
to use “I” statements. Making such suggestions too early can sabotage the 
helping process. First, such corrections can signal a lack of acceptance of the 
individual man and of the manner in which men communicate. Again, it is 
important to see men as a culturally different group, with their own language 
and culture. In addition, clients have their defense mechanisms for a reason: 
they have protected them against perceived or real threats for many years. It is 
rarely the goal of treatment to immediately challenge and alter defense mecha-
nisms; it is far more therapeutic to slowly help men understand their defenses 
and employ them in a flexible manner.

Further, as men are instrumental and want to be problem solvers, keeping 
an objective, emotionally distant stance can at times be valuable. Lessons from 
narrative therapy are instructive in this regard. Narrative therapy has dem-
onstrated how professionals can actually use this externalizing technique as a 
therapeutic method (Freedman and Combs 1996). Narrative therapists advo-
cate for helping people to explore problems in the third person as a means of 
helping them see that they are not the problem, but that “the problem is the 
problem” (White and Epston 1990). Since men often naturally present prob-
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lems in this manner, it is wise to allow them to do so. In externalizing the 
problem, narrative therapists encourage men to refer to a problem in the third 
person, often asking them to name their problem in order to clearly situate it 
outside themselves. For instance, a man can refer to the angry aspect of him-
self as “Mr. Anger.” The therapist can ask externalizing question to help the 
man explore feelings and concerns from an objective distance. For example, 
“What can you do when Mr. Anger pays you a visit?” It is often easier for a 
man to talk about his feelings in this manner, and to subsequently explore 
ways of coping with them.

excavate Unique outcomes

Unique outcomes are situations in which the client has been able to handle 
or resolve his problem differently from the way he usually does, or differently 
from what he believes he is capable of doing. For instance, a men who believes 
that he is never able to talk to women without feeling nervous may actually be 
able to think of times he has spoke to women without feeling anxious. People 
tend to minimize their capacities and forget to recognize their own triumphs. 
As such, one of the goals of therapy is to help clients become archeologists into 
their own successful behaviors.

Excavating unique outcomes builds on externalization by helping clients 
continue to see themselves as being less “problemed.” Clients are helped to 
move from a narrative of an all-consuming problem that they can never resolve 
to one in which they are at times able to at influence and manage outcomes, 
and in this way to see their strengths and competencies. Breaking down the 
story into small movements and steps helps men learn to identify the methods 
by which they resolve their problems. By consciously thinking of the skills 
and methods they use, they can generalize their behavior and increase their 
self-efficacy. Slowly the plot of the story moves from the protagonist as an in-
competent person with a fatal flaw to one in which he finds himself battling an 
enemy that he has previously defeated (or at least fought against valiantly).

thicken the new Plot

Men in therapy will sometimes provide very little detail. Being traditionally 
action oriented, they may think that the experience of providing details that 
seem extraneous to the core of their story may be unimportant. Parsimony is 
considered an important male value, as illustrated by the image of a man as a 
“strong and silent type.” In narrative work the details of how events are lived 
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and understood are curtailed. It is often in the details that men are helped to 
find the source of meaning and change, opportunities for establishing con-
nections, and the ability to create alternative outcomes. It is in the filtering 
through the details of their stories that men are able to find alternative out-
comes. Therapists help to thicken the plot by exploring key details in regard 
to how men have experienced a problem in the past and, most important, 
how they have resolved or overcome the problem. To help men do this, social 
workers need to tell men why the details are important. As with most aspects 
of helping, deconstructing helping behaviors allows men to become increas-
ingly invested in the process of change.

link to the Past and extend to the Future

In narrative work, the therapist will want to help the client link alternative 
views about their problem to the past and extend these alternative concep-
tions into the future. For instance, a man suffering from compulsive overeat-
ing can explore a time in his life when food was not the center of his world, 
and when his eating was healthier. This type of conversation helps strengthen 
the externalization of the problem. By learning to connect past coping to the 
future, a man is able to begin to reauthor his life and his experience of his 
problems in a more complex, realistic manner. This linking of the past to the 
future helps clients experience a sense of hope. If a man can clearly remember 
and understand a life in which the problem was less significant (or perhaps 
even nonexistent), he can begin to see an alternative future.

Questions that link the past and extend the future include: If your past 
were a movie and we were both watching it, what would we see that would 
help us understand your situation today? If we could envision you having a 
different relationship to your concerns a year from now, what would it look 
like? Picture yourself in the future: what do you see?

invite outsider Witness Groups

Outside witnesses are people who care about the man in therapy and can 
provide important information to be used in the process of change. They are 
those who can help him begin the process of reauthoring and restorying his 
life. Often outside witnesses are useful in helping a man look for new ways of 
understanding a problem or situation. They can also be invited to be positive 
supports to a man as he actively works toward change. Sometimes outside wit-
nesses are those whom the man has mistreated in the past, and they may be 
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skeptical about a man’s developing vision of himself as someone who is more 
than the problem. Social worker must help the man see that these witnesses 
may not accept a man’s new vision of himself quickly; the man will have to 
learn to find supports and resources that help him nurture change while he 
develops patience for those who many not be convinced. As was explored in 
the earlier discussion on men’s relationships, each man brings with him a set 
of strengths and limitations in how he relates to others. Inviting outsiders into 
the treatment process can help men build and repair relationships and may 
help decrease their sense of isolation or shame.

Use re-remembering Practices and incorporation

Loss is one of the truly universal experiences. For each of us, learning to grieve 
and heal from loss is an important part of emotional health. Given the mul-
tiple losses that men have faced, and their difficulties contending with affec-
tively oriented experiences, grief work may be particularly important with 
men. The process of working through grief and loss is different from a nar-
rative perspective compared to other approaches. In other approaches, grief 
work often employs techniques that distance the griever from his or her loss. 
In narrative therapy, re-remember techniques are used for “maintaining on-
going relationship with the dead person and seeking comfort in keeping this 
person’s membership current in one’s ‘membership club’ of life” (Hedtke and 
Winslade 2004/2005:198).

Re-remember techniques are not merely about reminiscing or talking 
about the dead or a particular loss but include rituals and methods of actually 
positioning the dead person within the lives of those who are living. Men are 
frequently disconnected from their sense of community and from those they 
used to feel close to. Helping them remain connected to those they have lost 
can enable them to maintain ties and feel less isolated. For instance, a soldier 
can write letters to his dead comrades as a means of staying connected to them 
and of achieving a sense of the dead still being involved in the world of the 
living. This may help men with the common experience of survivors’ guilt. 
Such methods are particularly important for working with men from cultures 
in which the boundaries between the living and the dead are more permeable 
than in the dominant culture. For instance, it is not uncommon for Puerto Ri-
can men and women to have ongoing communicative relationships with im-
portant deceased relatives. Such cultural traits should be used as strengths and 
be integrated in a man’s developing narrative. For those people who are not 
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dead, such as estranged old friends, men can be encouraged to create rituals to 
maintain contact at a distance and maintain a sense of connection.

Use literary Means

Traditional narrative therapy has relied heavily on the use of letters and let-
ter writing in the therapeutic process. Letter writing has been used frequently 
with those in crisis, as well as in long-term therapeutic work (Tubman, Mont-
gomery, and Wagner 2001). In narrative work, the therapist will often write 
letters to clients at different points in and after treatment. These letters can 
be used to reinforce growth and change, to summarize important lessons, or 
to provide hope and inspiration during difficult times. They become concrete 
documents of the process of growth and change.

Various literary methods can be used to help men reauthor their lives. In 
addition to traditional narrative methods, poetry and bibliotherapy exercises 
can assist men in creating therapeutic changes (Furman 2004; Harrower 1972; 
Lerner 1981; Mazza 1999). While it may seem counterintuitive to encourage 
men to write poetry, given how it does not seem congruent with traditional 
ideas about masculine identity, I have used poetry often in my practice with 
men. It is my experience that many men either write poetry or have enjoyed 
poetry in their past. Many men have used poetry as a means of making sense 
of their world, and for coming to terms with their own feelings and mascu-
line and personal identities. While not appropriate for all men, when a social 
worker discovers that a man has a particular interest in writing poetry or other 
creative means of expression, it may be valuable to explore with the man how 
he has used it for their his growth and well-being. Doing so helps men seek 
their own solutions and allows for another powerful means of helping them 
reauthor their own story.

Facilitating Bringing-it-Back Practices

In bringing-it-back practices, clients are encouraged to share the construc-
tion of their new narratives and their positive changes with others. This can 
be done through sharing in self-help groups, therapeutic groups, conversa-
tions with other clients with whom their therapist is working, or speaking 
with community groups. Different from more positivist, individualistically 
oriented therapeutic approaches, narrative therapy encourages a community-
centered approach to the change process. Bringing-it-back practices also en-
courage men to own their change, to develop a sense of themselves as being 
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of worth and value to the community, and of being mentors. Bringing-it-back 
is an important aspect not only of the narrative approach, but also of self-help 
groups and the men’s movement. It helps to encourage the reformulation of 
identity reconstruction by aiding a man to systematically share himself with 
others in a new and socially constructive manner.

Narrative work is consistent with approaches for indigenous people that 
focus on using storytelling as a means of helping men work through life strug-
gles and traditions. Krech (2002:89) provides a cogent explanation of how this 
occurs, and the mechanisms that facilitate growth and change: “a successful 
story contains all the essential elements of a listener’s concerns and then or-
ganizes these elements into a viable and replicable process. Storytelling can 
generate abstract outlines and relational networks for ideas that also serve as 
guides for action and understanding. This form of narrative may begin a pro-
cess that leads to a conclusion and growth far beyond the original tale because 
the storyteller provides a vehicle for the listeners to comprehend in their own 
way and derive their own solutions.”

the Strengths Perspective with Men

At its core, social work is about helping people transcend social and personal 
obstacles to improve their lives. The strengths perspective is an orientation 
to practice where practitioners seek to help men marshal their internal and 
external resources in service of solving their problems and living successful 
lives. Some of the core values of more dominant models of masculinity, such 
as courage, fortitude, bravery, willingness to withstand hardship, and even sto-
icism, may be valuable aids in helping men transcend difficult situations. The 
strengths perspective is grounded in the literature and research on resiliency, 
which demonstrates the power of individuals, families, and communities to 
thrive in the face of seemingly debilitating events (Kaplan and Girard 1994; 
Stinnett and DeFrain 1985; Wolin and Wolin 1993). While it is still relatively 
young and in the early stages of development, the strengths perspective can be 
a powerful lens through which to view social work practice with men.

Working from a strengths perspective contrasts with pathology-oriented 
approaches, which stress the removal of problems as the primary aim of treat-
ment. In the strengths perspective, practitioners try to catch men “doing the 
right things” instead of focusing on weakness and failure. Glicken (2004:205) 
notes that the strengths perspective is important in framing the helper/helpee 
relationship: “Focusing on pathology creates a sense of pessimism in clients 
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that is contagious to clients. The pessimism of the working and the stigma 
attached to many diagnostic categories have a pervasively negative impact on 
clients.” This may be especially true for men, who often enter the therapeutic 
relationships skeptical of social workers’ intentions. Men fearing being judged 
and worry about being controlled and “made to do things.” Focusing on the 
positive aspects of men’s behavior may be one of the most important things a 
clinician can do to build a quality working relationship. As I frequently stay to 
students, social workers are not paid to judge: each person has had many peo-
ple in their lives who have done so, and probably very few have been helpful.

The focus on strengths, capacities, and resiliencies differs markedly from 
more mechanistic approaches that focus on disease (Goldstein 1990b). In 
those approaches, informed by the medical model, the social worker serves 
as an expert in diagnosing and fixing problems in the same manner in which 
a surgeon would remove a tumor. In the strengths perspective, social work-
ers work collaboratively with people, focusing on their strengths, capacities, 
and skills. Problems are not ignored or minimized, but endless explorations 
of problems and deficits are not viewed as the most effective or ethical way to 
help people live more fulfilling lives.

Saleebey (2002) and Kisthardt (2002), two of the developers of the strengths 
perspective, have suggested six core principles that can guide strengths-based 
practice with men at risk: 

1. Every person has strengths. To focus on people’s strengths challenges 
us to assume a stance of respect and admiration. We are challenged to as-
sume the role of a student interested in learning about the person’s hopes and 
dreams, rather than the expert who purports to know more about what mo-
tivates a person than the person does (Kisthardt 2002:166). This fundamental 
stance is often difficult to adopt. A century of Freudian psychology has situ-
ated problems at the center of the helping endeavor. Current evidence-based 
practice asks us to focus on the identification of quantifiable problems and 
measure change. However, the strengths perspective asks us to reorient our 
way of understanding people. It asks us to view people as possessing far more 
strengths than limitations. Learning to approach men from this perspective is 
often a challenging task.

2. While traumas and injuries may cause harm, they are also the source 
of opportunity and potential for growth. In his exploration on how strengths-
oriented approaches can be applied to people with mental illness, Jackson 
(2001) connects this principle with the facilitation of resiliency. Often it is 
within the contexts of crisis that people reach deep within themselves and find 
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new sources of strength, growth, and hope. Men have overcome many diffi-
cult situations, and the strengths they develop from trying times may become 
fuel for resolving current challenges. Congruent with the narrative concept of 
finding unique outcomes, social workers should explore the ways men have 
used their skills and abilities, as well as their external resources, to meet their 
goals and challenges.

3. It is important for social workers never to underestimate the capacity 
of an individual for growth and change. We can never know the upper limits 
of a man’s potential. If we believe that all people possess the capacity to learn, 
grow, and change, then we will constantly be seeking new and different strate-
gies to create opportunities for this growth to occur. At every helping session 
we should strive to learn something about the person that we did not know 
before. Each new piece of information may serve as a key that unlocks the 
potential that resides in all people (Kisthardt 2002:169). Social workers fre-
quently encounter people who have multiple programs, who have had limited 
success in meeting some of life’s challenges. From the outside they may appear 
to be failures. Encountering such difficult situations day after day can make 
social workers jaded or burned out. However, it is important for social work-
ers to develop a sense of hope about people’s capacity for growth and change. 
The exercises at the end of this chapter may help you develop this capacity.

4. People are best served by collaborating with them. In some traditional 
helping models, the helper is conceptualized as the expert; the relationship is 
essentially hierarchical. In classic psychodynamically based practice, the ther-
apist is detached and becomes an unknowable other, ready to be the recipient 
of client projections. The strengths perspective views the helping process as 
a collaborative effort between two equals. Since a goal of the strengths per-
spective is to help people find their personal power, the helping relationship 
should encourage empowerment, not disempowerment. By modeling a col-
laborative way of working together, the social worker helps the client view his 
own knowledge and skills as being of worth. While men value expertise and 
knowledge, they also want to be viewed as being the equal of their helper.

5. Every environment is full of resources. Assessing social environments 
should be what social workers do best. However, the individualistic nature of 
the dominant American culture contributes to most of us seeing the individu-
al as most central organizing principle. That is, we see the individual before we 
see family and community. This is especially true for social workers who adopt 
more middle-class, dominant values. However, when assessing the strengths 
and assets of men, we must learn to look at the richness and fullness of their 
environments, or the potential richness and fullness. It is true that many men 
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are disconnected from their communities, from those who love them, and 
even from their natural environments. Ask a man who are the people who are 
willing to help him, and you will likely hear only a few names, if any. However, 
the vast majority of men are cared about by many people. They have many 
formal and informal social institutions that can be valuable resources to them. 
Part of the assessment process will be assessing not only the current support 
systems of men, but also their aspirational support systems, or any systems 
that may be of help. Many men, espousing the value of rugged individualism, 
may not express the desire to connect to and be helped by others. It is a key 
challenge for social workers to help men realize that reaching out for support 
is not a sign of weakness but of strength, and that regardless of what each of us 
believes, we are all connected together in inextricable and profound ways.

6. It is important to understand the relevance of caring, caretaking, and 
context. These issues are often different for men than they are for women, and 
they warrant exploration. Women tend to view care and caretaking differently 
from men and have different emotional needs when they are feeling over-
whelmed, stressed, or burdened. Men in therapy may need less affective ex-
pressions of empathy and more normalization of their experiences, and guid-
ance for action. That is, men need to be helped to understand and contextual-
ize their problematic feelings and behavior as being “normal.” This helps men 
reduce the shame they may feel for having discussed their experiences and can 
be an important step in the healing process. However, normalization is not 
without its counterindications. For instance, violence and behaviors that place 
men and those around them at risk should not be normalized. Acceptance and 
unconditional positive regard about the man as a human being is essential, 
yet this does not mean condoning violent, abusive, or inappropriate behavior. 
Adhering to a strengths perspective does not mean we gloss over problems, 
or that men should not be held accountable for their behavior. One can be 
guided by a strengths-oriented principles yet still be in favor of a man enter-
ing the criminal justice system; focusing on one’s strengths does not preclude 
believing in the importance of men being held accountable for their behavior.

Glicken (2004) notes that the strengths perspective attempts to focus 
therapy away from mere symptom reduction. The goals of therapy should be 
to help men become more self-fulfilled and to develop the capacity to lead 
meaningful lives (Saleebey 1994; Sandage and Hill 2001). For example, it is 
not enough merely to help a man reduce his subjective experience of anxi-
ety and depression if the events and circumstances, or his perspective and 
beliefs, are hardly changed. These troubling feelings may very well reappear. 
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People will experience fewer symptoms when they have full, healthy, and 
meaningful lives and are living according to their dreams and desires. It is 
this focus on meaning that is the special purview of the next approach, the 
existential perspective.

the existential Perspective

While the roots of existential theory are ancient, existentialism largely grew 
out of the hopelessness and despair of the great wars of the twentieth cen-
tury (Furman 2003a). Existential authors saw the importance of addressing 
humankind’s capacity for both greatness and evil actions. Existentialists were 
concerned that modern science and technology, while capable of advancing 
society, also came close to leading to its ultimate destruction. In addition to 
responding to the catastrophic events of the early part of the twentieth century, 
existential authors also became concerned about the biological, psychological, 
and sociological determinism that began to influence Western thought dur-
ing the mid-twentieth century. Whether it was Freud’s notion that men were 
controlled by unconscious drives, behaviorists’ belief in classical conditioning, 
or the medical professions’ biological determinism, existentialists were con-
cerned that men would abdicate responsibility, freedom, hope, and ultimately 
their humanity in response to these ideas. Existentialists perceived that when 
individual men and women give in to deterministic influences and are no lon-
ger willing to accept responsibility for their own actions, great social ills occur. 
While less influential in the United States, existential authors had great influ-
ence on European thought for many years. Existential thought moved into the 
American psychotherapeutic community in the 1960s, and into social work 
thought through the work of Donald Krill (1969, 1978).

While philosophical differences exist among different existential writers, 
existentialists focus on what they view as ultimate human truths, and the need 
for people to attend to these truths in the course of their lives. To not attend 
to the truths of existence will lead men and women to live blind, meaningless, 
and often destructive lives. Existentialism is very much a challenge to people 
to explore what it means to be human, and to put the results of this explora-
tion into action.

Existentialism may at first seem like an esoteric and abstract theory. Even 
the name may leave some cold and cause others to run for the dictionary. How-
ever, existential thought holds particular relevance for social work practice. By 
focusing on the core truths of human existence, the application of existential 
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theory provides practical guidance for how to live and practice social work. It 
helps us strip away excess and focus on the core of what it means to develop a 
good life, as constructed and lived by each individual. By helping people focus 
on the nature of existence and examine their lives through the filter of these 
core truths or questions, social workers enable people to live fuller, more mean-
ingful lives. While many of its concepts may at first glance appear dark and de-
pressing, existentialism actually is an extremely hopeful perspective that holds 
that each person has the capacity to develop a life of deep joy and meaning 
regardless of social circumstances. In this section, I hope to demystify the ex-
istential perspective and show its utility for social work practice with men. As 
with the other theories presented above, the theory will be further explored in 
subsequent chapters, as applied different psychosocial risk factors and issues.

A central notion in existentialism is the responsibility of each individual 
to create his or her own sense of meaning and purpose (Mullan 1992). Sartre 
(1965:15) asserted that “Man is nothing else but what he makes of himself.” In 
the existentialist view, a man is born into the world very much a blank slate. 
Life experiences shape the views and perspectives of the child, as do personal-
ity and human biological tendencies. However, from the existentialist point of 
view, those internal and external forces are only influences on human behav-
ior; it is up to each individual to engage in the process of self-definition and 
self-creation. Furman and Bender (2003:126) assert that “The ‘authentic man’ 
comes to grips with the reality of his/her existence; he/she chooses to define 
him/herself and creates him/herself in every action; develops meaning and 
purpose for him/herself.”

At times, social workers find it difficult to reconcile personal responsibil-
ity with personal blame, and with the existence of oppressive and discrimina-
tory social forces. Existential thought does not lead us to deny or negate these 
factors but pushes social workers to help clients find their authentic sources 
of power and control given and within the context of their social conditions. 
Used appropriately and nonjudgmentally, this constructivist view, congruent 
with the other approaches discussed in this chapter, supports the notion that 
people can and do change throughout the life cycle. We are not fixed; we can 
taken control of our lives and, with a great deal of work, create meaningful and 
lasting change.

Meaning

To most existentialists and existential practitioners, the creation of meaning is 
life’s most pressing task. Existential practitioners tend to view many symptoms 
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and problems that clients possess as ill-fated attempts at creating meaning or 
desperate attempts to avoid having to work toward it.

Meaning in life is not simply a global judgment made about a life as a 
whole, but potentially a quality of everyday existence. It may be that a mean-
ingful life is simply a sum of meaningful days. Or the experience of daily mean-
ing may be derivative of a global sense of meaning in life that adds a “glow” of 
meaning to judgments about specific life domains (King et al. 2006:181).

In social work practice with men, social workers recognize that men in 
modern societies are often not encouraged to develop their own sense of per-
sonal meaning. Men are encouraged to be good soldiers and good providers, 
to do whatever they need to get by and do what is needed. Helping men think 
through how their current life structures provide them meaning can help 
motivate them to explore behaviors that may be destructive to themselves or 
others. Developing the capacity to engage men in discussions around mean-
ing or purpose demands that social workers have explored these issues for 
themselves. It may take practice for social workers to begin to discuss deeper 
issues such as meaning with clients. In truth, we are more accustomed to hav-
ing discussions about meaning and life’s purpose with friends. Fortunately, we 
can use these discussions as internal models for how we might approach such 
conversations with clients.

Death

To the existentialist, death is one of the most powerful forces motivating hu-
man beings. Becker (1971) observed that a great deal of human behavior can 
be attributed to human beings escaping from the painful specter of death. To 
the existentialist, the awareness of death is both a cause of anxiety and a pow-
erful force that may push us toward authentic living. The type of anxiety that 
is derived from an awareness of death is not a disease process and should not 
be mistaken for an anxiety disorder. This anxiety is part of the cost of being 
aware, part of what makes us human. The man who is aware of his own death 
is aware of how finite life is. Life is viewed as a precious gift that cannot be 
wasted when one is aware of the specter of death. Somerset Maugham’s  pro-
tagonist in On Human Bondage would wake up in the morning and ask death 
what he had in store for him today. The implication of this question is that the 
more a man is able to use this awareness of death for the enrichment of his 
own life, the more likely he is to live fully. When he lives with an awareness of 
death, it is less likely that he will give in to petty annoyances and more likely 
that he will focus more fully on what truly matters.
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Freedom and Bad Faith

In existential thought, bad faith is one’s conscious and unconscious strate-
gies for disowning personal responsibility for how one thinks, feels, acts, and 
lives. To the existentialist, people engage in bad faith when they wish to deny 
personal responsibility. In a sense it a safer and at times less emotionally risky 
way to live. However, the costs of bad faith are powerful. Engaging in bad 
faith and denying one’s essential freedom also denies one access to the po-
tential of growth and transformation. To change, one must accept a degree of 
responsibility for one’s life in the moment and be willing to engage in unco-
erced action.

Freedom plays an essential role in existential therapy. Men are seen as 
possessing a great deal more freedom than they often care to admit. While 
existentialists do not deny the constraints of social forces, they also believe 
that men can choose how they will respond to these forces. This notion is 
particularly attractive to American men, who have been raised with images of 
rugged individualism. While at times it is important to help men understand 
and increase their interdependence and reliance on others, responsibility and 
freedom can be powerful motivating forces that may be important therapeutic 
factors when providing services to men.

Struggle and Pain

One of the most important choices we can make is how to view our own 
struggles and pain. The maxim “pain is mandatory, but suffering is optional” 
successfully encapsulates the existentialist view. In this view, it is the belief that 
life should be pain free that creates suffering. No one escapes life without pain 
and loss—it is how we respond to these events that define us as people and 
allow us to develop integrity and wholeness. That is, we lament our own pain 
and add pain on top of pain. We believe that life should always be easy, that 
there is always a pill to take or a salve to rub.

Modern American life teaches people that struggle and discomfort are 
bad things. We have appliances that we use to make our lives as easy and com-
fortable as possible. Yet so much of what we hope to achieve in life takes a 
great deal of effort. Many of the men whom social workers see have faced 
years of pain, struggles, and setbacks. The path to healing and growth is of-
ten not an easy one. When clients believe that change is easy and will come 
without work and often hardship, failure is almost inevitable. Hard work and 
persistence are core hegemonic male values that, when balanced with other 
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values, can be important strengths for men. Men’s willingness to work hard for 
what they believe in, to suffer for their families or their “team,” has often led 
to wonderful achievements. In practice, social workers can capitalize on this 
strength and help men use it in the service of meeting their needs.

This chapter has explored many core principles as they apply to men. 
Some of the principles are generic or atheoretical in nature; others are tied 
to specific theories. I hope you have been able to see the overlap of many of 
these principles and have developed a beginning understanding of their prac-
tice utility. In part 2 I apply these principles to important psychosocial dilem-
mas that men face and show how we can use these approaches to build on the 
existing strengths of men.

ExErcisE: tHE strEngtHs PErsPEctivE: 
WHat arE our limits?

In this exercise, use the Internet to explore the life histories of great men who over-
came seemingly insurmountable obstacles. When you find a story to which you par-
ticularly relate, answer the following questions.

 1. What strengths helped this man overcome his obstacles?
 2. Why did he overcome his obstacles when others might have succumbed?
 3. What would you have thought of this man’s abilities to achieve success if you 

had encountered them at their “lowest”?
 4. Think about people in the past who have underestimated you. In what ways 

were they wrong?





 Men at Risk: PART I I  
 Problems and Solutions





 Men and Violence S i X

When women are depressed, they eat or go shopping. 
Men invade another country. 

It’s a whole different way of thinking.
—Elayne Boosler

Violence plays a central role in the lives of many men and is a significant fac-
tor in the disparity between male and female life expectancy (Kruger 2006). 
While men are the largest perpetrators of violence, they also are more fre-
quently the victims of violence (Clatterbaugh 1990). In 2005 twenty-five out of 
one thousand men were the victims of violence, compared with eighteen out of 
one thousand women (U.S. Department of Health and Human Services 2006). 
Whether through crime, gangs, domestic violence, or war, the psychosocial 
costs of violence on the lives of men and their families are profound. This 
chapter explores the different types of violence in which men are involved, 
along with treatment issues and options. Men are both victims and perpetra-
tors of many kinds of violence. As with many of the topics in this book, it is 
important for readers to develop an understanding of their own preconceived 
ideas and biases about men as victims and perpetrators of violence. 

Even the most violent men deserve our respect, dignity, and empathy. Of 
course, they may also need to be imprisoned to protect others from their ag-
gressive or dangerous behavior. Some practitioners have a difficult time recon-
ciling the need to protect society from offenders with the values of the social 
work profession. But treating people according to social work values and pro-
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tecting society from them are not mutually exclusive. Men can be incarcerated 
and also be afforded dignity, respect, and appropriate treatment by the pro-
fessionals who provide for them (although certainly the justice system is not 
always known for these values). Working with violent men demands that we 
pay attention to many complex psychosocial factors. Many male perpetrators 
of violence have long histories of mental illness; in addition, many of these men 
have also been victims of violence. Social workers must learn how to be em-
pathic and caring while setting appropriate boundaries and limits. A multitude 
of biopsychosocial factors must be assessed when deciding what types of sup-
ports and services these men need. It is also important for those working with 
men and violence to develop an understanding of the criminal justice system 
within their local area and know the strengths and weaknesses of that system. 
Some communities have been more been successful than others in developing 
preventative and treatment options for male offenders and victims of violence.

Men as Perpetrators of Violence

Men commit the vast majority of all violence. Sexual assault against women, 
rape of other men, general assault, and homicide are all behaviors that have 
profound personal and social costs. Providing services to male perpetrators 
is often controversial and requires careful attention to social work research, 
theory, and values. Exploring violence from the perspective of men and pro-
viding culturally appropriate services to them are important issues for the pro-
fession to take on in the coming decades.

Sexual assault

Twenty-one percent of women report having been raped by a man during their 
lifetime (Tjaden and Thonnes 1998). Women who are sexually assaulted or 
raped may experience many physical and emotional traumas, including post-
traumatic stress disorder, and are affected by the violation their entire lives.

Rape and sexual violence are often misunderstood. The rape of women is 
a crime not of passion, but of power, domination, and violence. On a social 
level, sexual violence is connected to oppression, dominance, patriarchy, and 
power. These factors are important when considering the risks and treatment 
needs of individual men, yet other psychosocial factors, such as depression, 
anxiety, and employment, must also be considered as part of a comprehen-
sive assessment.
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Sexual assault is sexual conduct and activity that is engaged in without the 
consent of  the other person. This can include physical acts, such as fondling, 
groping, and forced sexual contact such as rape, or other behaviors such as 
voyeurism. Child molestation is also a form of sexual assault. Aside from child 
sexual abuse and molestation, rape is the most severe and damaging form of 
sexual assault. Rape may also be one of the most underreported crimes in the 
United States (Russell and Bolen 2000). 

Women who have been raped often do not report the crime, for a number 
of reasons. Some fear that their perpetrator will harm them again if they do 
so. Women also fear not being believed by police and others, especially if they 
have a history of being sexually active or possess a criminal record. Society 
continues to stigmatize women who have more frequent, nonmonogamous 
sexual relationships, while men are often rewarded for such behavior. In many 
cultures, men who are highly sexually active are seen as “studs” or “Casanovas” 
while women are called “sluts” or, in Latino cultures, “putas.” When working 
in the area of sexual violence, social workers must pay careful attention to the 
attitudes of their clients about women, sex, sexuality, and power. Individual 
treatment of men at risk for sexual violence should carefully assess and treat 
these attitudes. On a macro level, social workers should attend to how these 
messages are institutionalized within the criminal justice and other systems. 
Programs that challenge these beliefs in high schools or even in elementa-
ry schools are promising prevention methods that warrant further research. 
Social advertising campaigns should also help challenge the conceptions of 
women that help perpetuate violence against them.

Another reason that women who have been raped may not report their 
victimization is the shame and humiliation of the experience. Having in-
ternalized messages about the “dirtiness” of being a sexually active person, 
women often believe that they may have somehow caused their violation. 
Many violent men have also internalized these beliefs and blame women for 
their own violent and abusive behavior. These beliefs are ingrained not only 
within society, but often within professional helping communities, which may 
not be educated about the true nature of sexual assault. Men who hold that 
women are to blame for their behavior believe that women who may “tease” 
them “deserve it.” They may believe that their own personal pains, frustra-
tions, or failures are the responsibility of the women in their lives. Since rape 
is not a crime of passion, but of power, control, and dominance, some men 
seek revenge on a specific woman, or on women in general, through sexual 
dominance and control. Social workers must look for these signs of abusive 
power and work toward establishing safety contracts and other measures to 
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ensure that men they work with find other methods of resolving their frustra-
tions and pains.

The treatment of male perpetrators of rape has been controversial. The 
traditional feminist approach is to take a direct, confrontational approach with 
men who violate women sexually. It is certain that men who rape hold inap-
propriate and dysfunctional views about women, power, patriarchy, and sex. 
Men who rape must take ownership of their behavior and face punishment for 
their crime. Yet, some of the treatment issues of men may not be fully satisfied 
by this approach and may in fact not lead to desired outcomes. Both account-
ability and treatment are essential. Cull (1996:263) highlights the importance 
of providing men treatment and simultaneously setting behavioral limits and 
social consequences:

Rarely do we hear loud expressions of “treat them,” “help them to understand 
their behavior,” “punish by all means, but provide constructive rehabilitation.” 
Emotion takes over and rationality is lost. Rational argument will show that the 
truth is that rapists will one day be released from prison. They will return to the 
community and they will continue to present a risk of re-offense, unless they 
somehow come to understand their behaviour and, on release, return to society 
as a positively-changed and healthier individual. Furthermore, the rapist has used 
this form of behaviour as a weapon of power, of threat and of control for centu-
ries. He will, unfortunately, continue to rape, and fear of the consequences will 
rarely act as a deterrent.

Research on treatment of the perpetrators is mixed—more research and 
the development of new treatment models are needed. Later in this chapter 
I discuss how cognitive behavioral therapies can be especially valuable in 
working with violent behaviors. CBT with sexually violent men must focus on 
helping them understand the cognitive roots of their violent behavior (often 
socially constructed and rooted within patriarchy and power) and the severe 
consequences for themselves of these beliefs: they must learn how their beliefs 
contribute to their own pain and loneliness. If men understand the personal 
costs of their cognitions and behaviors, they can become more invested in 
cognitive and behavioral change. While, for the profession of social work, so-
cial transformation is the ultimate goal of such interventions, individual men 
need to explore how change will benefit themselves.

In addition to micro-oriented practice, macro practice is an important 
aspect of social work practice in regard to sexual violence. Organizations have 
sought to change the political and cultural factors that perpetuate sexual vio-
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lence against women. Macro-oriented social workers seeking to decrease vio-
lence against women have several potential options for intervention and affili-
ation. Advocacy groups work with various constituents of men and women to 
help educate communities about the impact of sexual violence. For instance, 
the Rape, Abuse and Incest National Network conducts community educa-
tion programs and seeks to influence national policy related to sexual violence 
(RAINN 2007). Their toll-free number can be used by victims for support, as 
well as by professionals who seek to connect with others who are working for 
social change in this arena. Men Against Sexual Violence (2008) is another 
organization that is seeking to end sexual violence against women, working 
mainly in Pennsylvania. The group encourages men to be responsible for their 
own behavior and to challenge sexist and violent attitude and behaviors in 
others when they encounter them.

intimate Partner Violence

Domestic violence, now more frequently referred to as intimate partner vi-
olence (IPV), is one of the most significant social problems throughout the 
world. So ubiquitous is the direct or indirect impact of IPV that it is difficult 
to imagine a social worker who will not frequently come into contact with vic-
tims, perpetrators, or witnesses of IPV. Social workers who work in substance 
abuse, the criminal justice system, family guidance clinics, and child welfare 
are often called upon to address IPV directly. Frequently they will be asked to 
address the impact of IPV on adult men who as children witnessed or were 
victims of IPV or domestic violence (Van Soest 1997).

Men frequently physically harm other men, women, and children. The 
statistics are frightening. One study found that 22.1 percent of women have 
been the victims of intimate partner violence during the course of their life-
time (Tjaden and Thoennes 2000). During the previous twelve months, 1.2 
percent of women have been physically assaulted by their partners. Estimates 
of the number of women abused per year vary from two million (James and 
Gilliland 2004) to four million (Straus and Gelles 1986). Regardless of the ac-
tual number, intimate partner violence is a significant social problem that de-
mands both micro and macro interventions.

Batterer intervention programs (BIPs) started in the 1970s, as women’s 
rights activists sought to hold men accountable for violence against women 
and children. The Duluth model is the most popular treatment modality. Pro-
ponents assert that the model’s main goal is to “transform men into nonthreat-
ening, nonjudgmental listeners who are empathetic, honest, accountable, 
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and egalitarian in their parenting, housework, and familial decision making. 
The internal goal is thus to change men from patriarchal authoritarians bent 
on controlling women into pro-feminist men. Doing so, the program phi-
losophy assumes, will mitigate participants’ violence” (Schrock and Padavic 
2007:626).

While early studies claimed a decrease in the incidence of battery, 
Schrock and Padavic note methodological flaws in these studies. They cite 
the mixed success of this model and contend that meta analysis has not 
shown the programs to be effective. These findings are supported by a U.S. 
Department of Justice report (Jackson et al. 2003) that evaluated two tradi-
tional batterer intervention programs. These studies have important policy 
and practice implications, as some states have questioned the research and 
have begun to impose increased regulations on the structure and length of 
BIPs. Buttel and Carney (2005:22) state that “many states appear to be insti-
tutionalizing programs that either do not work or that are only marginally 
effective. The fear among treatment providers is that their effort to engage 
in alternative interventions or creative quality improvement of the existing 
programs will be hampered by legislation governing what they must do in 
terms of state standards.”

Social workers who work with men should be aware of the current limits 
of BIPs and seek to design programs to meet the complex needs of clients who 
batter. Often substance abuse and mental health problems must be addressed 
for such programs to be effective. As noted, treatment programs must account 
for the needs, cultural differences, and strengths of men.

The World Health Organization (2007) has advocated a primary preven-
tion approach to the problems of sexual and intimate partner violence. Such 
an approach seeks to lower the overall incidences of IPV by lowering risk fac-
tors and increasing protective factors throughout different populations. Such 
strategies include working with children in schools to develop nonsexist atti-
tudes and behaviors, skills training for at-risk male populations, and programs 
targeted to educate men about the potential risks of IPV and the need to build 
relational skills. However, each community must undertake a thorough as-
sessment of its risk and resiliencies and develop programming to reduce the 
potential risk of IPV. The World Health Organization suggests that the fol-
lowing factors be explored when looking at the risks for intimate partner and 
other types of violence: gender inequities; social norms supportive of rigid 
gender roles; poverty, economic stress, and unemployment; weak community 
sanctions; lack of institutional support from police and criminal justice; and 
dysfunctional and unhealthy relationships.
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Violent crime

Violent crime is an important issue in many communities, and one that social 
workers must find means of addressing. Statistics bear out the assertion that 
men are both frequently victims and frequently perpetrators of violent crime. 
For instance, 85 percent of all homicide victims ages 10–24 are male (U.S. De-
partment of Health and Human Services 2006b). Substance abuse contrib-
utes to many crimes that men commit. Alcohol and other drugs affect a man’s 
judgment and impulse control as well as the type of situations that men put 
themselves into.

Masculine ideals around risk taking, bravery, and the importance of phys-
ical prowess place men at significant risk of hurting others and being hurt 
themselves. Men often react to perceived affronts to their masculinity or other 
challenges by engaging in physical confrontations without thinking about 
their own safety or well-being. In fact, a man who might even consider the 
risk of being harmed in a physical confrontation would be considered less of 
a man in some social contexts. A man who disengages from a fight, or is un-
willing to fight, is referred to by derogatory names for women or homosexu-
als. Many men have very old memories of being called “pussy” or “faggot”; 
we learn early that these are the worst things one can be. To avoid being less 
of a man, men are willing to threaten the use of violence, fight, or engage in 
other risky behavior to preserve their sense of masculinity. This willingness to 
engage in physical violence or put oneself senselessly in dangerous situations 
contributes to men’s lower life expectancy. Once men confront each other in 
hostile and violent situations, they lose control of the situation and put their 
lives on the line. For instance, when I was a teenager I witnessed a flight at a 
dance club between two young men. Presumably, one man bumped into the 
other and crowded his space on the dance floor. The offended man confronted 
the other. They began to shove each other, and one of them slipped on a wet 
spot on the dance floor, hit his head, and died from the injury. The other man 
was charged and convicted of manslaughter.

Men who do not conform to hegemonic masculine ideals are at risk of 
violence at the hands of other men, and men who are less typically mascu-
line and more feminine in their physical features are also at greater risk of 
physical violence. For instance, Uggen and Blackstone (2004) found evidence 
of sexual harassment in many work situations against men who do not con-
form to traditional masculine ideals. Men are more likely to be harassed if 
they seem more vulnerable and outwardly reject hegemonic male behaviors 
and attitudes. Uggen and Blackstone found that an increase in harassment 
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correlated with an unwillingness to take part in conversations with sexual 
undertones, wearing “feminine” jewelry in the workplace, and lower finan-
cial status or perceived financial dependence. The perpetrators were generally 
men who adopted masculine ideals and behaviors over softer, more affective 
or collaborative workplace behaviors. The research also found that many teens 
and men who experienced harassment in the workplace did not report such 
occurrences, which put them at greater risk of further harassment. The effects 
of sexual harassment can be any number of physical and psychological com-
plaints that, if left untreated, could lead to mental health issues in men. Low 
self-esteem, depression, and posttraumatic stress disorder may all be the result 
of violence.

Gay men have historically been subjected to violence at the hands of men 
who are threatened by alternative forms of masculine sexuality. This phenom-
enon was for a time known as “fag bashing” and was seen as an expression of 
true manhood. Being willing to commit violence upon one who “breaks the 
rules” of being a man is proof that one is a man himself. The case of Mathew 
Sheppard is a classic example. In 1998 two men pretending to be gay befriend-
ed Mathew, a 21-year-old gay college student, and offered him a ride. The men 
beat him with a pistol, tortured him, and killed him. The case gained national 
attention and became the impetus for strong antidiscrimination and antivio-
lence measures. Social workers and other advocates continue to fight for ex-
panded views of what it means to be a man, and to help men who have been 
victims of homophobia and other forms of discrimination.

In addition to being perpetrators and victims of random violence, men 
are often victims of violence at the hands of other men, and at times women, 
with whom they share close relationships. Men who have been victims of vio-
lence must contend with physical, psychological, and social factors that make 
their healing complex. First, men who have been the victims of violence are 
less likely to seek help than women (Rowan 1997). The rugged individualism 
of men and myths of male invincibility make it hard for men to admit that 
they have been victimized. Men who have been victimized often believe that 
their victimization was an affront to their very manhood (Hamberger 1997). 
This is especially true for men who have been the victims of violence by wom-
en. Studies have shown an increase in intimate partner violence inflicted upon 
men by women (Henning, Jones, and Holdford 2005).

There is evidence that while intimate partner violence against men con-
tributes to a small percentage of the arrests for intimate partner violence, 
women may actually physically abuse men at about the same rate that men 
abuse women. Straus (2005), in his analysis of the research on domestic vio-
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lence incidence, found that the vast majority of research supports this notion. 
He also found that the majority of the large-sample research from self-reports 
of women actually demonstrates that most of this violence is not retaliatory or 
based on perceived threat. Eagly and Steffen (1986) also found similar domes-
tic violence rates between men and women. Other research discovered that 
when violence is initiated by a woman, it is more likely to escalate to a severe 
incident (Feld and Straus 1989). While these findings may be controversial, it 
is important to look at the data objectively and to understand their implica-
tions. Given the prevalence of male victimization in domestic violence, view-
ing domestic violence as only a male-initiated problem serves to perpetuate 
family violence. Holding to stereotypes around violence contributes greatly 
to perpetuating the problem. For instance, many law enforcement officers still 
view any domestic violence incident as being male initiated. Also, not under-
standing the frequency of domestic violence perpetrated by women, men may 
tend to deny the problem or minimize its severity. It is also true that minor 
physical assaults by women may escalate into larger problems due to differen-
tials in physical strength. That is, women may initiate physical violence with 
minimal force, yet a man may retaliate with greater force, thereby escalating 
the violence of the encounter. I must stress that presenting evidence of the 
near equal occurrence of domestic violence by women in no way excuses any 
domestic violence by men. Domestic violence by men remains a significant 
social problem that must be addressed. In addition to the psychological dam-
age that intimate partner violence causes, Coker et al. (2002) found that men 
who were involved in intimate partner violence, whether as perpetrators, vic-
tims, or a combination of the two, had a significant increase in health-related 
problems. This evidence supports an ecological, biopsychosocial view of the 
psychosocial dilemmas of men.

Male rape

The rape of men by other men goes back as far as ancient Greek society, when 
armies would rape their conquered enemies. Raping the vanquished was 
viewed as the ultimate act of domination, whereby the conquering soldiers 
would take the manhood of the defeated soldiers (National Center for Vic-
tims of Crime 2008). Then as now, rape was not a crime of passion or sexual-
ity, but one of power, domination, anger, control, and humiliation (Groth and 
Birnbaum 1979). Men raping men is perhaps more prevalent than some might 
think. Studies show that 5–10 percent of all rape survivors are men (Lacey 
and Roberts 1991). Other research has suggested that 13 percent of reported 
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victims of sexual assault and violence were men (U.S. Department of Justice 
2003). It is probable that male victims of rape, like female victims, also under-
report rapes because of similar experiences of shame, fear, and denial (Mezey 
and King 1987). Homophobia and the myth of male invincibility also prevent 
men from reporting and seeking services for their sexual victimization (Funk 
1994). Men who are victimized fear that coming forward will be an admission 
of their weakness and evidence of their own sexual deficiencies.

Scarce (1997) explores the social contexts and reasons for male rape. As 
noted earlier, rape in all its forms is about power, control, and manipulation. 
For instance, imprisoned men who are targeted for gang rape are often (but 
not always) more effeminate, less muscular and dominant, and first time, non-
violent offenders. Most perpetrators of prison rape do not view themselves as 
being homosexual and do not view sex with other men as such. While prisons 
are the largest context for male rape, men are also frequently sexually assaulted 
in the context of other mostly male or all-male institutions, such as fraternities, 
the military, and sports teams. Men are hesitant to report violations in these 
contexts, as these groups and their social contexts provide for many of men’s 
psychosocial needs. A man who admits being raped by a fraternity brother, for 
example, may fear not being believed or being blamed for being “weak” or gay.

Men who are raped face multiple risks. First, they are at high risk of HIV/
AIDS and other sexually transmitted diseases, given that they are unable to 
take sexual precautions. This is especially true since men who rape other men 
may have multiple problems, including criminality and substance abuse prob-
lems, which predispose them to numerous heath risks, including sexually 
transmitted diseases. Victims are also frequently physically harmed by the vi-
olent and forceful nature of the violation. Men who are raped may suffer from 
traumatic head traumas and other internal injuries that can be severe, even life 
threatening, and may lead to long-term health complications.

Additionally, men who are raped may face many adverse psychosocial 
consequences. The violation itself may lead to anxiety and posttraumatic stress 
reactions. Both men and women who are raped often experience extreme fear, 
hypervigilance, and reexperiencing of their trauma through painful day vi-
sions and nightmares (Itzin 2006). Men who are raped face the secondary 
trauma of experiencing a perceived violation to masculine identity (Chapleau, 
Oswald, and Russell 2008). Society teaches men that they should not allow 
others to take advantage of them, and that being the victim of a crime is a sign 
of personal weaknesses and frailty. Men who are raped have been made to feel 
dominated and conquered. They often feel weak and blame themselves for not 
being able to prevent the assault. The typical belief may be, “If I was more of 
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a man, I would have prevented the rape. A real man would not have allowed 
this to happen to him.” These negative and inaccurate cognitions become part 
of the target for intervention when working with such men; they must come 
to accept that they were not to blame, and that being a victim of violence does 
not speak to their masculinity. Men who are raped often are afraid to seek help, 
fearing mistreatment by those who are supposed to help. Law enforcement of-
ficers often treat male rape reports with distrust, disbelief, or with shaming 
responses (King and Woollett 1997). When men experience treatment such as 
this from law enforcement officers, who may be their first professional contact 
after the assault, they may be less likely to seek other type of assistance.

Gangs

Gangs have had a significant influence on the lives of American men and have 
influenced the well-being of many communities. The U.S. Department of Jus-
tice estimates that 800,000 gang members are part of an estimated 30,000 
gangs in the United States and adversely influence over 2,500 communities. 
Gangs have been moving from their traditional strongholds of poor, inner-
city neighborhoods to various other communities. As the Office of Commu-
nity Oriented Policing Services of the Department of Justice (2005) noted, 
”Gangs are migrating nationwide and as they migrate they bring their culture 
of violence and fear to each new community. Many reasons could explain the 
modern migration factor such as expansion of gang territories and families 
moving because of jobs or incarceration” (http://www.cops.usdoj.gov/Default.
asp?Item=1593). The Missouri State Highway Patrol (2000) provides a simple 
definition of a gang: “A gang is an ongoing, organized association of three or 
more persons—some are formal and others, informal, but most have a com-
mon name or common signs, colors, or symbols. Typically, members or as-
sociates individually or collectively engage.”

Gang violence represents a significant problem not only in many Ameri-
can cities, but in rural environments as well. Incidences of gang violence have 
been on the rise (Trotten 2000). Gangs interfere in the lives of communities 
by controlling the movement of residents, increasing the incidence of violent 
crimes and drugs, and creating a sense of general unsafety. Gangs have be-
come extremely seductive to young men from poor communities who have 
been historically disenfranchised. Changes in the urban landscape have led to 
an increase in the attractiveness of gangs for inner-city youth. For instance, as 
men from their communities become successful and move to the suburbs, few 
role models of affluence and success may exist. In this vacuum, gang members 
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who deal drugs may represent a visible model of “success.” Additionally, gangs 
provide young, disenfranchised men with a sense of belonging and commu-
nity, a key developmental need for teenage boys. Those who work with gang 
members must understand the psychosocial reasons for gang affiliation.

Gang violence is also evidence of an international social welfare problem 
that has an impact on men transnationally. For instance, several youth gangs 
that started among Central American immigrants in Los Angeles have spread 
back to Central America. Estimates vary, but these brutal gangs may have 
up to 300,000 members (Barnes 2007). Barnes notes that members of youth 
gangs usually come from homes characterized by violence, poverty, and disin-
tegration. Gangs provide young men a sense of structure, stability, belonging, 
and camaraderie.

In terms of prevention, Barnes notes four key areas for future development. 
First, young men should be given opportunities to find a meaningful place in 
society, including work. Second, helping men develop their social capital must 
be an integral component of any program. Third, vocational activities that help 
provide a sense of efficacy and self-determination should be provided. Finally, 
it is important that police and other law enforcement groups respect the hu-
man and civil rights of gang members so that these individuals become willing 
to invest in more traditional social institutions and do not see the police and 
other social institutions as the enemy. These four key areas dovetail well with 
the four approaches in this book, including existentialism’s focus on meaning, 
CBT’s focus on skill training and efficacy, and the strengths perspective’s focus 
on developing resources. Additionally, the narrative approach may hold value 
for helping gang members understand the construction of narratives that sup-
port their violent behavior, including socially sanctioned narratives about the 
lack of choices for poor and minority men. In a very real sense, former gang 
members must engage in the reauthoring of their identities.

Prison

Over 90 percent of prisoners in the United States are men (Connell 2000), but 
not all men who are in prison are there for violent crimes or are dangerous to 
society. While violence among men certainly is a significant factor, 48 percent 
of men in prison are there for nonviolent offenses (Bureau of Justice Statistics, 
2005b). Yet, being in prison increases the likelihood that men will use vio-
lence as a future coping strategy and increases men’s risk of being a victim of 
violence (Garland 1985). Therefore, the imprisonment of men for nonviolent 
offenses continues to fuel the increase in violence.
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Men of color are far more likely to be sentenced to prison than are white 
men. According to the Bureau of Justice Statistics (2005b), Latino men are two 
and a half times more likely to be in prison than are white men, while Afri-
can American men are nearly seven times more likely. While prisons certainly 
serve the valuable social function of keeping people safe from those who do 
harm, it is impossible to ignore the social justice implications of men of color 
being overly represented in prisons: As Denborough (2002:75) notes, “to sin-
cerely think about prisons involves trying to come to terms with the profound 
class and race-based injustices that our legal system creates and maintains. 
It is also to face the question of what to do with those whose acts seriously 
harm others, those who terrorize, assault and kill. During my years of work-
ing within prisons, I met with many men who had committed what I consider 
to be horrific crimes—callous, violent, cruel acts. I also met many lovely men 
brutalized by generational poverty, racism and/or ill-treatment.”

Men in prison are an extremely at-risk population. James and Glaze 
(2006) present an extremely disturbing picture of the prison population. Over 
56 percent of men in state prisons report problems with substance abuse, and 
nearly three quarters of men who have attended mental health programs in 
state prisons report substance abuse problems. In fact, prisons are often con-
sidered the largest de facto mental health facilities in the United States. For 
instance, 15 percent of the inmates in Polk County, Florida, are receiving psy-
chotropic medication (Edwards 2006). Unfortunately, the violence that char-
acterizes life in prison is not conducive to the treatment of most mental health 
disorders. Male offenders with mental health problems often regress while in 
prison and may be more likely to reoffend. Fortunately, some programs do 
provide services that help mentally ill men avoid prison. For example, men-
tal health courts have been established to help divert mentally ill men from 
prisons (Black 2008). Steadman, Davidson, and Brown (2001) define mental 
health court as a specialty court that operates from the idea of “therapeutic 
jurisprudence.” The mental health court “promotes psychological and physical 
well-being of a person in legal proceedings.” The court personnel, judges, and 
attorneys embrace a therapeutic approach that focuses on the mental health 
and overall psychosocial needs of each person. A team approach is used for 
the accused perpetrator who suffers from mental illness, including supervi-
sion of treatment and “possible criminal sanctions for noncompliance.” The 
team makes decisions from a holistic perspective and includes other services 
in the offender’s treatment plan. Mental health courts are a positive step to-
ward balancing society’s need for safety and protection with the recognition 
that mental health problems are diseases, not moral issues. As of 2004 there 
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were approximately seventy mental health courts in the United States, up from 
four in 1997 (Edwards 2006).

other Practice issues

All social workers must be able to assess the impact of violence in the lives of 
their clients. When assessing violence in the lives of men, it is important for 
social workers to find ways of asking clear and direct questions without mak-
ing men feel defensive and judged. Social workers must carefully consider the 
language that they use. For instance, asking “have you ever committed abuse 
or domestic violence” may not elicit the desired response. “Tell me about any 
times you may have engaged in any physical behavior with another person” 
may be a nonthreatening way of beginning a conversation about violence. 
Asking “how has your life been influenced by violence” is one way of assessing 
the impact of violence. Workers can and should ask direct questions but must 
be careful not to ask them in a judgmental manner.

When the threat of violence is highly problem, it is extremely important 
that safety management becomes the most central intervention. A previous 
study by Harway and Hanson (1993) showed that only half of workers under-
stood the importance of safety management in cases where the probably of 
lethality was high. Good crisis-intervention strategies are useful when safety 
management is indicated. In such situations, social workers must be patient in 
asking questions and should use collateral information from as many sources 
as possible in assessing the situation. It is also important to know that the 
most dangerous time for victims of domestic violence may often be when they 
leave the perpetrators. It is therefore important to handle such situations with 
a great care and regard for the safety of the victim.

the Four theories and Violence

When responding to men who have been or are at risk of using violence, it is 
important not to minimize the intensity, depth, and complexity of violence-
facilitating cognitions. Many are deeply rooted, core beliefs that are central 
to how a man has constructed his identity. A man who views his own self-
schema as “tough guy” will not respond easily to simple cognitive disputation 
when these beliefs powerfully influence how he views himself. The work of 
reconstructing identity is complex and powerful; narrative methods in con-
junction with CBT practices may be helpful. It is also important to help men 
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focus on the behavioral consequences of these beliefs (e.g., jail, being apart 
from their children) as motivation to change.

CBT methods are valuable in helping explain some of the cognitions that 
contribute to domestic violence. It is important to understand the historical 
context of a man’s beliefs that support violence. For instance, beliefs that sup-
port aggressive behavior may be functional in certain social environments, 
and at one time in a man’s life they may have partially contributed to his sur-
vival. It is important to understand if a man views his aggressive and violent 
thoughts and behaviors as being functional before one attempts to change 
them. The first step of cognitive work with a man who views his violence as 
functional is to help him see that while his behaviors may have served a func-
tion at one time and in one context (in prison, for example), they are no longer 
meeting his needs and are leading to negative outcomes. He should be helped 
to carefully evaluate the current effects of his beliefs and behaviors, and how 
they negatively influence his life in the here and now. This type of “hedonic 
calculus” is often a prerequisite to cognitive change (Emery 1985).

Some cognitions rooted in the hegemonic masculine ideal may lead to 
violence when they are expressed in the extreme or exist in a man with a his-
tory of violence or other psychosocial risk factors. For instance, if a man be-
lieves that his wife “must listen to him” at all times, and “must behave” the way 
that he wants her to, he will feel extremely angry when she does not. If he has 
an extremely difficulty time tolerating difficult emotions, his anger may feel 
overwhelming. When a man experiences these thoughts and feelings within 
the context of a patriarchic structure that condones control of and violence 
against women, the potential for abuse is great. In using cognitive behavioral 
methods for treating domestic violence, there are several type of irrational 
beliefs that can be disputed. Most important are the beliefs that are associ-
ated with power and control. Working cognitively, workers must help a man 
uncover and deconstruct these beliefs and values and nonjudgmentally assist 
him to explore the negative, as well as the positive, effects of such beliefs. By 
focusing on both the positive and negative aspects, workers encourage men 
to find ways of thinking and behaving that are flexible and creative, while de-
creasing the risk of violence.

In chapter 5 I discussed the narrative therapy technique of externalization 
as an important technique when working with men. When it comes to men 
who have perpetrated violence, this method may be counterindicated. Hen-
ning, Jones, and Holding (2005:132) observed that “Male domestic violence 
offenders commonly utilize external attributions to excuse or justify their abu-
sive behavior. More specifically, many abusive men attribute their aggression 
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to factors such as their partner’s behavior, stress, substances, or financial dif-
ficulties.” Therefore it is important that when using externalizing techniques, 
the social worker makes certain that externalization not lead to a man abdicat-
ing responsibility for his actions. In other words, men must own their use of 
violence without minimizing it or abdicating responsibility. An existential ori-
entation—one that helps perpetrators focus on personal and social account-
ability and responsibility for their behavior—can guard against this potential-
ity and demonstrates the importance of choosing one’s theoretical orientation 
based on the presenting problems and needs of one’s clients.

Still, narrative tools can be used with men who have been perpetrators 
of violence. One particularly valuable technique is the empathy letter, in 
which the client adopts the position of the victim. The client is helped to 
place himself in the role by placing the words “Dear [his name]” on the top 
line of the letter. The client is thus asked to write from his victim’s perspec-
tive to himself, the perpetrator. This exercise is useful in helping perpetra-
tors develop empathy for their victims. A therapist may also have the client 
write a letter to the victim, either for the perpetrator’s own therapeutic use 
or, if appropriate, to give to the victim. Since many victims are family mem-
bers who have daily contact with the perpetrator, the sharing of this letter 
with the victim, usually within the safe confines of the therapist’s office, can 
often be therapeutic. It is important to assess how receptive the victim might 
be, in order to prevent him or her feeling revictimized. This is congruent 
with a restorative model of treatment, which helps the perpetrator take re-
sponsibility for his behavior (Van Ness and Strong 2006). It is important to 
note, however, that couples counseling is usually not recommended until a 
batterer has made significant progress in treatment and has learned to cope 
with his own stresses and difficult emotions (Tolman and Bennett 1990). It is 
important that the batterer and the therapist are confident that the batterer 
will be able to handle hearing the pain and angry of his victim without the 
risk of reperpetrating.

In developing skills for working with men around issues of violence, it is 
essential to understand the meaning of different behaviors from a culturally 
competent perspective. Each culture constructs the behaviors that are and are 
not acceptable. Social workers should understand these cultural factors and 
how they intersect with local, state, and natural laws, and with the values and 
ethics of the profession. Unpacking the meaning and the cultural context of 
human behavior is far from a simple task. It is important to remember that a 
social worker’s first responsibility is always to help maintain the safety of par-
ties at risk of violence.



case example

This is a case study of a police officer who was abusive and committed a horrible 
crime. The case is provided not to present a typical pattern of behavior, but to 
demonstrate the tragic consequences of violence in the lives of men. The vast 
majority of law enforcement officers are law abiding and not abusive.

John Thompson was a 32-year-old police officer who killed himself in a double 
suicide homicide. Violence was a common thread running throughout John’s 
social and personal life. His life ended when he shot himself and his wife by 
gunfire. John’s case demonstrates the tragic and powerful confluence of un-
checked, rigid, and overly extreme patriarchal values with low self-esteem. The 
personal factors were exacerbated by John being employed in an institutional 
context that often ignores interpersonal violence, and indeed at times mandates 
the use of violence.

John was married for three years before he began to physically abuse his wife, 
Carol, a former exotic dancer whom he met while attending the club in which 
she worked. He began visiting her there, and after several weeks they began dat-
ing. From the beginning, John struggled with trusting his new girlfriend’s fidel-
ity due to the nature of her job and John’s own personal sense of inadequacies 
and beliefs about women. John’s father had taught him that there were two types 
of women—those you had sex with and those you married. Even though Carol 
would not have sex with him for several months, John believed that she must be 
“a whore” since she was working as an exotic dancer. On some level, he found 
her unwillingness to have sex with him a challenge and frustration. It triggered 
painful feelings of inadequacy, the source of which I shall explore shortly. It also 
gave her, in the beginning, a great deal of power over John and compelled him 
to find a way of controlling some of his more aggressive impulses.

After six months of dating, John began to feel jealous of Carol’s work situa-
tion. At first he felt proud that he was able to date a stripper. He bragged about 
it to his old friends and his friends on the police force and boasted about their 
sexual activities, even before they were having sex. In truth, John was very inse-
cure about his sexuality and had been for much of his life.

Heavy as a boy, John never believed himself to be attractive to girls. In fact, one 
of his most painful memories was the repeated teasing of neighbor girls whom 
he had crushes on. They pretended to like him but made fun of him behind his 
back. When John got his first car at age 16, they used him for rides. One day he at-
tempted to kiss one of the girls when they were drinking together in his car. When 
she refused to kiss him and even laughed at him, John felt enraged. He attempted 
to force himself on her sexually, but she fought him off. The girl never reported 
this incident. In his mind, John blamed her for being a tease and for using him. To 
him, it was “what she owed me.” John bragged about having sex with the girl to his 
friends and received reinforcement for his angry feelings toward her.

John actually lost his virginity at the age of 17 while at a party. The girl with 
whom he had his first sexual experience was very drunk and the following day 
did not remember having sex with John. John’s next several sexual experiences 



were with neighborhood prostitutes—something he never shared with anyone 
until several months before his death, when he told his therapist.

John was never able to admit his feelings of inadequacy to others. Private-
ly, he felt ashamed and worthless a great deal of the time. However, he would 
not allow himself to experience these feelings for any length of time; he would 
usually drink, masturbate, or play sports as means of handling and expressing 
himself. Violence also provided John with a social means of demonstrating his 
worth to others. He learned to fight. On the football team, he was known as a 
player who was not afraid to play dirty and was willing to hurt opposing players 
in order to win. His violent tendencies were reinforced within this context, and 
he was frequently praised for his aggression.

Still, he felt inadequate. He learned to hide his sense of inadequacy with 
women by discounting their importance to him. When John went drinking 
with friends, women who did not express immediate interest were “just bitches.” 
Over time, John learned to cover up most of his more vulnerable and difficult 
feelings with anger.

With his future wife, John was able to keep his anger mostly in check until 
the couple got married on a trip to Las Vegas. John immediately asked her to 
quit her job since she was now “his,” and he would take care of her. Carol was 
ambivalent about quitting her job. On one hand, she really did not like the life-
style that went with exotic dancing, yet on the other, she liked the independence 
that having her own work afforded her, and she had no other marketable skills.

Reluctantly, she agreed to quit. After several months of marriage, John start-
ed to become jealous of Carol for little reason. One day while at the supermar-
ket, Carol said hi to a man who had been her neighbor as a child. John became 
extremely angry, stating that the man was actually a client of hers at the strip 
club. Within several more months, John began to physically prevent his wife 
from leaving the house. Predictably, his controlling and increasingly violent be-
havior had the opposite response to what he had hoped. Instead of keeping her 
at home, it led to her going away for several days at time. Carol attempted to 
control John’s violent behavior by calling his station chief and threatening to 
file charges against John. She moved out of their home and asked John for a 
divorce. Filled with rage, John began to follow Carol in his squad car. One day 
he followed her to the club where she previously had worked and had begun to 
work again. Several evenings later Carol saw John following her, and she filed 
formal charges against him. John’s station chief referred John to the department 
psychologist. After assessing John, he referred him to therapy.

John reluctantly made an appointment at the practice to which his chief re-
ferred him. His chief informed John that one of the therapists there saw other 
police officers. He also informed John that if he did not go to counseling he 
would be written up and disciplinary procedures would be initiated. 

John’s initial appoint was with Steve, a social worker who specialized in cog-
nitive behavioral therapy with firefighters and police officers. Steve had worked 
with many traditional men and enjoyed working with this population. He saw 
their initial resistance to therapy not so much as a problem with either his cli-
ents or the therapeutic process, but as related to stereotypes about the nature 



of therapy. Steve believed that the goal of therapy was behavioral change—in 
particular, changes in how men behaved in moving toward their goals. From his 
experience, very few men had as their explicit life goals to abuse drugs or to be 
jealous and violent. He viewed these behaviors as interfering with the true de-
sire and motivations of most men. To Steve, the goal of therapy was to help men 
see how their behaviors were interfering with their lives, and then to help them 
understand and change the thinking that supports their behaviors. Trained as a 
cognitive therapist, Steve’s orientation was to help men develop new patterns of 
thinking that supported healthier behaviors.

John arrived for this appointment with Steve twenty minutes late. Steve wel-
comed John and did not comment on this tardiness. He knew that men often will 
try to sabotage therapy early on, and that pointing out John’s tardiness prior to 
their establishing a therapeutic bond would not be useful. Steve offered John a seat 
and then made himself comfortable on his couch. Wanting to understand how 
John viewed coming here, and his motivations, he simply asked, “What brings 
you here today?” John informed him that his station chief asked him to come 
due to problems with his wife. Steve asked about the type of problems, and John 
mentioned that she had left him. Steve prompted John to expand, at which point 
he recanted the story. When doing so, his focus was mostly on his wife, on her 
behavior, and on what she was “making him do to her.” While John had a vague 
sense of how out-of-control his behavior was, he blamed his wife for causing his 
feelings and behavior. If she just would come back to him, he would change and 
things would be all right. Beginning to intervene even during the assessment, a 
common practice in cognitively oriented approaches, Steve commented, “Your 
wife certainly has a great deal of power over your behavior, it seems.” To this John 
smiled and responded, “It certainly seems that way, doesn’t it?” Steve shrugged 
his shoulders, as if to say that he would not judge the situation but would allow 
John to come up with his own assessment. Steve’s approach is to become progres-
sively more directive as the helping relationship is established, and then to be-
come progressively less directive as a client learns how to apply cognitive behav-
ioral techniques to his or her life. As their session ended, Steve asked whether or 
not John wanted Steve to have contact with his station chief. He informed John 
that it was entirely up to him, and that he would have to fill out a consent form if 
he did. He also informed John that if a consent form was not filled out, he would 
not be able to tell his chief even that he had come. John said that he wanted his 
chief to know he attended, but not the specifics of what he said.

During their second session, John appeared agitated and less willing to talk. 
Now that he had told his story to Steve, he was uncomfortable about what would 
happen next. He felt better for “getting it out” but was unsure of what would 
happen next. John also admitted to Steve that he was not sure what to say and 
what not to say. He said that if he told Steve everything he was thinking about, he 
would “not be able to take it back, and it would change everything.” Steve probed, 
but John was unwilling to say elaborate. This statement made Steve very nervous. 
He asked John if he was thinking about hurting himself or his wife. John looked 
down and said no, but Steve was not convinced. The session ended with John say-
ing very little. Steve felt he had been placed in a difficult position during and after 
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the session. He desperately wanted to establish a good working relationship with 
John, but he also believed that John was at risk of harming his wife. On the other 
hand, nothing that John said gave him any clear indication that he would harm 
his wife. Therefore, Steve had no grounds to attempt to involuntarily commit him 
for being a potential threat. Steve decided that the risks were too great and con-
sulted with the psychiatrist and the director in group practice’s. Both agreed that 
there was little that could be done but that Steve should discuss his concerns with 
John’s supervisor, even if that meant damaging Steve’s helping relationship with 
John. Steve called the chief and discussed his concerns.

John failed to show up for his third session. As agreed upon, and since Steve 
worried that John might be a threat to his wife, Steve called the station chief to 
say that John had missed their session. His chief informed Steve that John had 
failed to show up for work since their phone call, and that they were actively 
looking for him. Two days later, John was found dead, along with his wife, in her 
new apartment. He had shot them both.

Steve found out about the killing on the evening news. Shocked, he began to 
cry in disbelief. He wondered what he could have done differently.

For Writing and rEFlEction

 1.  What, if anything, could Steve have done differently?
 2.  What should Steve do now?
 3.  What systems seemed to fail both Steve and John?
 4.  Had John not killed himself, but continued with treatment, what CBT tech-

niques could have been used?
 5.  What techniques could have been used from the other theories and perspec-

tives discussed in this book?
 6.  What other lessons can we learn from this case with regard to practice with 

men?

case example

Kevin Sanchez is a 28-year-old mixed race Latino/African American man liv-
ing in a rural community in the South. Kevin identifies primarily as Latino; his 
biological grandfather was African American, but the rest of his family came 
from Mexico two generations ago. Kevin is married to Sara, an African Ameri-
can woman. They have been married for five years. Kevin and Sara have two 
children, ages 5 and 2. Kevin works as a media consultant for a car manufac-



turer. The couple, originally from Chicago, moved to the South when Kevin was 
offered a position with his company. In many ways, the move has been a good 
opportunity for Kevin and his family. They were able to buy a house and live 
comfortably. In Chicago, they paid the same amount of money to rent a fairly 
small apartment as they do for their current mortgage on their home. However, 
they live over a thousand miles from their families, and both feel somewhat 
isolated. Sara, not a particularly social person and yet very close to her family of 
origin, has frequently experienced bouts of “the blues.” When Sara feels bad, she 
tends to react with anger. She has a difficult time identifying and expressing her 
true feelings until after she explodes in anger and then calms down. Kevin and 
Sara have joked that in this regard Sara is like “a typical teenage boy.”

The stress of family life and being away from her relatives has seemed to be 
getting to Sara, as she has begun to drink in order to relax. Sara’s temper also has 
seemed to be getting progressively out of control. 

During an argument about money, Sara threw an iron at Kevin, hitting him 
in the arm. Kevin was shocked and did not know how to respond. Sara stood 
there hollering at him. She screamed, “What are you going to do big man, you 
are just a pussy, you can’t do anything.” As Kevin stood in shock, Sara began to 
laugh at him. Kevin immediately left the house and went for a drive. He became 
angry that his wife treated him this way, and he started to think that perhaps he 
should have thrown the iron back. He did not like having these thoughts, and 
he realized that he and his wife needed help. Kevin had never been physically 
abusive to his wife and always prided himself on remaining calm during argu-
ments. However, he realized that increasingly he is feeling less patient with Sara’s 
outbursts and has thought about hitting her.

The following day, Kevin went to see his priest. It was the first time Kevin 
had been to church in several years. He explained to his priest what was hap-
pening and said that he was scared he would become violent with his wife if 
things escalated. In addition to discussing the issue from a spiritual perspective, 
his priest suggested that Kevin go see a social worker at the local family service 
agency. Kevin’s priest, who sensed that Kevin was not enamored of the idea but, 
out of respect to the priest, might not voice his concern, told Kevin that he un-
derstood how hard it is for a man to admit that he cannot handle things on his 
own, especially when it comes to family. Kevin’s priest knew that this is often 
particularly true of Mexican men. In Mexican culture, it is seen as a strength 
to be able to handle family problems within the family, and it is often perceived 
as a failure when one needs to go outside the extended family for help. Kevin’s 
priest praised him for coming, saying that it was a sign of considerable strength, 
but firmly instructed Kevin that it was his obligation to his family to seek ad-
ditional support. Kevin took the phone number of the family service agency and 
reluctantly promised to call.

Kevin drove away from church without knowing where he would go, or what 
he would do. He just drove, feeling numb, confused, and sad, wondering to 
himself, “Why is this happening to me?” He alternated between self-blame and 
anger at his wife. Kevin drove a few miles outside of town and pulled off onto a 
quiet country road. He began to scream at the top of his lungs and to violently 
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beat his steering wheel. Soon Kevin found himself crying uncontrollably, more 
intensely than he can ever remember crying. Kevin cried for perhaps fifteen 
minutes and then sat silently with his eyes closed. He noticed that he felt better 
than he had in a long time, until he realized that he had some very difficult deci-
sions to make.

When Kevin arrived home, he told his wife that he would be staying at a 
hotel for a few days, and that he wanted them to seek help for their problems. 
For the first time in a long time, he expressed sadness to his wife and his worry 
that the next time she was physical with him he would not be able to control his 
temper. He told her that he was scared their marriage would fall apart if they did 
not get help. Kevin had surprised Sara. She told him that he was blowing things 
out of proportion, and that since she did not hurt him, there really was not a 
problem. She said that she loved him and would work on her anger, but that 
she did not want to go see a therapist “because we’re not crazy.” Kevin told Sara 
about his conversation with the priest. Sara became angry, saying that he had 
no right to discuss her business with other people. She raised her voice and told 
Kevin that if he left the house, he would not be invited back. Kevin felt himself 
becoming angry, and he told his wife that while he loved her, she needed help. 
Sara began to scream and curse at Kevin, and he decided to leave immediately 
instead of packing his bags.

Kevin went to a local motel, checked in, and called Sara. Having calmed 
down, Sara was tearful and said that she wanted him to come home. He said that 
he would come home the following day if she agreed to either go see the priest 
with him or go directly to the counselor.

For Writing and rEFlEction

 1.  What strengths did Kevin exhibit in this situation?
 2.  What would your treatment plan be for the family?
 3.  How would you help Kevin and Sara keep each other safe?
 4.  What supports might their children need?
 5.  In what ways is Kevin typical and atypical of the hegemonic masculine ideal? 

What are the implications of your assessment for practice with Kevin and Sara?



 Workers at Risk S e V e n

Today we are experiencing a revolution in the workplace. Not only are in-
stitutions and huge conglomerates crumbling around us, our traditional 
ideas about work itself are dissolving. As a society we are undergoing a 
radical change in the way we think about work. We are starved for mean-
ing and purpose in our lives, and with the breakdown in job security in the 
corporate world, we are no longer willing to separate our values from our 
work. There is a yearning to align life purpose with work to make it mean-
ingful (Naiman 1998).

Along with family, work is one of the most central social institutions 
(Dudley 1994).Work and employment are not merely economic functions; 
within every society, work and the manner in which labor is organized de-
fine and are defined by social relationships (Schneider 1990). That is, the way 
in which society organizes the function of work is tied to how we treat each 
other and largely defines the roles that guide human relationships. Work also 
defines who we are. While many people criticize American society as relying 
too heavily on work for definitions of American identity, Americans are not 
alone in this attitude—work and employment contribute to the definition of 
identity within all societies. Rifkin (1994) notes that identity is greatly defined 
by work within a modern, technologically progressive, capitalist society. Men’s 
social identities are largely constructed around work (Moberg 1997). What 
men do for work becomes an important part of how they see themselves, and 
how others view them. In the United States, one of the first questions men ask 
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when they meet someone for the first time is “What do you do?” (implicitly, 
“do for a living”). (In contrast, in Latin America it is just as common to ask 
about family members prior to inquiring about one’s occupation.) Work pro-
vides men with a context for developing social relationships and a key domain 
by which they may achieve meaning and worth. The contexts in which men 
work are varied. Work can be life enhancing, supportive, and growth oriented, 
or stifling, alienating, and degrading. A strength that many men possess is 
their willingness to take any available work in order to provide for their fami-
lies, often to the detriment of their own health and well-being. For example, 
migrant laborers will often take any work at nearly any wage in order to send 
remittances home to their families (Chiquiar and Hanson 2005). Regardless of 
the role that work plays in the lives of a men, globalization and technological 
advances are changing the way men find, keep, and engage in work. The roles 
men play in work are also shifting as women become more central and influ-
ential in many sectors of the economy.

Social workers are called upon to help men resolve many work-related 
problems. Social workers help men who are unemployed, underemployed, 
or seeking job training. They provide counseling to men who are experienc-
ing problems that negatively affect their work performance. Social workers 
help men improve their job-seeking skills and overall work performance, and 
they perform the undervalued yet essential task of case management. Employ-
ment-assistance social workers, hired by organizations to provide services for 
their employees, have provided services within various for-profit, nonprofit, 
and governmental organizations for over two decades.

Until the financial crisis and recession that began in 2008, unemployment 
rates in the United States were only approximately 3 percent, although they 
were significantly higher in some parts of the country. For instance, in 2006 
Detroit had an unemployment rate of 5.9 percent, double the national average 
(Bureau of Labor Statistics 2007). Unemployment rates also vary according 
to race. The unemployment rates for African American men were 9.5 percent 
and for Latinos 5.9 percent. Additionally, poverty and unemployment have 
been significant among men in rural areas. The highest jobless rates in the 
United States in March 2007 were five agricultural areas, with El Centro, Cali-
fornia, topping the list at 13.3 percent (Bureau of Labor Statistics 2007). Na-
tional unemployment rates soared in 2008 and 2009, with the Bureau of Labor 
Statistics reporting a 10 percent jobless rate in 2009, equivalent to ten million 
unemployed workers.  

In addition to unemployment, men have other work-related problems, 
such as alienating and meaningless work, stress, overreliance on work for 
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meaning and self-worth, and having to work too many hours in order to pro-
vide for their families. This chapter explores many of these issues. 

the role of Work in Men’s lives

Work is arguably the primary pursuit for a vast majority of us. Yet, when asked 
what gives purpose and meaning to our lives, many of us tend to leave work 
off the list. In a culture in which many of us have lost control of our own work, 
work has become of merely instrumental value in the quest for other activities 
that give meaning to our lives (Dunn 2007).

Historically, work has been the context where men find their sense of con-
nectedness to other men and their overall sense of belonging to other human 
beings. Work has provided men with a venue for developing a sense of who 
they are and understanding their wants and needs, through the very act of 
engaging in work itself.

So powerful is this notion of the capacity of work to define and shape 
consciousness that it became a core organizing principle for the theories of 
Karl Marx. The essence of Marx’s theory rested on the centrality of work to the 
lives of human beings (Burghardt 1986). To Marx, one of the worst things that 
could happen to men was their disconnection from creative, engaging work 
(Fromm 1961). Men who work at jobs in which they are unable to fully engage 
their creative spirit suffer from a deep sense of alienation, dread, and depres-
sion (Mirowsky and Ross 1989; Ollman 1971). Even for men who view family 
as more important than work, most men view their most significant contribu-
tion to their families as earning a living. Work can provide men with a sense of 
competence, worth, and value. 

While work has provided men with great satisfaction and a means of psy-
chosocial support and development, men’s overreliance on work as a source 
of meaning has great costs (Keen 1991). The pressure to succeed, indeed to 
be the best and most successful in one’s profession, can be crushing. This is 
evidenced by the staggering rate of suicide in men: over 70 percent of all com-
pleted suicides are male (Horwitz and Scheid 1999). Many factors have made 
men’s procurement of meaningful and/or sufficient employment increasingly 
difficult. As women have become more integrated into the workforce, men 
have found themselves in less protected and privileged positions (Timberlake, 
Farber, and Sabatino 2002). Men now have to compete with women for posi-
tions for which they previously only competed with other men. Men may at 
times be unprepared for this competition, as they may not have developed 
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some of the affective skills that may be strengths for many women. While the 
profession should clearly support and champion the full participation and 
equality of women in all social institutions, we must also be cognizant of what 
these changes mean for many men, especially for poorest, most disenfran-
chised, and most at-risk men.

Additionally, numerous factors associated with globalization and postin-
dustrialization have decreased the capacity of poor, uneducated, or semiskilled 
men to provide for their families (Holt and Thompson 2004). For instance, the 
North American Free Trade Agreement has led to an overall decrease in man-
ufacturing jobs, especially those with union protections and benefits (Prigoff 
2000). Traditional well-paid factory jobs have become less available to Ameri-
can men, who earn far more than factory workers in other countries. In a global 
economy, low- and semiskilled positions increasingly are moving east or south. 
When seismic economic forces separate men from their means of production, 
their sense of self, indeed their very sense of being, can be threatened.

For both men and women, the world of work in the United States has 
changed radically. Beneria and Santiago (2001) note that nearly one mil-
lion experienced workers lost their jobs to layoffs and closures during the 
1990s. Jobs that previously were viewed as secure are no longer seen as such. 
In the last two decades, many well-paying careers for working-class men 
have been automated or have moved abroad (Appelbaum and Batt 1994). 
An excellent example comes from a case study of the Cortland, New York, 
community and the impact of the Smith-Corona Corporation’s decision to 
move its manufacturing operations to Mexico (Beneria and Santiago 2001). 
As relatively high-paying positions left the community, men were faced with 
few employment options and struggled with how to cope with the transi-
tion. Many men remained stuck, hoping that somehow the changes would 
be temporary in nature and not represent permanent shifts in America’s eco-
nomic and industrial reality.

The days of the “company man” who went to work for a firm in his early 
twenties, and retired from that same company after fifty years of service are 
largely gone. In fact, many men who expected to be with companies their 
whole lives have found themselves unemployed. Not only does the termina-
tion from long-term service lead to financial strains, it may also lead to feel-
ings of abandonment and extreme loss and grief. A men who has placed con-
siderable trust and faith in his employer can experience a deep blow to his 
sense of community and well-being when he is laid off or fired.

Conceptions of masculinity have been explored at several points in this 
book, in relation to how masculinity affects and is affected by various contexts 
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or dilemmas. Work is central to the development of masculine identity. Early 
socialization about what it means to be a man often stresses men’s capacity 
to produce, to work and endure work, and the importance of viewing work 
as our most important role and function. Ingham (1985) observed that men’s 
sense of identity is often constructed by their work roles, and the social mean-
ings attached to their sense as workers. Work provides the context by which 
men define their sense of masculinity (Telford 1996) and their very sense of 
worth (McLean 2003). In a real sense, to work is to be a man. To not work and 
not be able to provide for one’s family is a blow to a man’s sense of self and 
his very purpose. Holt and Thompson (2004) observed that “man as bread-
winner” is one of the key roles that men adopt in their construction of their 
own masculine identity. They observed that men find meaning and value in 
this role yet often seek other roles, such as “man as action hero or rebel,” in 
response to the sometimes limiting and confining aspects of the breadwinner 
role. The authors note the image of the American cowboy as the fantasy ideal, 
in that the cowboy is free to do his job without having to follow burdensome 
bureaucratic rules, and without having to report to supposedly oppressive 
superiors. In their qualitative interviews, they found that men “craft them-
selves as American heroes on a scale that is attainable in everyday life” (426). 
In other words, men construct identities that allow them to attain success in 
achieving a personally constructed sense of their own masculinity. Ehrenreich 
(1983) explored the notion of men as breadwinners in her presentation of the 
contradictions men feel in their search for masculinity and identity. She notes 
that as men have been progressively thwarted in their ability to achieve suc-
cess in this domain, they seek liberation fantasies to help them contend with 
their socially constructed diminution.

As previously mentioned, the rise of feminism and the equality of women 
has also changed the context of work for men. While male power and privilege 
certainly are alive and well within most professions, women have made great 
inroads into professions that were traditionally dominated by men (Gibelman 
2003). While many men may not publicly admit struggling with women’s new 
roles in the workplace, some privately are distressed. Men are taught to view 
women as not possessing many of the skills and competencies that they view 
as essential to workplace success, including logic, drive, assertiveness or aggres-
siveness, willfulness, and toughness. However, women certainly do possess these 
skills, and men need to adapt to these important social changes, and to the mul-
titude of other global transformations that the new millennium has brought.

Regardless of the reason, loss of employment or a career can be a debili-
tating event in a man’s life. Men who have lost work have been shown to be at 
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increased risk of a variety of emotional, psychiatric, and physical concerns, as 
well as other problems addressed in this book. Even when men are able to find 
work, some jobs present significant threats to their health and well-being, a 
topic covered in the following section.

Dangerous Work

Many of the jobs in which men have engaged have been detrimental to their 
health. That men are willing to take these positions is a sign of their dedication 
to their families and to their desire for self-sufficiency and financial indepen-
dence. Some dangerous jobs have led to social advances that have benefited 
many members of society. Yet the long-term health consequences of some ca-
reers are profound. While social programs have been created to help those 
injured or disabled during dangerous work, society has not always exhibited 
sufficient gratitude for the dangerous work that some men do.

For instance, mining and industrial careers have been long known to have 
profound health consequences for men. Miners experience numerous respira-
tory illnesses in addition to the constant threat of explosions and collapse. It is 
also true that such work environments often are situated in poor, isolated ru-
ral areas with less access to quality health care and social work services (Gins-
berg 1998), increasing the danger associated with such work. Some jobs that 
are not seen as classically dangerous may actually have serious health risks. 
Fishing is the most dangerous job for men in the United States. According to 
Drudi (1998), over the course of a forty-year career in fishing, a man has a 61 
in 1,000 chance of suffering a fatal injury. Workers in this industry face threats 
from vessel casualties, falling into the water, and diving accidents. Due to 
deunionization and the push for lower wages and competition from globaliza-
tion, many of these men do not have health care benefits. In total numbers of 
deaths, mining is the most hazardless occupation (Stephens & Ahern, 2001). 
Pilots of small aircraft also face significant and constant dangers. Pilots who 
spray pesticides on crops not only are placed at risk of future health problems 
from the chemicals but also often fly poorly maintained and outdated equip-
ment. Between 1992 and 2001, nearly 150 men were killed in accidents involv-
ing such aircraft.

While women also engage in difficult and dangerous work, men dispro-
portionately hold positions in some of the most difficult professions. Police 
and firefighters are expected to perform a valuable public service and respond 
perfectly under the most adverse circumstances. Police are often confronted 
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with the most dangerous members of society, day after day, yet they receive 
strict public scrutiny and harsh criticism when things go wrong. Hypervigi-
lance, hypercontrol, emotional detachment, and extreme emotional arousal 
have profound effects on these public servants (Miller 1995). The daily traumas 
that police, firefighters, and other crisis professionals experience may lead to 
posttraumatic stress disorder (McCafferty, McCafferty, and McCafferty 1992).

Practice considerations

Being cognizant of the masculine scripts that shape men’s attitudes about 
work may help social workers successfully work with men on the issues and 
concerns mentioned above. Social workers should never minimize the impor-
tance of work to many men. Practitioners should validate the prosocial, posi-
tive aspect of men’s work. They should also have a good working knowledge of 
the local and national programs that can help men resolve their work-related 
problems. I will outline some of these programs after a discussion of how the 
four theories discussed in this book inform social work practice in this area.

the Four theories and Work

Freud noted that success in love and work make for a meaningful life. Social 
workers often find themselves trying to help men figure out how to make their 
existing work more meaningful, and how to explore other work options. Of 
course, it is important to note that being able to choose between work op-
tions is usually the privilege of education and class. However, even men with 
relatively sophisticated training and education, such as computer program-
mers and engineers, can find themselves unemployed for long periods of time. 
Many men in the computer industry have found their function outsourced to 
other countries, where wages are much lower. Globalization is rapidly chang-
ing notions of work security and privilege and likely will continue to do so 
over the coming decades.

Still, helping men find and make meaning out of their work is an impor-
tant task. Men are often socialized to work silently and not think about what 
their work means or how it feels. Clearly, a social worker helping men explore 
their work issues will not want to create problems where they do not exist. 
In addition, it is important for social workers to be careful of their own class 
biases in regard to work. For instance, I previously had a client who was a line 
cook in a hotel restaurant. He had many opportunities to “work his way up” 
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and become the head chef or the maitre d’. However, he enjoyed the simplic-
ity of his work, and the fact that he was able to work in relative peace and 
anonymity. He did not wish to discuss the meaning in his work and profes-
sion—he was content in his role and with what work meant for him. It would 
have been inappropriate to challenge his conception of the role of work in his 
life; social workers must always “start where the client is.” Our own class and 
theoretical biases can greatly hinder our clients when we do not engage in suf-
ficient self-reflection and attempt to apply a one-size-fits-all approach.

That said, many men do experience a sense of meaninglessness in their 
work, and social workers should help them explore these concerns. It is essen-
tial for social workers to truly understand that for many men, the loss of work 
means the loss of meaning, dignity, respect, power, and identity. Certainly we 
can critique the usefulness of investing so much of our emotional well-being 
in something that rests outside our control, and we can perhaps recognize that 
women have a healthier viewpoint when it comes to balancing work with oth-
er important domains of life. However, this does not negate the centrality of 
work in men’s lives , and the realities that social workers must contend with.

Existential theory may be of value for working with men around work is-
sues. In particular, the exploration of meaning, responsibility, and death are all 
valuable concepts. Practicing from an existential perspective, the social work-
er will seek to engage men in conversations about the meaning that work plays 
in the context of their lives. Axelrod (2001:117) explores some of the complex, 
often paradoxical issues that are involved for men in work.

Compulsive activity, oscillations between fierce independence and need for ap-
proval, highly charged ideals and goals, precarious self-esteem, and preoccupa-
tion with proving one’s manhood commonly color the work lives of male clients. 
As therapists, we strive to help our clients develop more emotionally authentic 
relationships with others and may presume to guide our male clients toward put-
ting their work in perspective and paying more attention to their intimate bonds. 
However, if we do not seek to understand their passionate relationship to work on 
its own terms, we may neglect an important means of helping our male clients.

Axelrod speaks of the important balance that social workers must adopt with 
men around not only work, but also many of their deeply ingrained ideals and 
values. Social workers must validate the importance of work for men while 
helping them find a sense of balance. Making one’s meaning in life and self-
worth contingent on work alone may set men up for heartache and failure 
since employment and careers do not always last. By helping men find mean-
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ing in other life domains, social workers can enable them to increase their 
overall sense of meaning and purpose. Yet helping men find this balance is 
a difficult task requiring a great deal of patience. In engaging men in con-
versations around increasing the meaning of other aspects of their lives, and 
by implication decreasing the importance of work, social workers must never 
forget the central role that work plays, or they risk being either discounting or 
discounted. Social workers should explore with men how central work is in 
their lives and at times help them challenge the wisdom of placing so much of 
their sense of worth and identity on something that can be so easily taken way 
from them. Some of the questions that social workers can employ include:

• How does it affect you to have a great deal of the meaning of your life depen-
dent upon your job?

• What would your life be like if work was taken away from you?
• How would you find meaning in your life if you could no longer work?
• If you had one month to live, would you continue with your job? If not, what 

would you do, and what would this say about how you construct meaning?

These questions may be good starting points for existentially oriented 
work. While some men place too much meaning on their jobs, others do not 
find meaning in their work. Some jobs, routine and monotonous in nature, 
may not easily lend themselves toward feelings of worth and meaning. How-
ever, all work has some important social function and can be used to nurture 
other parts of our lives. While some work may be inherently unexciting, a 
man can be helped to find meaning and pride in his capacity to do a good job, 
regardless of the context. By focusing on the quality of the job well done, and 
on things that are within a man’s control, a social worker can improve a man’s 
sense of meaning and purpose.

As previously explored, the therapeutic value of death lies in death’s fi-
nality. That is, it reminds us that life is not infinite, that there is no dress re-
hearsal—this is all we have. The notion of death can help men who are stuck 
in difficult work situations develop a sense of urgency about decision mak-
ing. This should not be confused with rash or irrational decisions made in the 
heat of passion. However, a man who is stuck in an unfulfilling career may be 
helped to think about his work in relationship to the finite nature of existence. 
In so doing, he may question whether or not he wishes to stay in his job for the 
rest of his life. Of course, this dilemma does not apply to all men at all times, 
as some men may have struggled with finding steady employment. However, 
even men who have not had stable careers may be helped to think about the 
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finite nature of existence. Such discussions can motivate men to begin to take 
responsibility for that which they can control. As with other discussions of 
existential themes, it is important that dialogues about responsibility in the 
domain of work are carefully conducted so as to not shame a man for his work 
difficulties, regardless of their source.

Narrative therapy can be used in a variety of ways to help men with their 
work-related problems. If a man is overly aligned with the hegemonic norm 
of having work as his only source of meaning, a social worker can ask him to 
think of times in his life when he was able to construct a meaningful story that 
included other sources of meaning. For some men this is not possible, as they 
have always been overly attached to work and must construct a new story of 
a life with greater balance. This is not an easy task and will demand a great 
deal of creative exploration. Other potential sources of meaning can be family, 
friends, hobbies, spirituality, or other tasks or institutions. For some men, us-
ing narrative group work can be helpful. By hearing the stories of other men, 
they may begin to develop ideas for reauthoring their own lives. Some men 
hold narratives of themselves in which their main story is one of work failure. 
A social worker will want to help such a man explore previous examples that 
challenge this core narrative, a process that is referred to as exploring unique 
outcomes. The social may wish to work with collaborators who see the man in 
a more complex, nuanced light than he is able to see himself at present.

CBT is also a valuable tool for helping men deal with work-related issues. 
Many men have core irrational beliefs that may need to be challenged and dis-
puted before they are able to live fuller lives and have work be in proper balance. 
One of the most common irrational beliefs that men hold can be stated as “I am 
not a man if I do not have a good, high-paying job.” This belief is often also exag-
gerated. For instance, many men believe they are not good men if they are not 
wealthy and “totally successful’ in their careers. The problem is that success is 
usually defined as an unattainable outcome and not a process-oriented goal that 
can be controlled. For example, an extremely competent and successful man 
may feel depressed and worthless if he is not “the best” at his job. Alternatively, a 
man may feel that he has failed as a father and a husband if he is not able to find 
work after losing his job, often for reasons totally outside his control. Helping 
men challenge these beliefs is essential and can be a first step in enabling them 
to combat the inertia that may be a symptom of post–job loss grief or depres-
sion. Experiencing a profound sense of loss and grief is normal after the loss of a 
job, particularly one that a man has held for a long time. However, this grief can 
easily become a more clinical syndrome if a man is not able to find positive ways 
of addressing the psychosocial and financial aspects of his loss.
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In helping men cope with self-doubting feelings that may accompany 
loss, “rational role reverse,” a technique from rational emotive therapy, may 
be helpful. Using this technique, the social worker asks the client to tempo-
rarily change roles with him or her. That is, the social worker adopts the role 
of client and asks the client to assume the role of helper. The social worker 
then asks the client for assistance with a problem, presenting a scenario that is 
analogous to the problem the client is struggling with. For instance, the social 
worker can tell the client that she feels worthless since he or she is not the 
best social worker in the world. He or she can describe feeling ashamed that a 
client may not get better. In addition, the social worker may mention feeling 
inadequate that he or she does not make a lot of money and is not wealthy. 
The social worker then asks the client to help the worker assess these cognitive 
and affective statements and provide some perspective. By helping the social 
worker explore and dispute some of these irrational beliefs, the client begins 
to develop cognitive disputational skills. Since the situation that the social 
worker presented is fairly analogous to the client’s, the client will often begin 
to explore his own feelings and beliefs. The distance and detachment that this 
exercise provides can help the client learn to engage in the therapeutic process 
without a great deal of psychological threat. Exercises such as this are valuable 
for resistant clients, or those overwhelmed with their own difficult emotions.

additional Practice considerations

So central is work to men’s identities and lives that all social workers who work 
with men will be called on to help with work concerns. However, several prac-
tice settings are specifically geared toward helping men with work. These in-
clude the unemployment system, job-training programs, and often substance 
abuse treatment, prison programs and postprobation and parole programs.

Job-training programs will become increasingly important over the next 
decade. As the pace of technological advancement accelerates, men will find 
themselves in need of increased skills training. It is hoped that the majority 
of this training can be provided while a man is employed. However, as more 
employers are outsourcing their work, retraining workers seems to be less and 
less a priority.

Helping men improve their functioning at work is the key task of social 
work practice in employment assistance programs (EAPs). EAP social workers 
are employed in the private sector (and sometimes in public or governmental 
agencies) to help workers with problems that interfere with their capacity to 
work. Such problems are varied but typically include substance abuse, work 
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relationship issues, mental health issues, and the management of anger or other 
emotions. EAPs can provide support and resources to employees and adminis-
trators. Employees may seek the services of EAP social workers when they have 
personal concerns and may often seek therapy or referrals. Administrators can 
make referrals to EAPs but may also seek out EAP social workers for advice on 
how to resolve concerns about employees that are affecting the worker’s per-
formance. EAPs may also engage in wellness programs, in which preventative 
services are provided to help improve the physical and emotional health of em-
ployees. EAPs, at their best, function on the levels of both prevention and inter-
vention and are able to work with the most at-risk and disadvantaged workers 
(Attridge, Herlihy, and Maiden 2005)

Job-training Programs

Job-training programs are becoming increasingly necessary and must account 
for factors that make their design far more complex than even a generation 
ago. Many jobs demand specialized training. While it is true that the best-pay-
ing jobs demand considerable education and technical skill, many men may 
unfortunately need to work, at least initially, at less technically challenging ser-
vice-sector jobs. Depending on the client, job-training programs may need to 
include an array of services in order to help them find and ultimately retain 
employment. This is particularly true of men who are homeless, have substance 
abuse problems, or struggle with mental illnesses. Proponents of comprehen-
sive programs understand that the ability to obtain and sustain employment 
demands that many psychosocial needs be met. For example, Primavera in Tuc-
son, Arizona, is an employment program that assists homeless and near-home-
less adults learn job skills and find employment. The program incorporates case 
management principles and develops a comprehensive individual service plan 
to account for individualized needs of different clients, with particular attention 
paid to the creation of an employability development plan. The client’s skills are 
assessed so the client can be matched with temporary employment while he 
is helped to search for a full-time job. This temporary employment helps him 
develop consistency, increase self-esteem and self-efficacy, and begin to learn 
or relearn employment-related skills. Primavera provides job-readiness classes 
that assist their clients in developing interviewing skills, understanding how to 
complete applications, do job search planning, and identify employment skills. 
Primavera also provides clients with bus passes, lunches, housing, and suitable 
clothing for work. The ultimate goal of the organization is to assist clients in 
obtaining full-time employment and the ability to live independently.
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Another program, Career Gear (2008), is run by a nonprofit organization 
that helps “disadvantaged men” find and maintain employment and self-suf-
ficiency. The program’s motto is, “A Suit—A Second Chance.” The program 
started in New York in 1989 and has expanded to other cities. At first, it simply 
provided clothes to men so they could attend job interviews, but quickly its 
services expanded to include job training and case management. The program 
seeks partnerships with other organizations that are sensitive to the needs of 
minority and poor men. Once a man is able to successfully find work, he is 
encouraged to stay connected through the alumni program, which provides 
peer support and networking, with a special focus on job retention and career 
advancement. Support groups and workshops help men develop skills such as 
managing budgets, parenting, and coping.

In Boston, Pine Street Inn (2008) has separate vocational and housing 
programs for men and women who have found themselves in difficult life 
circumstances. Its Working Men program provides shelter and job training. 
During their time in the program, men are helped to save money so they 
can find their own private housing. The program helps train men for several 
professions, including food services and building maintenance. The organi-
zation also operates the Support and Training Result in Valuable Employees 
(STRIVE) program, which teaches employment skills including interviewing, 
having a good attitude, and basic knowledge of computers.

What the best programs have in common is a recognition of the skills, 
risks, and needs of their clients. They each recognize that complex psychoso-
cial factors are involved in finding and maintaining employment. They do not 
blame men for social factors that are beyond their control but help them be 
responsible in the here and now for their own lives.

case example

Fasad Mohammad is a 50-year-old man from Iran, living in New York. Fasad came 
to the United States in 1980, shortly after the start of the Iranian Revolution. At the 
time Fasad was finishing medical school, but he had to flee the country as some of 
his family members were politically active supporters of the disposed leader.

While a devout Muslim, Fasad was not in favor of the brand of fundamen-
talist Islam that was supported by the revolution. Still, he desperately wanted 
to remain in the country but realized that his life, and that of his wife, would 
have been in danger. For weeks Fasad struggled with the painful decision to 
leave the country. Iran was all he knew, and he loved his country and its people. 



Fasad dreamed of becoming a physician and knew that were he to leave the 
country, this dream would be much harder, if not impossible, to achieve. Fi-
nally Fasad was able to arrange for transportation out of the country, and his 
family was smuggled through Iraq to Turkey. In Turkey he made plans to emi-
grate to the United States.

The majority of Iranians who Fasad knew went to Los Angeles. However, 
Fasad wanted to go somewhere else. He felt it would be too painful to be around 
so many of his countrymen, so he decided to move to New York. He reasoned 
that since so many immigrants started their lives there, he would follow in the 
footsteps of many great people. Fasad truly had the heart of a poet.

Needing to support himself and his wife, Fasad found work as a taxi driver. 
He had planned on driving a taxi for only several months, but shortly thereafter 
his wife developed breast cancer and died. Fasad was devastated. He loved his 
young wife dearly and could not imagine a life without her. They had planned to 
have children together and were hoping so start their family once Fasad found 
a way to go to medical school. Now Fasad was having, at age 25, to learn how 
to live life alone in a strange country in which he knew few people. Fortunately, 
his English was good, and he was able to get by. For two years Fasad’s world 
was very small. He drove his taxi and largely kept to himself. He did attend his 
mosque several times a week, and he lived the life of a devout Muslim. He read 
the Koran daily, which gave him strength to go on. He prayed for guidance and 
direction, which never seemed to come. Still, he remained sure that one day 
some meaning and clarity would come into his life.

On a cold, rainy day, a young women flagged him down in his taxi. He recog-
nized her accent as being Iranian, and they began to chat on the way to her des-
tination. Fasad and the young woman found themselves enjoying each other’s 
company a great deal. When Fasad dropped her off, he felt a deep need to see 
her again. Not knowing what to do, he decided to tell her just that. He asked if 
she would have coffee with him, she smiled, and they agreed to meet two days 
later. Within a short time, Fasad fell in love with Fatima, who turned out to be 
a physician herself. The couple married and had three children together. Fasad’s 
wife, a surgeon, would often have to work long hours. The flexibility of his job 
allowed him to take care of the children while his wife worked. He loved being 
around his children—they provided him with a sense of meaning. His dream of 
being a doctor seemed to be less important to him for many years. He reasons 
that since his wife was a doctor and they were “partners,” he was doing good in 
the world through helping her.

After many years Fasad began to feel some sadness and dissatisfaction with 
his life. He has very mixed feelings about his work, and how his occupation 
makes him feel about himself. Normally he enjoys his job, and he tells people 
that he actually likes it more than he would have liked being a physician. How-
ever, those close to him know that he privately feels as if he has failed in life 
because he did not reach his potential. While Fasad tries to put his career into 
perspective and to use the teachings of Islam to appreciate and enjoy his life, he 
has found this increasingly difficult to do. The start of his increased struggles 



For Writing and sElF-rEFlEction

Imagining yourself to be the social worker designated to help Fasad, answer the fol-
lowing questions.

with his work began after the bombings of the World Trade Center in 2001. 
Fasad was horrified at the bombings and believed that the bombers had vio-
lated the most basic tenets of his faith. Like many Americans, Fasad was horri-
fied and depressed.

However, Fasad also felt that many of his clients were no longer as friendly 
and open as they had been in the past. Part of what had made his work mean-
ingful was his ability to talk to other people, to listen to their problems, and 
to share a bit of himself. Fasad found that some people were no longer inter-
ested in having conversations with him. In fact, one day a man dressed in a 
suit informed him that he should “shut up and be thankful that he is allowed 
to stay in the country.” Fasad did not know how to respond. For weeks after, 
he felt shocked and hurt and found it very hard to get to work in the morn-
ing. He began taking his taxi out later and later and returning earlier and 
earlier. His dispatcher, who had always admired Fasad as a person and as a 
worker, was understanding yet concerned. A Somali immigrant himself, he 
understood the heavy toll that discrimination could take on a man’s sprit. He 
expressed his empathy to Fasad, who expressed gratitude but failed to discuss 
his own feelings.

Fasad continued to work at his job in this manner for three years. One day 
he woke up and decided not to go to work. He called his dispatcher and told 
him that he would not be driving a taxi anymore. Fasad’s dispatcher told Fasad 
that instead of quitting, he would be able lay him off, which would allow him 
to collect unemployment benefits. At first Fasad expressed discomfort with his 
dispatcher’s offer, as he did not want to accept “welfare.” However, he also did 
not want to appear ungrateful and ungracious, so he thanked his friend and 
accepted. After consulting with his wife, Fasad decided to stay home with their 
now teenage children for a while and “figure out what was next.” The family was 
doing fine financially and did not need his paycheck. Fasad had mixed feelings 
about this. On one hand, he was grateful that he did not have to rush out to find 
a new job immediately. On the other hand, the fact that his labor was “extra” 
made him feel somewhat useless.

Fasad filed for unemployment. The unemployment office had a contract with 
a program designed to help immigrant men and women seek jobs. While Fasad 
has been in the country many years, with his wife’s urging, he decided he would 
see the social worker in the program who specializes on employment issues for 
immigrant men.
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 1.  What methods would you use to work with Fasad?
 2.  Fasad informs you that he might want to become a doctor after all. What 

would you say to him?
 3.  What resources and services might be appropriate for Fasad at this time?
 4.  Using the Internet, explore a bit about Iranian and Islamic culture. What cul-

tural factors might inform your work with Fasad?



 Warriors at Risk e i G h t

“The number of people who have suffered from mild 
traumatic brain injury could be in the thousands, but 

we just won’t know about it unless we screen everybody 
who comes back,” said Paul Rieckhoff, executive 

 director of Iraq and Afghanistan Veterans of America. 
“The system as it stands right now really depends on 

[veterans] to self-diagnose and then navigate 
the bureaucracy of red tape to get help.

—L. M. Colarusso, 2007

The protection of the community from outside invaders has been a primarily 
male role for many thousands of years (O’Connell 1989). Perhaps the great-
est tragedy of the most recent wars in the Middle East has been the relative 
inattention to the needs of returning servicemen and women (American Psy-
chological Association 2007). Frequent news reports have highlighted the lack 
of services for men injured in the war. National Public Radio reported on a 
Pentagon study that found an increasing number of officers discharged from 
the military for mental health concerns (Zwerdling 2007). According to this 
report, nearly 28,000 men have been discharged from the military for behav-
ioral problems, many of which appear to be related to mental health. Addi-
tionally, many men have been removed from the military for “personality dis-
orders,” making them eligible to receive military benefits. The report suggests 
that many of these men did not have precombat mental health conditions but 
developed them during military duty. Military personnel have been facing 
longer and longer tours of duty, which has greatly affected the mental health 
and psychosocial well-being of many service personnel. This chapter discusses 
the experiences and needs of men who have put their lives on the line for their 
country. While many of us have negative feelings about some of the wars in 
which our country has engaged, it is essential that as social workers we sepa-
rate the war from the warrior. Even men who have served in the armed forces 
may be highly critical of specific wars. However, the majority of men who join 
the armed forces do so for noble reasons, such as the protection of home and 



1 � �  |  M e n  a t  r i S k

family or cherished American values (Cozza, Chun, and Polo 2005). Many 
view the military as their sole option for social and economic advancement. 
Military recruiters often promise a lifetime of benefits for men who serve their 
country. As fewer and fewer jobs provide health and retirement benefits, the 
military may be increasingly popular with poor and undereducated men.

The men and women who sign up for the armed forces deserve the best 
care that society can provide for them—they often face a mindboggling num-
ber of challenges upon their return from war that fall within the purview of so-
cial workers. Returning servicemen often need physical and mental health care, 
help with educational and career planning, family therapy, and other services. 

the experiences of Servicemen

It is impossible to understand the needs of current servicemen or veterans 
without understanding the horrors of war. While not all men who serve in the 
armed forces experience events similar to those that will be explored, many 
do. Additionally, the mere possibility that men may experience these events 
has a profound effect on their emotional well-being. The anticipation and fear 
of potentially catastrophic events can be highly traumatic. Even servicemen 
who have not faced combat may experience mental health concerns (Martin, 
Sparacino, and Belenky, 1996). In addition to the horrors of war and the dif-
ficulty of wartime stress, the culture and training of the military have a pro-
found influence on men.

Even under the best of circumstances, war is an extremely stressful and 
traumatic event. Wars are unpredictable, and each war has emotional and 
physical consequences that are difficult, if not impossible, to predict. Each 
man has his own set of risks and resiliencies that account for a large portion of 
his reaction to stress and trauma (Kobasa 1979). For instance, some men who 
engage in close-contact killing experience emotional disturbance while oth-
ers do not. What is clear is that all wars create numerous physical and mental 
health problems (Cronin 1998). As with many complex problems, a mix of 
biological, psychological, and social factors influence the eventual expression 
and outcome of problems. Even men in war who possess numerous protective 
factors may not be ready for the intensities and traumas of combat.

The stresses and traumas of war are too numerous to discuss in all their 
complexity in this kind of book. However, there are several salient experiences 
that must be explored. First, combat is inherently a violent and stressful situ-
ation. Soldiers are prepared for worst-case scenarios and are taught that even 
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the smallest mistake may lead to the loss of their lives or the lives of those 
around them. This awareness can in and of itself lead to hypervigilance and 
extreme stress reactions. The army refers to this as combat stress, and it can of-
ten be a precursor to posttraumatic stress disorder (PTSD) (U.S. Army Medi-
cal Department 2007).

Men in combat, especially in counterinsurgency situations like those that 
characterize the wars in Iraq and Afghanistan, often engage in fighting at close 
range. These combat situations are chaotic, violent, and often very bloody. Sol-
diers in such situations will kill or be killed, and they will often watch other 
soldiers be injured or killed. They will need to care for fallen soldiers, and it is 
not uncommon for soldiers to witness the painful death of those to whom they 
have grown close. The sadness, loss, and trauma that such events create can last 
throughout a soldier’s life, whether or not such events lead to diagnosable dis-
orders. Soldiers in combat situations also experience loud noises and powerful 
explosions that can lead to physical and mental health concerns in and of them-
selves. Soldiers report hypervigilance and fear well after they return from combat 
because they have experienced shocking, unexpected, and deafening sounds.

Military training and experience in combat situations also encourage 
men to distance themselves from their own feelings. From the start of basic 
training, men are reinforced for anger and aggression. Admitting to feelings of 
vulnerability, sadness, loneliness, or other “softer” feelings is heavily frowned 
upon. Soldiers must also distance themselves from caring too much about 
others. Since soldiers are called upon to kill, they learn to view their enemies 
as being less than human. In short, soldier learn to distance themselves from 
their very humanity.

However, the need for detachment often contrasts with what soldiers 
actually experience on a day-to-day basis. Soldiers are far away from their 
families and experience isolation, loneliness, and sadness. They worry about 
themselves and wonder what will happen to those they love if they are killed. 
They also know that many marriages and other relationships do not survive 
the distance, time, and heartaches of deployment, and they may wonder about 
the solidity of their own marriage and other relationships. The boredom and 
monotony of war, along with the lack of personal space and privacy, are also 
extremely difficult for many servicemen. They interact with people on a daily 
basis who may or may not be friends or enemies. Mistrust therefore becomes 
a highly functional trait that increases the likelihood of survival. However, 
this lack of trust greatly affects their ability to feel a sense of connectedness 
and groundedness. In short, soldiers live in a world characterized by violence, 
stress, boredom, social disconnection, and fear.
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While the conditions of warfare now may be somewhat different than 
those of the past, American men have always experienced the traumas of war. 
After World War II “the climate of postwar America did not favor commu-
nicating and sharing trauma and dislocation, in part because ‘life disruption’ 
was popularly believed to be the common condition. Everyone experienced 
this kind of disorder to some extent and felt compelled to reestablish a normal 
existence in family, work, and community. For many people impatiently try-
ing to get on with their lives, the war and its human legacy became a repressed 
past. In this context, veterans learned to bury within their psyches the lin-
gering stresses and emotions of war. The long-term costs of such behavioral 
inhibition result in a delay of working through war trauma” (Elder, Shanahan, 
and Clipp 1994:15).

the current context of Practice with 
american Soldiers and Veterans

Given the vast numbers of Americans currently engaged in combat, the ma-
jority of social workers practicing today will be involved in providing services 
to men who served during the wars in Iraq and Afghanistan. While many men 
will receive services from the Department of Veterans Affairs (to be discussed 
later in this chapter), many Iraq War veterans will be involved in health, men-
tal health, and social service systems not affiliated with the military. In 2009, 
140,000 American men were serving in Iraq. Over 200,000 others have served 
in Iraq—approximately the number of people living in Tacoma, Washington. 
Even social workers who do not directly provide services to these men will 
come into contact with the families of servicemen. It is likely that well over a 
million women, children, and men will be indirectly affected by the war, many 
of whom will need social work services of one kind or another.

Soldiers and veterans face many different types of mental health concerns 
and increased risk based on the compounding of various psychosocial risk 
factors. Soldiers and veterans are at an increased risk of depression, and, when 
combined with other psychosocial problems, this depression often has serious 
repercussions. The National Library of Medicine (2008) found that veterans, 
mostly men, who had been diagnosed with depression were 17 percent more 
likely to die than those who were not depressed. The study also found that de-
pressed men had significantly more health problems than nondepressed vet-
erans. It noted that in 2002 there were approximately 350 suicides among U.S. 
Army soldiers, but in 2007 the figure rose dramatically to 2,100. This increase 
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is partly due to more accurate records, but that does not explain how the num-
ber increased by six times over a five-year period. In 2006 the army had a 
suicide rate of 17.5 per 100,000 soldiers compared to 9.9 per 100,000 civilians 
of the same age and gender.

Tanielian and Jaycox (2008) reported that 19–21 percent of soldiers who 
have returned from combat meet the criteria for posttraumatic stress disorder, 
depression, or anxiety. Of these men, 15–17 percent had symptoms of PTSD 
as early as three to twelve months after returning from combat. Veterans who 
were deployed for twelve months or more and experienced combat had the 
highest rates of PTSD.

The needs of these veterans are complex. PTSD and other mental health 
conditions may coexist with other problems, such as homelessness. Bernton 
(2008) conducted focus groups and community discussions in Seattle re-
garding the mental health needs of veterans. Bernton noted that the greater 
Seattle area has approximately 1,200 homeless veterans, and that many served 
in Iraq and Afghanistan and are in need of immediate mental health ser-
vices that they cannot access. These issues would be manageable if treated 
quickly, but it was feared that they will go neglected. Without early detection 
and intervention, many of these men will develop long-term, compounding 
psychosocial problems. The longer a veteran with mental health disorders 
remains homeless, the more likely he will also remain unemployed, socially 
isolated, and at risk of developing significant health disorders. Without na-
tional efforts to reach these men, their problems will become increasingly 
difficult to treat.

Posttraumatic Stress Disorder

Posttraumatic stress disorder is one of the most prevalent and debilitating 
consequences of war for many soldiers. One study found that approximately 
30 percent of Vietnam veterans experienced PTSD at some point after the war 
(Kulka et al. 1988). PTSD is an anxiety disorder caused by events that trig-
ger intense responses of fear and horror (American Psychiatric Association 
1994). Symptoms of PTSD include relationship problems, painful and recur-
ring nightmares about the traumatic events, difficulty with controlling anger, 
impulsivity, and a numbing of other emotions. Prior to the identification and 
naming of PTSD, those who exhibited PTSD-type symptoms were often called 
“shell shocked” and were seen as weak and deficient in character. Prior to the 
creation of the diagnosis of PTSD, diagnosis was haphazard and treatments 
were few and ineffective.
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Most research has demonstrated that while there certainly are risk fac-
tors that predispose someone to PTSD, the main cause of the disorder is the 
actual traumatic event (King et al. 1999). The diagnosis of PTSD increases the 
likelihood of several key psychosocial risks. For example, PTSD and reported 
experiences of atrocities are correlated with an elevated incidence of intimate 
partner violence (Taft et al. 2005).

The National Center for Post-Traumatic Stress Disorder (2006) lists six 
key points that family members of those experiencing PTSD should be aware. 
These serve as good, basic guidelines for social workers who need to under-
stand the experiences of men with this disorder.

 1.  Stress reactions may interfere with a service member’s ability to trust and be 
emotionally close to others. As a result, families may feel emotionally cut off 
from the service member.

 2.  A returning war veteran may feel irritable and have difficulty communicating, 
which may make it hard to get along with him or her.

 3.  A returning veteran may experience a loss of interest in family social activities.
 4.  Veterans with PTSD may lose interest in sex and feel distant from their spouses.
 5.  Traumatized war veterans often feel that something terrible may happen “out 

of the blue” and can become preoccupied with trying to keep themselves and 
family members safe.

 6.  Just as war veterans are often afraid to address what happened to them, fam-
ily members are frequently fearful of examining the traumatic events as well. 
Family members may want to avoid talking about the trauma or related prob-
lems. They may avoid talking because they want to spare the survivor further 
pain or because they are afraid of his or her reaction.

Treating PTSD must be done holistically and ecologically. Currey (2007) 
suggests that medical practitioners are increasingly recognizing that interven-
tions are needed that take into account multiple systems, including families, 
communities, care providers, and the military itself. This holistic approach 
seeks to include multidisciplinary teams of professionals that will attend to 
the various needs of veterans with PTSD. Social workers, acting as case man-
agers, are at the center of this approach. Cognitive behavior therapy has been 
shown to be very useful in treating PTSD (Foa, Keanne, and Friedman 2000; 
Monson et al. 2006). CBT techniques are useful in treating PTSD by helping 
to control anxiety, rage, and impulsiveness and by helping to restructure be-
lief systems that have been changed by the soldiers’ reactions to the traumatic 
events (Foy 1992). 
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Physical health Problems

While veterans face the same physical health problems that confront all men, 
many also have additional health problems stemming from their combat 
experiences. Studies have found, for example, that veterans of the Gulf War 
experience two to three times the amount of health-related symptoms as do 
other men (U.S. Department of Veterans Affairs 2003a). Combat soldiers are 
exposed to numerous environmental toxins and hazards that predispose them 
to a multitude of physical health conditions (U.S. Department of Veterans Af-
fairs 2002). Some of these problems have received significant public attention. 
For instance, the health concerns of veterans exposed to Agent Orange during 
the Vietnam War have often been grave. Agent Orange, an herbicide used for 
deforestation and crop destruction during the war, contains a powerful toxin 
called dioxin (U.S. Department of Veteran’s Affairs 2003b). Veterans advocacy 
groups believe that over forty different cancers and serious diseases are associ-
ated with this and other herbicides to which Vietnam veterans were exposed.

Traumatic brain injury (TBI) has recently been identified as a serious 
problem for veterans returning from Iraq and Afghanistan. TBI is not a new 
disorder, as it has long been recognized as a serious medical problem. Ac-
cording to the Centers for Disease Control (2006), a TBI is defined as a blow 
or jolt to the head or a penetrating head injury that disrupts the function of 
the brain. Not all blows or jolts to the head result in a TBI. The severity of 
such an injury may range from “mild,” that is, a brief change in mental sta-
tus or consciousness, to “severe,” or an extended period of unconsciousness. 
Four million people sustain traumatic brain injuries each year. Men are two 
and a half times more likely to receive a TBI than women. Historically, TBIs 
have been caused by assaults, traffic accidents, and falls. As such, much of 
what pertains to TBIs in this section is relevant for practice with men who 
have not served in the military as well veterans (Langlois, Rutland-Brown, 
and Thomas 2006).

TBIs are often difficult to assess. Veterans returning home are currently 
not given a comprehensive screening to detect TBIs and other problems. Addi-
tionally, many of the symptoms of TBIs are common to other disorders. Some 
of these symptoms, such as difficulty with concentration, anger and impulse 
control, and depression, are often viewed from a psychological perspective. 
As such, TBI may also be misdiagnosed, or occur concurrently, with PTSD. 
Traumatic brain injury changes one’s view of oneself. TBI often causes mild to 
severe physical, functional, and mental health disabilities. At times TBI leads 
to increased dependence on others. Dependence is difficult for many men, in 
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particular for men returning from war. A warrior is supposed to be strong, 
independent, logical, and decisive. TBI often adversely affects these traits.

Hogan (1999:22) explores the relationship between disability and the he-
gemonic ideal: “Dominant cultural stories, from which all of us as individuals 
draw material for our individual stories, emphasize control, success, indepen-
dence, physical prowess or beauty, speed, and other qualities that may seem 
lost or diminished after injury. Disabilities are viewed negatively, neurological 
injuries are not well understood even as a disability, and neurological disabili-
ties often compromise people’s abilities to communicate their experience.”

Narrative therapy has been used with men suffering from brain injuries. 
Hogan (1999:21) explores the complex psychosocial factors that may often im-
pede treatment of the physical impact of TBI: “Psychological and communica-
tion barriers often impede progress in rehabilitation after brain injury. Brain 
injuries may involve mental and physical limitations that occasion pain, anger, 
and sadness combined with decreased ability to communicate such emotions 
in ways that make it possible for other people to empathize and understand.”

Narrative work can be valuable as a means of helping men come to terms 
with the impact of TBIs and other injuries. Narrative work may provide two 
different but equally important outcomes. First, it may help with the recon-
struction of identity. Men need to learn how to revision themselves and their 
lives within the context of a new set of abilities, disabilities, and possibilities. 
Second, it may provide increased cognitive stimulation, which may help with 
recovery from the injury. More research on the effects of this and other psy-
chologically based treatments of physical disorders is warranted. As previ-
ously noted, TBIs not only affect veterans but are a significant health risk for 
many men. For instance, Native American men are more than twice as likely 
as other men to suffer TBIs (Nelson et al. 2007) and should be carefully as-
sessed for potential symptoms.

the U.S. Department of Veteran affairs

The Department of Veterans Affairs (VA) is the most important provider of 
health and mental health services to former servicemen and women. Un-
derstanding the role and services that the VA provides is essential for social 
workers who will be working with veterans. The VA providers care for over 
five million veterans and their families (Congressional Budget Office 2007), 
with a variety of inpatient, outpatient, residential, and rehabilitative services. 
Historically, the VA provided care only for veterans (and their families) with 
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service-connected disabilities, who were assigned priority rankings (1–8) that 
correspond to the level of their service-connected injury or disability. Now, 
however, the VA is open to all veterans and is frequently used by low-income 
veterans as a health care safety net. Not all veterans enroll, though, and many 
live too far VA hospitals and clinics to take advantage of the health care ser-
vices they provide.

The VA is one of the largest providers of social work services in the Unit-
ed States and offers many employment and training opportunities for social 
workers. As of 2001, nearly four thousand social workers were employed by 
the VA (U.S. Department of Veterans Affairs 2007b).

Numerous social workers have received excellent training from the VA. I 
myself did my second-year MSW field placement at the VA medical center in 
Coatesville, Pennsylvania. During my internship I received outstanding indi-
vidual and group supervision and went to many workshops and lectures. As-
signed to an inpatient substance abuse treatment domiciliary, I was involved 
in all aspects of treatment. I provided individual therapy and group therapy 
and facilitated psychoeducational groups. I conducted intake assessments, en-
gaged in case management, and developed discharge plans. I would strongly 
encourage social workers who have a desire to work with veterans, or who 
wish to gain experience with men in general, to consider the VA for training 
and employment.

The mission statement of the Miami VA Medical Center Social Work Ser-
vice provides a sense of the aims and goals the VA has for veterans, and how 
social workers can meet these aims (Miami VA Healthcare System 2006): “The 
mission of Social Work Service at the Miami VA Medical Center is to provide 
all eligible veterans and their families with high quality psychosocial services 
that maximize community adjustment and social functioning. Social Work’s 
holistic approach assists the Medical Center in providing timely and cost ef-
fective services focused on enhancing customer satisfaction. To accomplish 
our mission, social work is committed to:

• Working collaboratively with other disciplines as an integral part of the health 
care team

• Psychosocial assessments and treatment
• Providing comprehensive case management
• Providing patient and family education to enhance wellness
• Developing and coordinating VA and community resources and community 

partnering
• Identifying and engaging potential customers through community outreach
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• Promoting staff development and training
• Participating in research and program evaluation
• Providing graduate training to social work interns through academic affiliates”

Secondary traumatic Stress

Working with at-risk populations demands a great deal of emotional and phys-
ical energy. Social work is a demanding profession, and those working with 
clients with complex psychosocial concerns must develop their own healthy 
coping mechanisms. This is especially true for social workers who work with 
clients who have experienced trauma. Studies have found that social workers 
who work with those who have been traumatized may themselves be revic-
timized by the trauma (Bride et al. 2004). The name for this syndrome is Sec-
ondary Traumatic Stress (Figley 1999). Researchers have become increasingly 
aware of the effect that acute trauma, also referred to as Compassion Fatigue, 
has on helping professionals (Figley 2002). Symptoms of secondary traumatic 
stress closely mirror those of PTSD that were discussed previously.

Social workers who provide services to veterans and other traumatized 
populations must make sure they take good care of themselves. This is espe-
cially true for those who have been victims of trauma themselves. Secondary 
traumatic stress reactions are more common in those who have been exposed 
to trauma in the past (Rudolph, Stamm, and Stamm 1997). Prevention re-
quires a holistic, biospychosocial approach. Taking care of yourself physically, 
including proper diet and exercise, helps prepare the body for handling stress. 
Having a support system, including supervision and colleagues to discuss 
stressful work events with, is also valuable. It is important for social workers 
to communicate their needs to colleagues and ask for help. Relaxation tech-
niques, such as meditation, should be utilized frequently to prevent emotional 
overload. It is essential that they learn to leave their work at work. All social 
workers must develop good boundaries around their work and personal life; 
this is especially true for those working with traumatized populations.

Social workers who work with traumatized populations or within contexts 
where trauma and loss are common are encouraged to use a self-assessment 
instrument to periodically assess themselves. The Compassion Fatigue Self-
Test is one extremely valid and reliable measure (Figley and Stamm 1996). For 
social workers who find that they suffer from compassion fatigue, are overly 
involved in the lives of their clients, or know that they are experiencing “burn-
out,” seeking professional help is important. Social workers who are able to 
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seek out and utilize the resources and services that they need will in all likeli-
hood be increasingly empathetic to their clients and better able to provide ser-
vices to men at risk. The cases that follow provide detail on how the strengths 
perspective, CBT, and existential theory apply to work with veterans. 

case example

Keith Mitchell is a 31-year-old veteran from the first Gulf War. Keith was born 
and raised in Grand Rapids, Michigan, where he returned after the war. Keith 
did not see significant action during his time in the war but was emotionally 
impacted by the war in a significant way. As an infantry solder, Keith saw several 
dead Iraqi bodies. One in particular haunted him. He believed that the eyes of 
the dead solder were watching him. This was an image that would stay with him 
for many years. When Keith returned home, he found out that his wife had been 
having an affair. She stopped seeing the man, but their already shaky marriage 
began to deteriorate. Married for only two years married, Keith and his wife were 
not able to maintain their positive relationship given the difficulties brought on 
by separation, war, and an affair. While Keith did not admit it to his wife during 
the divorce, he had several one-night stands during their short relationship.

Shortly after his divorce, Keith was drinking with friends at a local bar when 
he met Mary, a local woman whom he had seen around town. They spent the 
night together and moved in with each other within several days. From the be-
ginning, their relationship was filled with trauma and chaos. While Keith often 
complained about the erratic behavior of his new girlfriend, he also realized 
that her constant crises were comforting to him: they reminded him of the war. 
Since he had been home, Keith had found it very difficulty to relax. He would 
become very unsettled during quiet moments and found himself listening to the 
television or stereo at very loud volumes.

About two months after Keith moved in with Mary, he met a women at the 
supermarket. Later that night, Keith had sex with this woman in the back of his 
car. The day after Keith cheated on his girlfriend, he immediately told her of 
his affair. She slapped him in the face and told him to leave immediately. Keith 
complied. He grabbed a few of his belongings and left.

The following day his girlfriend, remembering that the manager of the bar 
where Keith worked had spoken to him about rumors of his stealing money, 
called and informed the manager that Keith told her he was indeed stealing 
money. When Keith reported to work the next day, Keith’s manager fired him. 
Even though it was not true, Keith quietly left.

Without a job, a place to live, or his primary relationships, Keith began to feel 
increasingly anxious and depressed. Three days later he walked in front of a mov-
ing car on the highway. The car swerved and grazed Keith but still threw him off 
the highway. An ambulance was called, and Keith was taken to the hospital. He 
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For Writing and rEFlEction

 1.  Placing yourself in the social worker’s shoes, how would you intervene with 
Keith?

 2.  Were you to see Keith for followup care, what services might you suggest to him?
 3.  If you were seeing Keith for long-term therapy, which of the four theories 

discussed in this book would you use (or what combination of them)? Why?
 4.  How do you explain Keith’s nonmonogamous behavior? What are the treat-

ment implications, if any?

had a broken leg and numerous cuts on his face and arm. When the social worker 
met with Keith, Keith admitted to attempting to kill himself. The social worker 
informed the medical personnel, who decided to keep Keith in the intensive care 
unit for the night so he could be monitored physically and psychiatrically. The 
social worker met with Keith again and conducted a full psychosocial history. 
She found that Keith had been treated for both anxiety and depression for several 
years prior to his military service but had not received any therapy or medication 
during his enlisted time. As with many other enlisted men, Keith was afraid to 
admit to his mental health concerns to army personnel.

The following day the social worker returned to see how Keith was doing. He 
seemed less open and more distant. She wondered to herself if Keith was feeling 
vulnerable about having admitted some of his struggles to her; she understands 
that stoicism can often be a defensive reaction for men. She also wondered if 
some of Keith’s issues about feeling abandoned by his girlfriend were impacting 
his current feelings toward her, his female social worker.

She tried to normalize the difficulty of talking to a social worker, especially 
after an event such as the one that transpired. She said that her goal was to pro-
vide the support that Keith needed, and she was open to helping him figure that 
out if he was unclear. She said that since different people had different needs, she 
would listen to him when he was ready.

case example

Jed Tucker is a 22-year-old man who recently received an honorable discharge 
from the army. Jed served for one year in Iraq, during which time he participat-
ed in significant combat. Jed was significantly injured when the armored car he 
was driving was struck by a roadside bomb. Jed’s arm was severed by shrapnel, 
and he sustained a significant facial burn and internal injuries. When Jed was 
stabilized, he was taken to a military hospital in Germany for rehabilitation.



During Jed’s time in the hospital, he became extremely anxious and de-
pressed. Jed always had a difficult time sitting still; he was diagnosed as having 
Attention Deficient/Hyperactivity Disorder as a child. Consequently, he always 
struggled with school. Jed had hoped that he would have a lifelong career in the 
military. Now, facing discharge, Jed did not know what he was going to do. In 
addition to the loss of meaning that Jed was experiencing from the loss of his 
military career, Jed faced the adjustment to life with a disability. In addition to 
having lost his arm, Jed sustained significant stomach and bowel damage and 
will have to use a colostomy bag for the rest of his life. These two new challenges 
powerfully affected his sense of self as a man. Jed’s main sources of self-esteem 
had all been connected to his body. He was very successful in sports during high 
school. He also was accomplished in martial arts and received accolades for this 
skill in the army. Jed also is an attractive man, who was known to have a body 
that was attractive to many women. Jed lost fifty pounds of muscle during his 
year of convalescence and did not recognize his own body. Now he experiences 
the decline in his physical abilities and functioning as an attack on his sense of 
being a worthwhile human being.

For the first six months of his treatment, Jed refused to talk to his doctors 
or hospital mental health staff about his feelings. He accepted medication for 
depression since he saw it as his duty to take medical orders. However, he felt 
that he did not have to talk about his personal problems. Jed felt ashamed and 
embarrassed to talk about his feelings. This second layer of shame complicated 
the already powerful feelings of shame that he was experiencing about his being 
“turned into a fucking gimp.”

When Jed moved back home with his parents, his father, Sam, noticed a 
marked change in his son. No longer did he see a confident, hopeful young man, 
but a tortured and defeated man who looked far older than he was. Sam and Jed 
had a heart-to-heart talk in which Jed broke down in tears. This was the first 
time that Sam had ever seen Jed cry, and in fact it was the first time Jed had actu-
ally shed tears since his dog died nearly ten years before.

Jed agreed to ask his physical therapist at the VA center, Cal, for a referral 
to see one of the social workers. Knowing how resistant Jed has been to ther-
apy, Cal picked up the phone and immediately called the outpatient counsel-
ing center. Cal asked if Andrew, a social worker whom he often works with, 
was available. Andrew has been a social worker associated with the VA for over 
twenty-five years. Cal likes to refer young men to Andrew because of his fatherly 
manner combined with a patient, nonthreatening, nonjudgmental approach. A 
gentle and small man, he exudes a strong sense of masculinity and power. An-
drew is also a paraplegic, having lost his legs in a boating accident twenty years 
ago. Andrew is a man who is comfortable with his own limitations and his own 
masculinity and has a clear sense of mission and purpose in life.

Andrew used cognitive behavioral methods to help Cal deal with some of 
his PTSD-related symptoms. Andrew was very reluctant to talk about some of 
his war experiences and attempted to minimize the impact they had upon him. 
However, he had some classic systems of PTSD that were compounded by his 
other problems. Unwilling to directly address his experiences at first, Andrew 
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For Writing and rEFlEction

Choosing one of the other cases in this book, adapt the methods that Andrew used 
with Cal for that client. Discuss how the process would be different. Explore what oth-
er techniques you can use to add to the overall effectiveness of the treatment process.

decided that he would work on cognitive behavioral skill building that did not 
require direct exploration of what happened to Cal during combat. Cal agreed 
to have Andrew teach him a relaxation technique to help him relax and clear 
his mind. Andrew used a method that has been used frequently by cognitive 
behavioral practitioners and has roots in yogic practice. He had Cal relax in a 
chair with his eyes closed. He asked Cal to try to sit quietly and focus for a mo-
ment or two on his breath. He told him not to control his breathing, but just to 
pay attention to his breath as it left and then came back into his body. He then 
asked Cal to imagine that when he breathed in, relaxing energy was entering his 
body, and when he breathed out, stress and tension were leaving him. Andrew 
had Cal engage in this exercise for several minutes. When Andrew noticed that 
Cal became agitated, he asked him to open his eyes. He asked Cal how this felt, 
and he said that he felt relaxed, but that it was difficult to sit still for so long. 
Andrew praised Cal for his efforts and informed him that it often took months 
of practice to learn to relax. He stressed that one of the reasons that people often 
fail to learn and continue to use these methods is that they fail to appreciate how 
difficult it is to change their patterns and to become more relaxed.

The next time they worked together, Andrew had Cal engage in the same ex-
perience. After a couple of minutes, he taught Cal the second part of the exercise. 
Andrew instructed Cal to tighten and then relax each muscle group of his body. 
During the following session, he had Cal engage in the same sequence but then 
return to following his breath after the phase of progressive muscular relaxation.

Over the course of several months, Andrew had Cal practice this relaxation 
method at the beginning of each session and asked him to practice the tech-
nique outside his session, twice a week for five minutes. He gave Cal a chart to 
track how often he used the exercise. After approximately four months, Cal was 
able to do the relaxation exercise for fifteen minutes and was doing it at least 
four times a day at home. Andrew’s consistent and graduated approach allowed 
Cal to integrate the technique into his life; it became a habit that Cal wanted 
to engage in, not something that he “had to do.” Over time, Cal experienced 
increased periods without anxiety and hypervigilance. He began to feel accus-
tomed to feeling relaxed and actively sought out the experience. The technique 
also made Cal more aware of how his body holds stress, and how he could listen 
to his body to learn about his moods. He began to pay attention to stress build-
ing in his body and to proactively use the relaxation technique and others skills 
he learned in therapy in a preventative manner.



 The Physical Health of Men n i n e

Perhaps the best metaphor for men’s relationships with their bodies is the tie. 
Placed around the neck, the tie metaphorically (and in some ways literally) 
separates the head from the body. Breathing, the mind’s way of regulating and 
paying attention to the body, is constricted, functionally separating the mind 
and the body. In many ways, the modern American man is disconnected from 
his body and from his physical health. Many of the values of hegemonic mas-
culinity, including bravery, tolerance of pain, rugged individualism, and de-
tachment from emotions and feelings, interfere with men’s ability to maintain 
good health. For instance, being willing to tolerate pain and being brave and 
stoic lead men to underreport disease symptoms until illnesses reach acute 
states. Many disease processes that could be treated relatively easily become 
deadly as men “grit and bear” their symptoms, ignoring the signals their bod-
ies are giving them. Some men are so disconnected from their bodies that they 
are not aware of signs of danger. Mahalik, Lagan, and Morrison (2006:192) 
explain that “one potential explanation of why men have less healthy lifestyles 
is that males are socialized to adopt masculine ideals that may put their health 
at risk. A gender role socialization framework posits that males are reinforced 
for adopting behaviors and attitudes consistent with traditional masculine 
norms (e.g., risk taking, self-reliance, and emotional control) and punished or 
shamed when they do not conform to traditional masculine norms.” 

This is made worse by men’s reluctance to see doctors for wellness check-
ups and routine physicals. This chapter looks at men’s health and what social 
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workers can do to help facilitate better health for men. I present aspects of 
the theories of health seeking, and the relationship between masculine val-
ues and ideals and health. I also discuss some of the most important health 
problems that men face. I explore why social workers may be reluctant to talk 
to men about their physical health and suggest strategies for engaging men 
in these conversations. Some social workers might even question why they 
need to understanding issues related to health. After all, isn’t health the realm 
of other professions? If it were only that easy. As noted in previous chapters, 
psychosocial factors play an important role in biophysical processes. Hafen et 
al. (1996:12) ask: “Can emotions—the way we think, the way we feel—really be 
responsible, at least in part, for disease? A growing body of evidence indicates 
that they can. Some researchers in the field believe that as many has half of all 
patients who visit physicians have physical symptoms that are directly caused 
by emotions; other believe that the figure is as high as 90 to 95 percent. That’s 
not to say that the symptoms are imaginary; it’s just to say that their root is 
primarily mental more than organically physical.”

In addition to these issues, this chapter highlights popular erroneous as-
sumptions about men’s health and disease. For example, some diseases that are 
typically considered “women’s diseases” also infect many men. For example, 
two million men in the United States have osteoporosis (Jones 2004). While 
this is only one quarter the number of women who have the disease, men are 
less likely to be diagnosed and treated for this disease, placing them at high 
risk of complications, and perhaps leading to an underreporting of its inci-
dence in men.

The chapter concludes with practice suggestions for helping men achieve 
better health. 

Men, Masculinity, and health

Many men are in extremely poor health. Poor lifestyle habits, an unwillingness 
to seek preventative and ameliorative treatment, feelings of invincibility, and 
general neglect for their well-being has lead to an increase in health prob-
lems for men. Heart disease, stroke, diabetes, cancer, and many other physical 
health conditions have become daily realities in the lives of millions of men.

Life expectancy is widely recognized as the best indicator of the overall 
health of groups or populations. While the life expectancy of men improved 
greatly during the twentieth century, the life expectancy gap between men 
and women has increased markedly (Centers for Disease Control 2004). It is 
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ironic and paradoxical that as life expectancy has improved over the last cen-
tury, the day-to-day health of many men has not. The greater life expectancy 
for both men and women has been attributed to improvements in biomedical 
technology, increased access to health care, preventative services, better nutri-
tion, and healthier behavior. Men have benefited from some of these advances, 
yet less so from improved knowledge about self-care and prevention.

The widening male-female gap in life expectancy has several causes. Men 
engage in disproportionately more unhealthy behaviors and are less likely to 
engage in health-promoting activities (Courtenay 2000). Studies have shown 
that men go for routine physicals far less often than do women, and when they 
do go, they receive preventative health care advice from physicians far less 
frequently (Roter and Hall 1997). Men are less likely to ask about their bodies 
and their needs. They tend to see health in a highly mechanistic way: find the 
problem and replace the broken parts. When men visit doctors, they tend to 
report only symptoms they are currently experiencing, not other important 
information that could be valuable for preventing future disease.

Bravery and invincibility are hegemonic masculine values that have pow-
erful effects on men’s health-seeking behavior. These values, as lived person-
ality traits, can be highly adaptive in certain situations. As previously noted, 
bravery is an essential trait for rescue workers trying to save victims of natu-
ral disasters. Feeling invincible and tuning out fear can actually increase the 
likelihood of survival in such acute, dangerous situations. However, the same 
feelings of invincibility do not support good self-care and health-maintenance 
practices. By not paying attention to their own mortality, many men neglect 
their physical health. From a CBT perspective, men can be viewed as holding 
irrational beliefs about their own health care and well-being. They irrationally 
believe that illnesses will not happen to them, and they frequently overesti-
mate their well-being. It is not uncommon, for instance, for a man to overes-
timate the amount of exercise he is actually engaging in during the course of 
a week. From an existential perspective, men can be seen as engaging in “bad 
faith” by not being fully aware of the nature of their mortality and ultimate 
death. This denial of death is a powerful mechanism that inhibits men’s health, 
and one that practitioners must thoroughly yet sensitively explore.

the Diseases of Men

Men have higher rates of mortality from the top ten leading causes of death 
than do women (U.S. Department of Health and Human Services 2006a). 
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According to the Centers for Disease Control, 28.4 percent of men’s deaths 
are from heart disease, while 24.1 percent are from cancer (CDC 2002). 
Unintentional injuries make up 5.8 percent of men’s deaths, followed by 
chronic respiratory disease, at 5.1 percent.

The Harvard Medical School Guide to Men’s Health (Simon 2002) gives 
considerable attention to the three leading killers of American men: cor-
onary artery disease, stroke, and cancer. This section describes the nature 
of these three diseases, but the behavioral and lifestyle solutions to these 
problems are addressed in the following section. This is because many of 
the problems related to men’s physical health often have the same behavioral 
risk factors and solutions. 

coronary artery Disease/heart Disease

Coronary artery and heart disease is the number one killer of men. Coronary 
artery disease is characterized by a buildup of fatty tissues (called plaque) that 
blocks the normal flow of blood to the heart. The technical term for this phe-
nomenon is arteriosclerosis. As arteries become clogged and flow is severely 
restricted, the heart does not receive enough oxygen—this is referred to as an-
gina. When blood flow is completely blocked from an area of the heart, a heart 
attack occurs. In essence, a heart attack becomes the process of rapid muscular 
death of the heart. Without quick intervention, serious damage to the heart, 
and often death, will occur (National Heart, Lung, and Blood Institute 2008).

Smoking, high blood pressure, poor diet, and diabetes are particularly 
powerful risk factors in heart disease. Obesity is also considered a significant 
risk factor, and lack of exercise can compound or worsen all the risk factors. A 
family history of heart disease also predisposes men for increased risk. Stress 
and anger are psychosocial risk factors that are also considered to increase the 
likelihood or severity of coronary problems (Mayo Clinic 2006).

Stroke

Stoke is a form of cardiovascular disease that affects the blood vessels in the 
brain. Basically, a stroke occurs when a blood vessel in the brain bursts or 
when blood flow to the brain is inhibited, thereby causing damage to the brain. 
Technically there are two types of stroke. The first is called ischemic stroke and 
is a form of arteriosclerosis, where fatty tissues build up in the brain and cause 
obstructions. According to the American Stroke Association (2007), over 80 
percent of strokes are of this variety. The other type of stroke is called hemor-
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rhagic stroke. This type occurs when a weakened blood vessel leaks into the 
brain. Each type of stroke is broken down into subclassifications that refer to 
more specific types of dysfunction and disease processes. The brain is the most 
complex organ in the body, and strokes can create a complex constellation of 
symptoms and problems, including problems with speech, difficulties with 
muscular coordination, confusion or memory loss, perceptual difficulties, diz-
ziness, and numbness or weakness of the face, arms, or legs, often on one side 
of the body. Heart disease and stroke have largely the same risk factors.

cancer

Cancer is a highly misunderstood constellation of diseases. When people hear 
that someone has cancer, they often believe that the person is going to die. 
However, over the last two decades, as cancer treatments have become in-
creasingly sophisticated, the majority of people who are diagnosed with can-
cer survive and recover to live normal lives. 

Cancer occurs when cells grow out of control and attack normal body tis-
sues. Cancers may spread throughout the body, a process known as metasta-
sis. The specific cancer is named based on its place origin, not where it spreads 
to. For instance, lung cancer that spreads to the lymph nodes is referred to as 
metastatic lung cancer, not cancer of the lymph nodes.

Cancer is caused by damage or mutations to DNA. DNA may be likened 
to messengers that send instructions to cells about how to grow and behave. 
Cells often are damaged but have the ability to repair mutations in their DNA. 
When cells lose this ability because mutations occur, they may grow into can-
cerous tumors. While this may suggest that these processes are beyond a man’s 
control, this is hardly the case.

The principles for all this are pretty straightforward: certain environmen-
tal and lifestyle activities are known to increase the chances of contracting 
cancer, and staying away from them markedly decreases such chances. The 
person who eats right, exercises properly, stays out of the sun, does not smoke, 
and does not have a family history that includes cancers has a relatively small 
chance of contracting most kinds of cancers (Ehlers and Miller 2002).

Cancer is a significant problem for men. The American Heart Associa-
tion (2006) notes that half of all men, compared to one-third of women, will 
develop cancer at some point in their lives. According to the Centers for 
Disease Control (2006) the most common cancer among men is prostate 
cancer, at 140 cases per 100,000 men, followed by lung cancer and colorectal 
cancer. The leading cause of cancer deaths for men is lung cancer, followed 
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by prostate cancer, colorectal cancer, and liver cancer. Incidence varies by 
race. For instance, overall cancer rates are highest among African Americans 
(611.0, 11 per 100,000), followed by whites (530.9), Hispanics (421.1), Asians/
Pacific Islanders (329.3), and American Indians/Alaska Natives (307.4). Afri-
can Americans and whites are twice as likely to have lung cancer as Latinos, 
Asian Americans, or Native Americans, yet lung cancer remains the num-
ber one cause of cancer deaths across races. African Americans are twice as 
likely to die from prostate cancer as are men of other races.

Prostatectomy (the removal of the prostate gland) is the treatment that 
offers the best chance of survival for prostate cancer. Unfortunately, up to 90 
percent of men who have prostatectomies become impotent. The use of medi-
cation, discussed below, has been shown to be effective in treating ED (Cole-
man 1998). However, as male identity is often constructed around a man’s 
ability to perform intercourse, potentially complex and powerful emotional 
consequences can accompany prostatectomies (Oliffe 2005). It is therefore im-
portant for social workers and other health care professionals to carefully as-
sess men who have been treated for prostate cancer for depression and other 
mental health concerns.

The earlier that most cancers are detected, the more likely that treatment 
will be successful (Cason 2008). Once a cancer metastasizes, treatment be-
comes far more difficult and complicated. Early diagnosis of cancer is predi-
cated on two important factors, neither of which many men are good at. One 
is knowing one’s body and being conscious of changes in it. This includes a 
regimen of self-examinations, for example, inspecting one’s testicles for the 
presence of lumps. Second, frequent wellness examinations by a physician are 
essential to the prevention and early diagnosis of cancer, as they are for many 
other diseases.

Sexually transmitted Diseases/hiV/aiDS

Sexually transmitted diseases (STDs) are infections that are transmitted 
through sexual contact, including oral, anal, and vaginal sex. The most com-
mon STDs are gonorrhea, chlamydia, syphilis, and HIV/AIDs. While HIV/
AIDS is also transmitted through intravenous drug use, it is important for 
men to remember that it is a sexually transmitted disease. STDs, like many of 
the topics explored in this section, are complex. As such, this discussion high-
lights only some of the most basic issues and concerns.

Gonorrhea and syphilis are more common in men, while chlamydia is 
more common in women. In 2006 more than 250,000 men contracted chla-
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mydia, and nearly 180,000 gonorrhea. Over 8,000 men contracted syphilis 
(Centers for Disease Control 2007). Each of these diseases is now curable. At 
one point, syphilis was a deadly disease. Now it is easily treated with antibiot-
ics, if it is detected. Without treatment, it can lead to a deterioration of the 
nervous system and death. 

Different STDs have different implications for men’s health and present 
different issues in regard to their identification and prevention. Many men 
still view HIV/AIDS as being transmitted only through gay sex. As such, 
homophobia prevents many men from taking appropriate precautions to 
prevent sexually transmitted diseases. However, it is possible for men to re-
ceive the HIV virus from heterosexual oral or vaginal sex. While the risks of 
spreading HIV/AIDS from oral sex may be smaller than from intercourse, 
risks still do exist.

While abstinence is the most effective way of preventing an STD, this 
is often not an option that fits with many men’s value systems and desires. 
As such, it is important to help men make good choices about safer sexual 
behaviors. When used correctly, condoms are an effective means of reduc-
ing the likelihood of contracting or spreading sexually transmitted diseases. 
Condoms have not been shown to be 100% effective and must be used prop-
erly for risks to be reduced. It is often difficult for social workers, especially 
women, to ask their male clients about condom use. However, it is essential 
that practitioners begin to feel comfortable with this skill. The second exer-
cise at the end of this chapter provides ideas on how to explore condom use 
with men.

Some of the characteristics of hegemonic masculinity make men suscepti-
ble to contacting STDs (Bowleg 2004). Men who view women as something to 
conquer, and sex as proof of masculinity, are more likely to engage in risky sex. 
Men’s propensity toward feeling invincible regarding their health also make it 
less likely that they will practice safe sex. It is important when working with 
men to develop programs that use masculine concepts in the service of safe 
sex. For instance, in Brazil, lifestyle marketing campaigns that link safe sex 
practices with masculine images and notions of responsibility with machismo 
have been found to be successful in changing young men’s views about safe sex 
practices (Guerriero 2002).

erectile Dysfunction

Erectile dysfunction, the inability to sustain an erection during sex suffi-
cient to complete intercourse or until satisfaction, has become increasingly 
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recognized as both a medical and a psychosocial concern. Approximately 
10 percent of healthy adult males age 55 have been shown to experience ED 
(Montorsi et al. 2003). By age 65, 25 percent of men have ED, increasing to 
more than 50 percent by age 75. As men become healthier in older adult-
hood and are living progressively more active lives, ED may be increasingly 
perceived as a significant limitation. Historically thought to be a purely 
psychological problem, ED is now known to often occur due to physical ali-
ments or from the side effects of medication (such as some blood pressure 
medications). Psychosocial concerns can also lead to ED, such as stress, 
anxiety, pressure, problems in a key social domain (like family or work), or 
depression. Even when not caused by psychological factors, ED can pose 
powerful psychosocial consequences. Men with ED can develop feelings of 
inadequacy and low self-worth and can become depressed (Seidman et al. 
2001). For men, potency and identity are closely connected with sexual-
ity—not only a man’s very sense of masculinity and self, but specifically his 
ability to perform penetration until climax. As Oliffe (2005:2250) observed, 
“Men who are unable to perform sexually are affected in deeply gendered 
ways, and embody marginalized, subordinated forms of masculinity that 
result in humiliation and despair.”

Helping men explore their ED is therefore essential to their well-being. It 
is important to help normalize ED for men, and to encourage them to see their 
doctors in order to rule out medical problems. Exploring with men how their 
ED is affecting them is a difficult but important task for social workers and 
other health care providers to perform. Social workers should be prepared to 
contend with potential resistance, or with the intensity of an open exploration. 
It is useful to help men explore options for healthy sexuality that do not start 
and end with penetrative sex (Potts 2000). Suggesting that there are alterna-
tive ways of being sexually satisfied runs counter to the model of sexuality that 
men learn as boys. However, this model may not always serve them or their 
partners, who may wish for alternative models of physical intimacy.

A double-blind, placebo-controlled study by Althof et al. (2006) found 
that the use of Sildenafil (Viagra) for men with ED significantly improved not 
only sexual satisfaction in men, but self-esteem, confidence, relationship sat-
isfaction, and overall well-being. The results were true across age cohorts in 
Mexico, Brazil, Australia, and Japan.

Additionally, many men seem to be taking drugs intended for erectile dys-
function to increase their capacity for sexual performance. Men who do not 
meet the classification of the disorder, but who wish to increase the number or 
duration of their erections, are using ED medications. This practice is contro-
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versial, as the long-term health effects of ED medications are not known; more 
research in this area is indicated.

Behavioral Strengths and risks

This section looks at some of the significant risk factors that contribute to the 
health problems discussed in this chapter.

Smoking

According to the CDC, in 2003 some 23 percent of men smoked, compared 
with 19 percent of women (CDC 2004). Smoking is an important risk factor 
in numerous fatal conditions. In fact, the evidence against smoking is so clear, 
it can be said to actually cause, not merely contribute to, lung cancer, inflam-
matory lung diseases such as bronchitis, and the deadly disease emphysema. 
In fact, smoking contributes to 90 percent of the incidences of lung cancer in 
men (Inlander 1998). Smoking also increases the risk for heart disease, hard-
ening of the arteries, and other cardiovascular problems. Nicotine, the most 
potent and prevalent of the many psychoactive substances contained in ciga-
rettes, is a psychomotor stimulant that can increase stress. Also, since smoking 
reduces lung capacity and negatively affects health, it may be an important 
factor in hindering men’s motivation to exercise. 

exercise

Most men are not taking care of their bodies. Moderate to vigorous exercise 
thirty minutes a day improves health. Most men are nowhere near achieving 
this goal. CDC statistics show that less than 12 percent of men engage in vig-
orous physical activity lasting more than ten minutes five times a week. Over 
half the men in the United States report that they never engage in vigorous 
physical exercise (CDC 2004).

Prevailing attitudes about exercise, health, and body image do not encour-
age a balanced view of exercise. Many men take an all-or-nothing approach, 
where they will exercise obsessively or not at all. Exercise is often seen only as 
something that can make the body look better. Men should be encouraged to 
integrate exercise into a healthy lifestyle. For instance, walking has been shown 
to be extremely valuable as a means of increasing overall health (Boarnet, Gre-
enwald, and McMillan 2008), yet men often do not view it as exercise. What 
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is important is that men begin to exercise and find exercise that they will con-
tinue with. Exercising at least thirty minutes a day, nearly every day, should be 
a goal, not a starting point. For sedentary men, beginning any exercise should 
be seen as an important step toward health. Walking up the stairs and taking 
walks during work breaks can be a good place to start. It is also important that 
men see their doctors before they begin an exercise regimen.

Diet

Diet is a significant risk or protective factor that contributes to many of the 
health risks of men, and it is often an important intervention in their pre-
vention and resolution. Diet is also a risk factor in another risk factor, obe-
sity. Like many health issues, diet is a difficult topic for social workers to 
address. Some may feel that it is outside their realm of responsibility. Others 
may question their capacity to provide good information, especially since 
so much conflicting advice about dieting seems to exist. However, there are 
some very basic dietary principles that are almost common sense, which 
could lead to significant change. For instance, a man who reports eating fast-
food hamburgers, fries, and a diet soft drink every day for lunch is consum-
ing very unhealthy food for at least a third of his meals per week. If the same 
man reports financial difficulties and is spending $7 per day on lunch and 
another $4 on donuts, coffee, and soft drinks for snacks, he is spending near-
ly $250 a month on unhealthy eating. His eating habits may be implicated in 
both his financial and physical health. If weight gain as a consequence of this 
habit is effecting how he feels about himself, his eating habits may have im-
plications for each of his life domains. Over 40 percent of men report body 
mass index (BMI) scores in the overweight range, and nearly 23 percent have 
BMI scores that indicate obesity. Only 30 percent of men have BMI scores in 
the healthy range. A healthy diet and exercise are key factors in controlling 
weight (Payne 2006).

Researchers at the Harvard School of Public Health have created a new, 
modified food pyramid based upon the recent nutritional research (Willett 
2005). The base of their pyramid, the foundation of their plan, is exercise. By 
stressing the importance of exercise in any eating plan, the healthy food pyra-
mid promotes a holistic, integrated approach to food and wellness. The next 
level the pyramid, which should make up the largest selection of one’s eating, 
comprises fruits and vegetables, healthy fats and oils, and whole grains. This 
is followed by nuts, seeds, beans, tofu, fish, poultry, and eggs. The next level 
consists of dairy, such as milk, cheese, and yogurt, of which one or two daily 
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servings is recommended. At the top of the pyramid are red meats, butter, 
sugar, refined grains and starches, potatoes, and salt. These items should be 
eaten sparingly. Harvard researchers also suggest that counting grams of fat or 
other nutrients is not productive—the key is to eat good, healthy foods until 
you are satisfied. They view taking a multivitamin, and alcohol in moderation 
for those who can safely consume it, as valuable additions.

Figure �.1. The healthy eating pyramid (Department of Nutrition, Harvard School 
of Public Health). © 2008 President and Fellows of Harvard College. Source: Adapted 
from Eat, Drink, and Be Healthy by Walter C. Willett, M.D., and Patrick J. Skerrett  New York: 
Free Press/Simon & Schuster, 2005.
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Stress

Stress is a ubiquitous part of modern life. Stress is also associated with health 
problems, such as heart disease, hypertension, obesity, and many other condi-
tions, and therefore is a significant health risk (Lovallo 2005). Modern men 
work more and more and face increasing economic and family pressures. Men 
experience increasing stress as psychosocial pressures increase. The more 
pressures and demands that are experienced, the more likely they are to nega-
tively experience these pressures. This is particularly true for men from his-
torically disadvantaged groups who must deal with multiple stressors, includ-
ing significant institutional barriers. For instance, an undocumented Mexican 
construction worker may face the daily stress of fear of deportation, survival 
in a country in which he is unfamiliar with the language, rules, and norms, 
accessing health care when he is sick, and the burden of sending money to 
family still in Mexico.

Our other lifestyle patterns and habits do not insulate us from feeling 
stress. Many men have little time to relax and do not know how to do so when 
they do have the time. While some stress does help motivate us, men must 
learn to reduce the external sources of stress in their life, when possible, and 
find ways of increasing their coping strategies.

Practice Guidelines

Men’s views of heath prevention and maintenance are extremely important 
for social workers to consider. Beliefs such as autonomy, independence, and 
invincibility as well as many men’s sense of being disconnected from their own 
bodies are important to consider when devising strategies to help men im-
prove their health.

Since autonomy and control are extremely important to many men, it is 
important for practitioners to emphasize the role that individual and person-
al choice has in the development of good health practices. Rarely should so-
cial workers and other professionals present only one option to men. It is best 
to present men with multiple options for their treatment and health preven-
tion, and to present facts and statistics about the efficacy of these approaches. 
While men may often choose health and treatment options based on their 
values, they also frequently respond to evidence-based options. Again, pro-
fessionals should make sure that a man knows that treatment decisions are 
his to make.
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Blood pressure control is a good example. Many treatments exist for 
treating hypertension. Yet some of these options may increase the likelihood 
of erectile dysfunction. Merely prescribing medications without understand-
ing the role of sexuality in a man’s life may lead to lack of compliance or 
trigger emotional and/or behavioral concerns. It is important to help men 
explore the impact that medication and style changes may have on their lives. 
Men should also be helped to explore various treatment options when more 
than one exists. For instance, mild cases of hypertension may be treated 
through diet and exercise. Too often, medical professionals spend too little 
time with men explaining potential treatment options and negative side ef-
fects. While social workers do not have the medical training to make medical 
decisions for or with clients, they can help men process the information that 
doctors are providing for them. Social workers also may help men learn to 
talk to their physicians in a way that leads to outcomes that are more benefi-
cial for them. Role plays and other in vivo practice methods can be useful in 
this regard.

While social workers must integrate the psychological, social, and bio-
logical realms of human behavior into practice, many social workers may 
feel less comfortable when exploring the biological domain (Furman, Jack-
son, Downey, and Seiz 2004). Talking about health demands knowledge of 
many subjects that are often not taught during the education of social workers. 
However, even more important than information is having worked through 
one’s own issues and concerns around a lifestyle that supports physical health. 
Social workers who have not been able to come to terms with their own 
healthy eating, exercise, or other health-related lifestyle considerations may 
feel self-conscious talking with men about their health. However, it is essential 
that they become comfortable exploring these issues with men. Many of the 
psychosocial factors that bring men to treatment, including depression and 
self-image (related to other concerns such as violence and substance abuse), 
have biophysical components related to health and health behavior. Also, so-
cial workers may be the only helping professional that many men encounter. 
The exercise at the end of the chapter is designed to help practitioners explore 
these issues.

Social workers may also take important lessons from cognitive therapy 
when helping men explore their health issues. There are several key beliefs 
that interfere with their seeking and obtaining health care. One of the key 
beliefs has to do with men’s sense of invincibility: “It won’t happen to me.” 
Men learn to believe that they can overcome anything, and that the outside 
world will not affect them. Men do not pay attention to their own pain and 
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therefore are not sensitive to their own needs. Stoicism can be particularly 
deadly, as men ignore warning signs. Men also have many cognitive distor-
tions in regard to their perceptions for needing health care. Men will mini-
mize their health concerns and believe they can handle these concerns on 
their own. At times men may have cognitions that do not serve them yet are 
culturally accepted norms and beliefs that fall outside classical definitions of 
irrationality. It is important that social workers work slowly and carefully on 
helping men deconstruct and challenge beliefs that are congruent with the 
hegemonic masculine ideal as well as with various cultural traditions yet may 
be harmful to themselves. Taking an overly directive approach in regard to 
such beliefs may place a social worker at odds with his or her client’s culture, 
thereby producing alienation.

For example, social workers working with Latino men should be aware of 
the notion of fatalismo, which has been shown to be one factor that contrib-
utes to health disparities for this group (Huerta 2003). Fatalismo, or fatalism, 
is the belief that what actually occurs in life is what is supposed to happen. 
According to this belief, if a man becomes ill, it is God’s will that he is sick. 
It is important that social workers do not treat this as an irrational belief, as 
is deeply embedded in the context of many Latino cultures (Delgado, Jones, 
and Rohani 2005). Native Americans are known to hold a very similar set 
of beliefs, which at times can make it difficult to implement prevention pro-
grams in their communities. When social workers find evidence of fatalism 
impacting the help-seeking or receiving behaviors of their male clients, it is 
important to carefully listen to and validate the client’s cultural belief. The 
social worker must adopt an attitude of learning, not teaching. In culturally 
competent practice, we want to adopt the attitude that it is our job to learn 
from the client about their culture and what it means to them. The REBT 
method of Socratic dialogue can be valuable in this situation—not to label 
beliefs as rationale or irrational, but to present to clients potential discrepan-
cies and disparities between how they are applying their cultural beliefs. For 
instance, it is logical to assume that if God created disease, God also had a 
hand in creating doctors and medicine. The following questions help create 
this dialogue: If God created disease, then did he also create doctors? Did he 
create doctor’s capacity to cure? How about medicine? Helping clients ex-
plore alternative explanations and expressions of their own cultural norms 
allows them to maintain dignity and control while helping them to question 
the utility of some of their health-hindering beliefs.

Using the narrative approach may also be of value when working with 
men’s health issues. Carlick and Biley (2003) found narrative therapy useful 
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when helping clients deal with the stresses and burdens of cancer care. They 
explore how current and changing narratives may help clients adjust to their 
illnesses. Clients may be helped to explore how the diagnosis of cancer cre-
ates an all-or-nothing narrative in which the cancer becomes the totality of 
their story. This is true for many health-related concerns, where illness and 
disease become dominant metaphors and themes that pervasively redefine 
identity. Through writing exercises or other restorying techniques, men can 
be helped to reauthor a narrative in which they develop an acceptance of their 
health problems but contextualize these problems within the context of their 
entire lives. Men can also be encouraged to develop a relationship with their 
illnesses through writing directly to their disease. This helps them external-
ize their conditions, thereby viewing themselves as separate from and greater 
than their illness. For instance, a man can write to his diabetes, exploring his 
anger at it having such a negative impact on his life. The feelings of anger and 
rage directed toward the disease and not the self can then be used as a source 
of energy. This contrasts to the inertia that men may feel when they experi-
ence the debilitating self-incrimination they feel when they equate their illness 
to their identity.

case example

Ron grew up in a conservative Jewish household in the West, raised by his 
mother and his stepfather, a retired military officer. Family life was chaotic; his 
stepfather was authoritarian and angry. His mother was in and out of psychi-
atric hospitals and suffered from prescription drug addiction. As a child Ron 
engaged in many difficult behaviors. He once was found sitting in a closet at 
school, having sat there for fifteen hours. When the janitor found him, Ron said 
he had “lost track of time.” A loving and sweet boy, Ron was easily distracted in 
school and was told he was hyperactive. Due to his family chaos, Ron was never 
brought into treatment for his condition. He was also largely ignored due to 
his mother’s focus on his sister, with whom the mother primarily identified. In 
high school Ron was largely an outsider due to learning disabilities and behav-
ior problems. But his sweet nature and his ability at soccer enabled him to make 
friends despite his strange behavior. 

Ron enlisted in the Army at the age of 18. There he found the stability and 
structure he needed. He trained to be a medic and found that the army’s clear 
expectations allowed him to, in his words, “grow into himself.” While he 
struggled in school, Ron was very bright and was able to easily grasp his work. 
He became an outstanding medic and over the years was afforded increasing 



responsibilities. He soon married his high school sweetheart and had chil-
dren. The army was good to Ron. While at times he would get into trouble for 
“being stupid and not thinking,” his basic good nature and willingness to ac-
cept responsibility for his mistakes allowed him to be successful. 

Ron’s home life was stable initially, but at times troubling even early on. 
His wife was a fairly cold and unemotional woman, while Ron was far more 
emotionally expressive. He wanted more physical closeness with his wife but 
accepted that she was not “a giving person.” Ron also was frustrated that he 
worked extremely hard but his wife seemed to do very little. Not only did she 
work only periodically, she did little housework. The couple had three chil-
dren—two boys and a girl. All three were hyperactive. As his wife did not set 
limits with the children, Ron found himself having to be the disciplinarian 
for three hyperactive children. When the boys were very young the family 
moved from the midwestern United States to a base in Germany, on orders 
from the army.

At the age of 33, Ron began to experience problems with his coordination 
and speech. He found himself not being able to play soccer as well as he had (he 
had been playing competitively in the service) and wondered if his thinking was 
not as clear as it once had been. For months Ron kept his symptoms to himself, 
hiding them from his family. Finally one of the soldiers under his command ex-
pressed his concern. He informed Ron that he had noticed that he was walking 
oddly would repeat himself frequently.

At this point Ron was forced to admit that something was wrong. He 
sought medical care and was referred for a neurological examination. Ron 
was soon diagnosed with multiple sclerosis. For several months he struggled 
to make sense of the diagnosis and how it would impact his life in the army—
a life that had served him well for over fifteen years. His disease progressed 
quickly, and he was forced to quit playing soccer. Ron was eventually flown to 
the United States for treatment. He stayed in the hospital for several weeks, 
after which he applied for a discharge from the military. Upon his return 
to Germany, his discharge was granted, along with a settlement for a dis-
ability income that would allow him and his family to live reasonably well. 
However, his discharge was an extremely painful event for Ron. Not only was 
his physical health in decline, but he truly loved his work. He loved being 
responsible for his team and for mentoring younger medics. To Ron, being 
an army medic was the one thing in his life that he did well and that gave 
him a sense of validation. His wife was always critical of him. Given that he 
also struggled with hyperactivity, he largely blamed himself for this children’s 
problems. At the end of his early adulthood, Ron was having to contend with 
many complex changes in addition to the normal developmental shifts that 
a man encounters at this time. Ron’s sense of self and identity were seriously 
challenged. However, he kept these powerful feelings largely to himself. He 
learned to be a good soldier, to follow orders, to accept what was given to 
him, and to not complain.

Ron decided to move his family back to the Midwest to be nearer to his mother, 
his oldest sister, and her family. His family bought a house in a rural community 
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For Writing and rEFlEction

 1.  To date, Ron has been unwilling to seek help. When you read about a case 
such as this, what do you experience?

 2.  Were Ron’s sister to speak with you, as her social worker, about her brother, 
what suggestions would you give to her?

 3.  What have you learned about masculinity and the treatment of men that is 
applicable in this case?

forty minutes from a VA hospital and from his sister and mother. The next year 
proved challenging for Ron. His health declined markedly, and he was no longer 
able to swallow. His children did not adjust well to their new life in the United 
States. His daughter began to act out. Ron struggled to control his now 15-year-
old daughter’s rebellious behavior and school difficulties. Not knowing how to re-
spond, he informed his daughter that if she did not get better grades, he would 
come to her class and sit with her. The day after her report card came, he informed 
her that he would be coming to class the next day. Shortly after, his daughter said 
that she was sad and asked her father to “comfort her.” When Ron tried to give her 
a hug, she grabbed him and began to choke him. Weakened by his MS and hav-
ing a hard time swallowing, Ron struggled to get his daughter off him. He finally 
managed to pull her off but was having difficulty breathing. Ron’s wife called the 
paramedics and Ron was taken to the hospital. Ron’s sister pleaded with Ron to 
seek family counseling, but he rationalized that he was all right and could handle 
his daughter.

Several months later Ron’s mother was found in the a supermarket park-
ing lot passed out in her car. Moments before, she had been observed wan-
dering around the supermarket, confused and speaking incoherently. She 
was taken to the hospital, where tests revealed she had taken large quantities 
of prescription pain killers, tranquilizers, and muscle relaxants. Ron’s sister 
attempted to intervene and asked Ron to support her in doing an “interven-
tion” for their mother. Ron stated that he did not want to get involved, and 
that she and his mom would have to work things out between themselves. Not 
having been compelled to confront her addiction, Ron’s mother was released 
from the hospital. Three months later, Ron became worried about his mother 
when she had not returned his calls for two days. He went to her house and 
found her dead on the couch from an apparent drug overdose. Months after 
his mother’s death, Ron is haunted by the images of his mother’s decompos-
ing body. He continues to struggle with his physical decline, and with peri-
odic difficulties with his children. His wife remains critical and disengaged. 
To this date, Ron has refused to seek help, which his sister frequently suggests 
to him.



case example

Jeff Lewis is a 55-year-old man who was recently hospitalized after a massive 
heart attack. Jeff ’s family and friends were hardly surprised by Jeff ’s hospitaliza-
tion, as he is a morbidly obese man with uncontrolled high blood pressure. As 
with many obese men, in particular African American men, Jeff also has dia-
betes. While speaking to the doctor about Jeff ’s care, his wife Valerie expressed 
concern that someone had to “talk some sense” into her 350-pound husband, 
who after three days in the hospital was already asking family members to bring 
him cigarettes and fast food. It was clear to the doctor that Valerie was scared 
and frustrated with her husband; her hands were shaking and she was clearly 
fighting back tears. Jeff ’s doctor, being fairly blunt, informed Jeff that if he did 
not change his habits, he would not live very long. Jeff responded angrily, tell-
ing the doctor that he had been fine until this point, and that he was as strong 
as an ox. Recognizing how entrenched Jeff ’s beliefs were, and seeing how upset 
Valerie and other members of the family were, the doctor informed Jeff that he 
was going to have the social worker come talk to him. Jeff angrily proclaimed 
that he did not need a social worker. Valerie and Jeff ’s oldest daughter, Lashon-
dra, insisted that Jeff talk to the social worker. Through tears, she said that if he 
did not do so she would do it herself, since watching her daddy kill himself was 
going to make her crazy, and when he died they would all need social workers. 
Lashondra’s tears and fear seemed to soften Jeff ’s resistance, and he agreed to 
speak to the social worker.

Jeff Lewis was always a heavy boy. Growing up with a single mother who 
had little time or money to cook healthy food (nor knowledge about health), 
Jeff was “raised on TV dinners and cheap whatever.” Jeff also learned form his 
mother that eating could be a source of comfort. Jeff ’s mother was a very reli-
gious women who did not drink, smoke, or go out. She worked hard at two jobs 
as a housekeeper and “did the best that she could.” She also was very overweight 
and suffered from arthritis. At times, late at night, Jeff would see his mother 
in tears, crying and rubbing her arthritic hands. Raising three boys alone and 
working sixteen hours a day took their toll. As a means of self-soothing, Jeff ’s 
mother would bake and eat pieces of cake, often consuming a whole cake. She 
died of heart disease at the age of 58.

As a boy, Jeff was never good at sports. He was never physically challenged to 
a fight, as he was always much larger than other boys his age, and he put on an 
air of angry confidence and toughness. He began to lie about his physical prow-
ess and would tell stories about the fights he was in. Jeff felt protected by his size. 
He learned to rationalize that he was “big boned” and was just naturally heavy. 
Jeff never thought much about exercise, healthy eating, or health in general. In 
school he paid little attention during health class, and he saw messages about 
health as “for other people.”

When Jeff got married, at the age of 22, he weighed about 260 pounds. He 
was borderline obese but carried his weight fairly well. His wife, a slightly heavy 
woman, was not bothered by her husband’s size. Over the years he continued to 
put on weight. Throughout his twenties Jeff worked as a plumber. In his thirties 



he started his own plumbing company and did well. He raised good children, 
was happily married, and never thought much about his body or health, until 
his heart attack.

When the social worker came to talk to Jeff, his wife and daughter were in 
the room. After the social worker introduced herself, she asked Jeff if this would 
be a good time to speak, or if he wanted to speak in private. His wife declared, 
“It’s a good time, and we’re are staying here, because he will smooth talk you 
to death!” Everyone laughed, and the social worker waited for Jeff to respond. 
Knowing the intensity of his wife’s and daughter’s wishes, and feeling as if he 
had surrendered to their better judgment, he smiled and said that now would 
be fine. The family talked about their concerns about Jeff and his habits. They 
spoke about having no experience with healthy eating or exercise, and how they 
all needed to learn. Jeff ’s wife and daughter did a good job of not blaming him, 
instead seeing his health as a family issue. Jeff appreciated this and was able to 
listen and engage his family on this level. The social worker talked about the 
various services that were available to Jeff, and by extension the family, while 
he was in the hospital. She discussed the role of a nutritionist in helping teach 
about healthy eating, and the physical therapy program that was designed to 
help people learn how to exercise. Both were considered part of his cardiac af-
tercare. The social worker also discussed a program to help him quit smoking, 
which would be essential to his recovery and health. Jeff was less than thrilled 
about this but found his family very persuasive.

As they agreed upon, the social worker visited again while the nutritionist 
came to speak to Jeff and his family. The nutritionist was well versed in cultur-
ally sensitive practice, knowing how to discuss healthy eating as it pertains to 
African American diet and culture. The nutritionist asked Jeff to describe his 
typical day’s food intake. Jeff usually left home early in the day and stopped off 
for coffee and donuts. When asked how many donuts, Jeff hesitated and said 
that he usually ate three or four. When asked about his coffee, he stated that he 
put in two or three artificial creamers and usually two or three sugars. For din-
ner, Jeff ’s wife admitted that she usually cooks fried food, often in lard. She said 
that Jeff ’s favorite meal was fried chicken—he would usually eat three pieces. 
The nutritionist began to discuss ways of cooking African American foods in 
a more heart-healthy way and was able to provide a couple of pamphlets on 
the subject. She also recommended a good cookbook that adopted traditional 
African American dishes to a more heart-healthy diet. The nutritionist met with 
the family several other times over the next week and explored with them the 
fundamentals of a heart-healthy diet.

The physical therapist also met with Jeff and his family. Under his doctor’s 
supervision, they began to devise a plan to help Jeff get into better physical con-
dition. These meetings were part of a comprehensive strategy that constituted 
Jeff ’s cardiac rehabilitation. One of the key factors, besides diet, would be to 
help Jeff develop a habit of exercise. Given his weight and lack of exercise his-
tory, he would have to start very slowly. Walking and mild weight training using 
very small dumbbells became the core of his program, along with stretching. Jeff 
started by walking on the treadmill for five minutes, his heart carefully moni-



For Writing and rEFlEction

Think of how the family dynamics and intervention might have been different for 
families from different backgrounds. Write about how you would approach this work 
differently were you a social worker working with a Latino, Asian, or Native Ameri-
can family.

ExErcisE—BEcoming comFortaBlE WitH discussing HEaltH

To become comfortable discussing health issues with men, you will need to explore 
your feelings and beliefs about your own health. For five minutes, write about your 
feelings about your own body and your own health.

ExErcisE—ExPloring condom usE WitH mEn

For the following exercise, pick two cases from the proceeding chapters. In the space 
below, write a narrative of how you would use the concepts you have learned so far 
in this book to explore the issue of condom use and safe sex. Afterwards, answer the 
questions that follow.

 1.  What obstacles can get in the way of your having this conversation?
 2.  How might your gender and ethnicity impact the conversation?
 3.  What theories might inform your discussion? How can you use these theories?
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tored during the exercise. Over the course of this two weeks in the hospital, Jeff 
began walking for twelve minutes at a slightly faster pace. Upon Jeff ’s discharge, 
his social worker helped him and the family develop a comprehensive biopsy-
chosocial plan to help him improve and maintain his health. During the social 
worker’s final visit with Jeff alone, they explored his ambivalence toward making 
lifestyle change. The social worker appreciated how far he had come, both in his 
lifestyle changes and in his honesty about his feelings.



 Men and Mental Illness t e n

Men may feel more threatened than women do by 
rapid social, political and economic change. When 

such change affects traditional male roles in the home 
and workplace, men may experience a profound loss of 
identity, status and dignity, which increases their risk of 

depression and other mental illnesses.
—Mayo Clinic, 2004

Explorations of mental health are often really discussions of mental illness, 
not mental “health.” That is, we tend to discuss what is wrong with people 
psychologically, and not what is well about them. This pathology focus is the 
function of many factors, most recently the medicalization of mental health 
and social services. Since the early days of the development of psychology and 
psychiatry, however, the focus has been on human pathology. In the United 
States today, and to a large extent in social work practice with the U.S. context, 
the prevailing discourse on mental health is one steeped in biomedical termi-
nology, concepts, and treatment. This is not to say that viewing mental illness 
through the lens of modern science is all wrong; since the 1950s, medical sci-
ence has come a long way in treating severe and persistent mental illnesses.

Yet the medical model is only one lens through which to view mental ill-
ness. Even conditions that are biological in etiology often require more ecolog-
ically based interventions (Bachrach 1992). Such approaches take into account 
the biopsychosocial realities of how mental illnesses are experienced, viewing 
the whole life context of the person. This chapter discusses some of the com-
mon mental illnesses of men. Because social workers must understand the 
conceptualizations that dominate the mental health field (the Diagnostic and 
Statistical Manual [DSM] and the medical model), I explore ways in which 
social workers can use and modify these models to better serve their clients. 
The chapter begins with discussion of conceptions of mental illness and a way 
to contextualize current medical model practices. It goes on to explore various 
important diagnoses and how social workers can use the four theories out-
lined in this book in working with men who have mental health disorders.
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Mental illness: an overview

It is being called a silent crisis, a sleeper issue. But there are signs that this 
sleeper is at last awakening. Around the world studies, surveys, Internet net-
works, journals, and newspaper articles are shedding light on the shadowy 
subject of men’s mental health. Among the findings is the revelation that 
new fathers are vulnerable to postpartum depression. In Canada, young and 
middle-aged men are being hospitalized for schizophrenia in increasing num-
bers. The gender gap among people with mental illness is much narrower than 
might be suspected (Canadian Mental Health Association 2007).

While the diagnostic categories discussed in this section appear to be sci-
entific and certainly are based on evidence, psychiatric diagnoses change across 
cultural contexts and across time. In early iterations of the Diagnostic and Sta-
tistical Manual of Mental Disorders (Spitzer 1981), homosexuality was viewed 
as a mental illness. Therefore, classifications should be seen as approximations 
to help us understand the nature of disorders, and to help treat those who ex-
perience them. Jackson (2001) suggests four uses of diagnosis: (1) to provide a 
shorthand abbreviation for a constellation of symptoms; (2) to help form the 
basis of intake and admissions to appropriate services; (3) to help qualify an 
individual for payment from insurance or some other source; and (4) for de-
cisions about potential medication management. Jackson provides excellent 
advice when he warns that “professionals have the responsibility to use diagno-
ses and diagnostic information, as with all treatment information concerning 
clients, with great care. . . . The formal classification and naming of mental ill-
ness and the assignment of diagnoses are perceived by some people as having 
great, almost magical significance. It is important that the worker remember 
the symptoms are not the illness nor is the person ‘the diagnosis’” (21).

Mental illnesses and their diagnoses are socially constructed and differ 
across populations. That is, the manner in which even biologically based con-
ditions express themselves will vary across cultures (Bodley 1994). Incidences 
of mental illnesses vary greatly between countries and cultures (Kaelber, Moul, 
and Farmer 1995). Geertz (1973) observed that even the most basic forms of 
human experience, such as simple emotions, are culturally constructed. The 
strong cultural base of mental illness has important implications for this dis-
cussion. That is, while we can make some generalizations about mental illness, 
the mental illnesses of men differ from those of women. The World Health 
Organization has noted that “research shows that socially constructed differ-
ences between women and men in roles and responsibilities, status and power, 
interact with biological differences between the sexes to contribute to differ-
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ences in the nature of mental health problems suffered, health seeking behav-
ior or those affected and responses to the health sector of society as a whole” 
(World Health Organization 2002). In general, however, mental illnesses can 
be broken down into several classifications: thought disorders, mood disor-
ders, behavioral disorders, and personality disorders.

The DSM-IV, the fourth edition of the American Psychiatric Association’s 
Diagnostic and Statistical Manual, has many detractors, not because of the 
multiaxial diagnostic system itself, but because of the manner in which it is 
used. The DSM-IV is the most widely used classification system of mental ill-
ness in the United States, and throughout much of the world. Typically, when 
someone refers to a client’s diagnosis, the reference is to Axis I of the system. 
However, the DSM-IV actually consists of five axes, which address many do-
mains of human behavior. The authors of the manual note:

The use of the multiaxial system facilitates comprehensive and systematic evalu-
ation with attention to the various mental disorders and general medical condi-
tions, psychosocial and environmental problems, and level of functioning that 
might be overlooked if the focus were on assessing a single presenting problem. 
A multiaxial system provides a convenient formula for organizing and commu-
nicating clinical information, for capturing the complexity of clinical situations, 
and for describing the heterogeneity of individuals with the same diagnosis. In 
addition, the multiaxial system promotes the application of the biopsychosocial 
model in clinical, educational, and research settings. (APA 2000:25)

The authors allude to the risks of focusing only on a narrow band of data in 
describing a client’s problems and concerns. When each of the axes is given 
equal weight (which in practice is very rare), the system can have great value 
as a tool in organizing a compressive assessment.

Axis I syndromes are the clinical disorders of childhood and adulthood, 
ranging from persistent and chronic to more temporary adjustment disorders. 
There are fourteen categories of disorders, including many that are discussed 
in detail in this chapter. 

Axis II consists of personality disorders and mental retardation. Personal-
ity disorders are entrenched patterns of feeling, behaviors, and thoughts that 
interfere with psychological, physical, and social well-being. While many of us 
at times exhibit personality traits such as paranoia, the person diagnosed with 
paranoid personality disorder has a rigid, inflexible, and dysfunctional pattern 
of behavior that is resistant to change by outside stimuli (i.e., consequences from 
the environment or feedback from others). As with Axis I disorders, the DSM 
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provides decision-making checklists to help in diagnoses for Axis II disorders. 
The diagnosis of a personality disorder should not be given casually or cava-
lierly. In fact, research has shown that some personality disorders are frequently 
overdiagnosed. For example, antisocial personality disorder was significantly 
misdiagnosed and overdiagnosed in a sample of prison inmates with substance 
abuse disorders (Darke, Kaye, and Finlay-Jones 1997). Diagnosing personality 
disorders is often difficult. What may at times appear to be evidence of a person-
ality disorder may actually be due to other problems and diagnoses.

Developmental disabilities are also listed under Axis II. Mental retarda-
tion and other developmental disorders are important to consider, as they 
provide guidance to the cognitive capacities of those with those conditions. 
When a social worker encounters a man who has been diagnosed with mental 
retardation or another developmental disability, it is important to gather as 
much information as possible from various collateral sources in order to de-
velop a good, comprehensive treatment plan.

Axis III is where general medical conditions are reported. Reporting gen-
eral medical conditions in the multiaxial system is useful to help other profes-
sionals understand the complete diagnostic picture. This may be particularly 
true of men, who are less likely to report physical problems. However, physi-
cal conditions often play a large role in the expression and severity of mental 
health disorders. For example, a former athlete in his early forties may have 
strong negative self-appraisals related to symptoms of early onset arthritis. The 
negative influence this may have on his identity can exacerbate many mental 
health disorders, such as depression.

Axis IV, psychosocial and environmental problems, calls for including 
such important problems as those related to primary support groups, the so-
cial environment, occupational issues, housing, economic issues, access to 
health care services, interaction with the legal system/crime, and other envi-
ronmental factors. In other words, the DSM calls for the inclusion of the type 
of assessments that social workers typically do. While this axis consists only 
of a listing or very short description of psychosocial and environmental prob-
lems, social workers should include them when they use the DSM system. By 
doing so, they encourage other mental health practitioners who may be less 
inclined to view clients problems and contexts more holistically, not merely as 
biomedical conditions. For example, poverty, unemployment, and living in an 
area without public transportation can influence a man’s ability to access his 
mental health care. Helping medical personnel understand these real prob-
lems can enable them to view their clients as having multiple barriers and not 
merely as being “treatment resistant.”
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Axis V is the Global Assessment of Functioning (GAF). The GAF is a nu-
merical report of a worker’s judgment about the overall functioning of a client. 
The scale, which is broken down into ten-point increments, begins with the 
score of 90–100, describing someone functioning at a superior or high level 
in a wide range of lifespan domains. A man with superior functioning experi-
ences no current symptoms and is successful in each of his social domains. 
Additional scale categories include minimal symptoms and high functioning, 
moderate symptoms with some psychosocial disruptions, and more severe 
symptoms with major disturbance in psychosocial well-being. A decision tree 
has been developed to help increase the reliability of the GAF as a diagnostic 
tool (Yamauchi et al. 2001). However, caution should be taken when using 
the GAF. In their conclusions to a study of the GAF of nearly ten thousand 
clients of the Department of Veterans Affairs, Moos, Nichol, and Moos (2002) 
question the accuracy of clinicians’ use of the GAF and its utility in resource 
allocation or in predicting mental health outcomes.

The GAF, as with each axis of the DSM, should be used as a component 
of a comprehensive assessment. Social workers should use their clients’ past 
diagnoses as one component of their assessment. Diagnoses change over time 
and are highly contingent on context. For instance, GAF scores can change 
radically based on the time of assessment. Each of us experiences times of 
crisis in our lives, and during those times our GAF scores would be far lower 
than where they typically may be. As such, it is important to contextualize the 
GAF score with historical information.

Mood Disorders

Mood pertains to the manner in which feelings and emotional states are expe-
rienced and expressed. Mood disorders are psychiatric conditions that nega-
tively affect mood. The most common forms of mood disorder are depres-
sion and bipolar disorder Social workers working in mental health settings 
will want to familiarize themselves with other mood disorders that are not 
considered here. 

Depression

While women are nearly twice as likely as men to be depressed, nearly 7 per-
cent of men (more than six million) are depressed at any given time during 
a one-year period (NIMH 2005). When discussing their own mental health, 
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men are unaware that many of the somatic symptoms associated with depres-
sion, such as chronic pain, digestive problems, and headaches, might be play-
ing a part in their down mood (NIMH 2005). Because men are more likely 
than women to ignore physical problems, they often downplay these concerns, 
making them less likely to seek treatment.

Men have other misconceptions about depression, often stemming from 
traditional or hegemonic male values of autonomy, self-determination, and 
individuality. Men traditionally see being depressed in terms of character and 
morality. Being depressed is viewed as a sign of weakness: a real man is able 
to transcend his feelings and “do what he has to do.” These beliefs often com-
pound the problem of male depression. Since depression is often a biomedical 
problem, or at least a biopsychosocial concern with a large biological compo-
nent, men who are not able to transcend their depressed mood on their own 
tend to feel a great deal of shame, self-blame, and loathing (Real 1998). These 
feelings and thoughts further exacerbate depression in men.

Depression in men often manifests itself differently than in women 
(Goodwin and Guze 1996; Kaplan and Sadock 1998). Men are more likely to 
report (or at least admit to) irritability, loss of interest in work, fatigue, or dis-
turbances in sleep than more “feminine” emotions such as sadness, guilt, and 
worthlessness (NIMH 2005). Men seek treatment less frequently than women, 
but they have developed methods of coping with depression, however harmful 
they may be. Men may become increasingly obsessed with and preoccupied 
with work. They may also engage in substance abuse or other addictive dis-
orders. Men will also frequently engage in reckless or self-destructive behav-
ior, such as provoking fights or driving too fast. Also, while men make fewer 
suicide attempts than do women, more than four times as many men die by 
suicide (Moscicki 2001). Men are also less likely to experience bouts of crying 
than are women, making clinical measures that rely on this emotional expres-
sion problematic (Love and Love 2006).

As with other mental health concerns, different races experience depres-
sion differently, and they may experience different social forces that contribute 
to the development and manifestation of depression (Kessler and Cleary, 1980: 
Foster 1993). Baker and Bell (1999) posit that depression may be underdiag-
nosed in African American men. In a study of older African American men in 
Harlem, Love and Love (2006) found that 28 percent of their community sam-
ple and nearly half their clinical sample had measurable signs of depression.

The Real Men, Real Depression campaign represents a significant effort at 
incorporating gender-sensitive health promotion material into a comprehen-
sive public awareness program geared at men and depression. Developed by 
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the National Institute of Mental Health, the campaign is designed to help men 
recognize, acknowledge, and seek treatment for their depression (NIMH 2003). 
The campaign has used video, audio, textual, and Internet-based promotional 
methods to provide men and their primary care and mental health practitio-
ners information about how depression manifests itself in men. The campaign 
has sought to normalize depression, talking about “real men” for whom depres-
sion is a normal part of their lives. Perhaps more important, the men it portrays 
are not shown as diminished by virtue of being depressed. Thus the campaign 
encourages men with traditional male values to recognize and seek treatment 
for their depression (Rochlen, McKelley, and Pituch 2006).

Bipolar Disorder

Bipolar disorder is a mood disorder that is more common than some people 
may believe. Approximately two million people have bipolar disorder, which 
occurs equally in men and women (NIMH 2007b). People usually develop 
bipolar disorder during late adolescence or early adulthood, with the vast ma-
jority developing the condition prior to age 35. According to Spearing (2007:3), 
“Bipolar disorder causes dramatic mood-swings—from overly “high” and/or 
irritable to sad and hopeless, and then back again, often with periods of nor-
mal mood in between. Severe changes in energy and behavior go along with 
these changes in mood. The periods of highs and lows are called episodes of 
mania and depression.”

Symptoms of manic episodes include racing thoughts, excessive energy 
and activity, euphoria, irritability, compulsive behaviors, poor judgment, 
overestimation of one’s abilities, and rapid speech. In a depressive episode, 
people with bipolar disorder exhibit typical depressive systems. During pe-
riods of severe mania, some people experience psychotic systems such as 
hallucinations, delusions, paranoia, and grandiosity. It is important that men 
experiencing these symptoms have a good psychiatric examination, as people 
with bipolar disorder exhibiting psychotic symptoms may be misdiagnosed 
as having schizophrenia.

Bipolar disorder is often poorly understood. Many people with bipolar 
disorder are able to function at extremely high levels, hold professional jobs, 
and lead fulfilling and productive family lives (Miklowitz 2008). Addition-
ally, pharmacological treatments for bipolar disorder are much improved 
from the past. I have had clients who have worried about medication rob-
bing them of their personalities and turning them into “zombies.” While side 
effects of medications are certainly prevalent, treatments are now far more 
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sophisticated than even a decade ago. Still, evidence suggests that in spite 
of new pharmacological treatments, a comprehensive treatment approach 
that helps people prepare for relapses is essential. In fact, a two-year study 
of people receiving a comprehensive evidence-based approach for bipolar 
disorder found that half of the research participants had at least one relapse 
(DePaulo 2006).

anxiety Disorders

Modern life creates a great deal of stress. The human mind and body are pro-
grammed for a far simpler existence yet have to contend with highly compli-
cated and often overwhelming stimuli (Mirowsky and Ross 1989). In addition, 
many men are working more hours in more stressful positions yet finding that 
their incomes are buying less and less. The pressures that men face are often 
enormous, and even under the best of circumstances they can lead to a good 
deal of stress. When we speak of men’s problems with anxiety, we can refer 
to “normal” and clinical problems. That is, clinical forms of anxiety can be 
classified in accepted categories, discussed below, and are considered actual 
forms of mental illnesses. Nonclinical forms of anxiety are “normal” reactions 
to life stress. However, just because a man’s anxiety does not meet the diag-
nostic criteria does not mean it is not a problem. Men’s reactions to stress 
may be normal in the sense that they are typical, but that does not mean that 
they are healthy. For men with anxiety disorders, these normal life stresses 
are more central in their lives. Anxiety disorders make men more susceptible 
to difficulty in handling normal life stresses and can lead to feelings of being 
overwhelmed and out of control.

According to the National Institute of Mental Health (2007a), there are 
five clinical classifications of anxiety disorders: generalized anxiety disorder, 
obsessive-compulsive disorder, panic disorder, posttraumatic stress disorder, 
and social phobia. Each of these conditions is a relatively common form of 
mental illness that can be effectively treated, typically with a combination of 
medication and psychotherapy. While the prevalence of anxiety disorder is 
somewhat higher in women than in men, it still has a great impact on men. 
For example, nearly one million men suffer from obsessive compulsive disor-
der, roughly the same number as women (Kessler et al. 2005). Posttraumatic 
stress disorder has recently reached nearly epidemic proportions in men who 
have served in the military, as was discussed in chapter 8. Masculinity and 
stressors over men’s roles also influence the anxiety levels of men. Eisler, Skid-
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more, and Ward (1988) found that men who experience higher levels of stress 
over their masculine identity and gender roles have an increased level of gen-
eral anxiety and increased anger.

How do we know when a man has moved from a more normative anxiety 
response to an anxiety disorder that should be treated? Typically, normal anxi-
ety will dissipate within six months without professional intervention (NIMH 
2007a). When a social worker identifies a man who may need help with anxi-
ety, it is important to help him normalize the problem. Research has shown 
that while anxiety disorders are complex, biopsychosocial phenomena and 
biological predispositions seem to play a large role in their expression (NIMH 
Genetics Workgroup 1998)

Schizophrenia

Schizophrenia is a chronic condition of the brain for which there is no clear 
cause. It is believed that the disorder has multiple genetic influences. Histori-
cally conceptualized as a thought disorder, it is now seen as having clear bio-
logical components. Studies have found that the brains of people who have 
the disorder are markedly different from those who do not (Greenstein et al. 
2006). Symptoms include disorganized thinking and delusions, hallucinations, 
extreme fluctuations in mood, flat affect, distorted perceptions of self-worth, 
social withdraw, and other social and behavioral dysfunctions.

According to the National Institute of Mental Health, nearly 1 percent of 
all people are affected by schizophrenia (NIMH, 2007b:1). 

[It] is a chronic, severe, and disabling brain disorder that has been recognized 
throughout recorded history. A person with schizophrenia may hear voices other 
people don’t hear or they may believe that others are reading their minds, control-
ling their thoughts, or plotting to harm them. These experiences are terrifying and 
can cause fearfulness, withdrawal, or extreme agitation. People with schizophrenia 
may not make sense when they talk, may sit for hours without moving or talking 
much, or may seem perfectly fine until they talk about what they are really think-
ing. Because many people with schizophrenia have difficulty holding a job or car-
ing for themselves, the burden on their families and society is significant as well.

The institute also notes that while women develop symptoms in their late 
twenties to early thirties, men tend to develop symptoms in their late teens 
and early twenties. This has profound implications for treatment and the 
course of the disorder. Since people are less socially and financially stable in 
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late adolescence and early adulthood, men who develop schizophrenia may 
be less likely to have the nurturing, stable social support mechanisms needed 
to help them achieve the most positive outcomes. Developing severe mental 
illness earlier makes it harder for men to find lasting and secure employment 
options and may predispose these men to a lifetime of dependency. Other re-
search has shown that this disorder has a more severe course in men than in 
women (Castle and Murray 1991). For instance, the hallucinations of men with 
the disorder tend to be more resistant to medication than the hallucinations 
of women. Research has shown that men with schizophrenia actually have far 
greater brain abnormalities than do women (Frederikse et al. 2000).

Historically, people with the disorder were shunned or persecuted. Typi-
cal treatment of those with persistent mentally illness throughout much of 
history has been incarceration or isolation as “evil.” It is likely that the majority 
of people who found their way into asylums had either schizophrenia, another 
psychotic disorder, or bipolar disorder. The earliest signs of treating schizo-
phrenia as a disease can be found in the development of a general hospital in 
France in the 1600s (Foucault 1965). The mentally ill were provided asylum, yet 
the intent of hospitalization was to treat them. In the early development of the 
American colonies, asylums treated the problem as a moral issue and sought 
to help the mentally ill person to internalize normal social rules and behaviors 
(Grob 1994). The moral treatment of schizophrenia became the norm in well-
established asylums and hospitals in the eighteenth and nineteenth centuries. 
During the 1920s American hospitals and asylums were overwhelmed and 
underfunded, merely warehousing their most ill patients (Karger and Stoez 
1998). Soon, American hospitals began to experiment with invasive surgeries, 
and the lobotomy became a standard procedure through the 1940s (Mechanic 
1969). Beginning in the 1950s the advent of the early antipsychotic medica-
tions ushered in the modern era of treatment of schizophrenia. The ability 
to medicate those who are persistently mentally ill made it possible for many 
people with schizophrenia to live in their communities. Since that time, signif-
icant research has been dedicated to finding increasingly effective treatments 
with less severe side effects. In 1963 the Community Mental Health Act started 
the community mental health movement.

While the goal of having people live full and healthy lives as part of their 
communities was a significant step forward in the care and treatment of people 
with persistent mental illness, community mental health centers and support-
ive services were underfunded. Additionally, early antipsychotic medications 
had particularly difficult side effects, resulting in many patients not continuing 
on their medication. The poorest of the mentally ill, and those without com-
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munity resources or families, were often forced to live in substandard board-
ing homes—a problem that continues for many people who have this disease.

Today, while the advent of managed care often makes it increasingly difficult 
for the persistently mentally ill to pay for nonmedical care, partial hospitalization 
programs and psychosocial rehabilitation programs help provide meaningful 
structures and a sense of community to men with schizophrenia. Medications are 
now far more effective than they have been historically, with fewer side effects. 
Perhaps the most important nonpharmacological service for the persistently 
mentally ill has been intensive case management (ICM). ICM services are

a key part of the continuum of mental health services and supports for people 
with serious mental illness. Intensive case management promotes independence 
and quality of life through the coordination of appropriate services and the pro-
vision of constant and on-going support as needed by the consumer. The direct 
involvement of the consumer and the development of a caring, supportive rela-
tionship between the case manager and the consumer are integral components of 
the intensive case management process. Intensive case management is responsive 
to consumers’ multiple and changing needs, and plays a pivotal role in coordinat-
ing required services from across the mental health system as well as other ser-
vice systems (i.e., criminal justice, developmental services, and addictions). Case 
managers fulfill a vital function for consumers by working with them to realize 
personal recovery goals. Case managers work to build a trusting and productive 
relationship with the consumer and to provide the support and resources that the 
consumer needs to achieve goals, stabilize his/her life and improve his/her quality 
of life. (Ontario Ministry of Health and Long Term Care 2005:2)

This explanation of ICM is particularly strengths-based and represents 
the state of the art in thinking about ICM. However, not all ICM services are 
focused on strengths: some are more focused on symptom alleviation and 
management of the “patient.” It is also true that in many ICM programs casel-
oads are far too large for the work to truly be intensive. Case workers also may 
not have BSWs or MSWs and may not have the values, skills, and knowledge 
necessary to provide be truly effective (Gibelman and Furman 2008).

antisocial Personality Disorders

Certain personality disorders are more prevalent in one sex or the other. While 
biological predispositions are evident in some personality disorders, it is likely 
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that gender identity and development also plays as significant role (Golomb et 
al. 1995). This is clear when exploring antisocial personality and its prevalence 
in men (3 percent of the population) and women (1 percent). Personality dis-
orders also seem to differ in their prevalence across different socioeconomic 
backgrounds, cross-culturally, and cross-nationally (Torgersen, Kringlen, and 
Cramer 2001). The DSM-IVR (APA 2000:701) notes that the prevalence of 
personality disorders in clinical settings may be up to 30 percent of the popu-
lation. The main feature of antisocial personality disorder is a “pervasive pat-
tern of disregard for, and violation of, the right of others that begins in child-
hood or early adulthood and continues into adulthood.”

Moeller and Dougherty (2001) noted that the name and exact criteria of 
the disorder have shifted over the last century, with terms such as sociopathy 
and moral insanity, having been previously used. Each of these conceptualiza-
tions has stressed the lack of emotional attachment to others, and the willing-
ness or even joy associated with causing others harm.

The DSM-IV (2000) lists seven criteria that constitute this pattern of 
disregard for others; to be diagnosed with antisocial personality disorder, 
an individual needs to have three pertain to them, since the age of 15: re-
peated criminal behavior, deceitfulness, impulsiveness, irritability and ag-
gressiveness, reckless disregard the safety of others, irresponsibility, and lack 
of remorse. It is also noted that these behaviors are not due primarily to a 
psychotic disorder. When children exhibit these symptoms, the diagnosis is 
conduct disorder. Antisocial personality disorder is considered very difficult 
to treat, as it is viewed as a pervasive system of behaviors, thoughts, and feel-
ings deeply engrained into personality structures. Antisocial personality dis-
order is also often not treated as a mental health condition, as the diagnosis 
so frequently corresponds with criminality, and is therefore handled more as 
an issue of social control by the criminal justice system (Hart and Hare 1996; 
Hirose 2001).

There is evidence that treatment can help people with antisocial person-
ality disorder live more socially responsible lives. In one study, a therapeutic 
community treatment was found to reduce arrests, incarceration rates, and 
drug use in the sample of people who also carried the diagnosis of antiso-
cial personality disorder. The therapeutic community treatment consisted of 
six to ten months of community-based, in-patient residential treatment and 
two months of outpatient follow-up. Also, some evidence exists for the po-
tential of medication in reducing aggressive and impulsive behaviors of men 
with antisocial personality disorder, although additional research is needed 
(Hirose 2001).
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the Strengths Perspective

Charles Rapp of the University of Kansas has done innovative and ground-
breaking work using the strengths perspective with people who have severe 
and persistent mental illnesses (Rapp and Wintersteen 1989). Using an ap-
proach that stresses the importance of case management, Rapp and Winter-
steen advocate for engaging clients in a discussion of how social conceptions 
about mental illness serve to place artificial limits and constraints on those 
with mental health disorders. When people internalize these notions, they 
construct identities of themselves as more limited than they really are. Their 
own personal failures, and the failures of systems that are desired to serve 
them, reinforce these self-defeating conceptions. A strengths approach begins 
not with the person as being mentally ill, but as a human being having goals, 
hopes, and dreams. People with severe and persistent mental illness may not 
have thought about their aspirations in some time, and treatment providers 
tend to view them in terms of their problems. Additionally, the actual nature of 
mental illnesses may have harmed the individual’s capacity to view his or her 
own strengths and resources. The worker adopting this model helps a person 
look at his or her strengths historically, seeking to uncover abilities and talents 
that may not have been accessed for many years. These uncovered skills and 
dreams are then utilized to help the person develop and work toward goals 
that will lead to an enriching and meaningful existence. The approach also 
focuses on the resources and capacities of the community in helping people 
reach their goals and dreams, and in helping them establish meaningful and 
engaged community involvement.

In their systematic study of the efficacy of various case management ap-
proaches, Rapp and Goscha (2006) found ten factors that are strongly cor-
related with positive client outcomes (including hospitalization, housing, self-
esteem, social contacts, and satisfaction with life). 

1. The case manager delivers as much of the help or services as possible. 
The authors note that while making referrals is valuable, case management ap-
proaches that rely too heavily on referrals have been found to be ineffective.

2. Natural community resources are the primary partners. The 
strengths model emphasizes finding strengths and resources in one’s own 
community and helps people to make natural and sustained connections in 
their social work.

3. Work is in the community. Workers should be working with clients 
out of the office, in the settings in which the clients live, work, and play. By 
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so doing, case managers can help clients develop complicated systems and 
skills by providing direct feedback.

4. Individual and team case management works. Some approaches rely 
on a team of individuals, while others utilize one primary case manager. Both 
approaches have been found to be effective.

5. Case managers have primary responsibility for a person’s services. This 
helps avoid fragmentation and client disengagement. 

6. Case managers can be paraprofessionals. Supervisors should be expe-
rienced and fully credentialized.

7. Case loads should be small enough to allow for a relatively high fre-
quency of contact.

8. Case management service should be time unlimited.
9. People need access to familiar persons twenty-four hours a day, seven 

days a week.-
10. Case managers should foster choice.

the Four theories and Mental illness

Since severe and persistent mental illnesses are viewed as biological brain 
disorders, some practitioners have erroneously concluded that cognitive 
therapy should not be used with this population. However, by adopting a 
strengths perspective, social workers come to view people with mental ill-
ness as having the capacity to work toward meaningful and fulfilling lives. 
CBT can be used to help a man illuminate some of the blocks and limitations 
that he possesses, in service of meeting his goals. Some of these may be re-
lated to his mental illness, yet others can stem from other problems of living 
that many people face.

CBT has also been used with some of the actual symptoms of severe men-
tal illness. For instance, cognitive therapy can be used to help persons who 
have mental illness test the veracity of their thoughts and learn how to not 
listen to their hallucinations. Tower et al. (2004) found that cognitive therapy 
can decrease a mentally ill person’s perceptions of the power and authority of 
his or her command hallucination and can lead to increased treatment com-
pliance. Research has shown that for some clients, cognitive therapy may be 
as effective as psychiatric medication (Kingdon et al. 2008). In working with 
clients with bipolar disorder, cognitive therapy can be used to help people 
identify the thoughts and behaviors associated with episodes of mania or de-
pression and to plan mechanisms for helping them prevent a serious relapse. 
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To assist the client to pay close attention to these symptoms, a list of these 
thoughts and behaviors should be made and reviewed daily. An action plan 
should be clearly explicated, with easy-to-follow action steps that the client 
takes when he, or those close to him, encounter the listed items. In a twelve-
month study of cognitive therapy group treatment for individuals with bipolar 
disorder, Lam et al. (2003) found that group treatment decreased the number 
of episodes of the disorder, the number of hospital admissions, and improved 
overall mood. They conclude that cognitive therapy can be a useful tool in 
conjunction with a mood stabilizer.

While not typically used with persistent mental illness, existential therapy 
is certainly an important intervention with mood disorders. Nonbiologically 
based depression may often occur when a man finds himself not living his 
life according to his own dreams, desires, and passions. Since men are taught 
to be good warriors and not pay attention to their feelings and desires, they 
may “stuff ” their needs and wants and become depressed about the manner 
in which they live their lives. Existentially oriented practitioners, or the so-
cial worker adopting the existential perspective eclectically, will help a man 
discover his forgotten desires. Existentially oriented practitioners would not 
encourage a man to abandon his current responsibilities to peruse his dreams 
but would help him develop a sense of purpose and a life mission that is con-
sonant with his current life course, or help him make responsible, meaning 
focused, decisions. Perhaps on a more fundamental level, working existential-
ly with depressed men calls on the worker to help them pay attention to the 
small joys in life in the here and now and find meaningful, enjoyable activities 
to incorporate into their life.

People with mental illnesses are frequently stigmatized and subjected to 
prejudice and discrimination. All too often they learn to see themselves as be-
ing fundamentally flawed and defective. This self-definition, supported by so-
cially constructed stereotypes is reinforced by social workers and other help-
ing professions. Narrative therapy calls on us to separate the person from the 
problem and help men see themselves as persons who have a problem called 
mental illness, not as a mentally ill, defective person. Helping people suffer-
ing from these disorders make this separation can lift some of the shame and 
depression that can greatly compound their conditions. In a very real sense, 
the disabling condition is not merely the mental health disorder itself, but 
the internalization of the notions of “mentally ill” and “disabled.” Researchers 
and practitioners have found that helping families and community members 
focus on nonpathology-based language can greatly improve outcomes for 
people with mental illness (Lysaker, Lancaster, and Lysaker 2003). As with 
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existential theory, narrative work helps expand what is possible for people by 
focusing on their dreams, hopes, and desires (Holma and Aaltonen 1995). By 
so doing, men with persistent mental illnesses develop new narratives about 
themselves that reflect the complexity of what it means to be human (Holma 
and Aaltonen 2007).

case example

Nick Rotoni is an Italian American firefighter living in a large urban area in the 
northeastern United States. Nick was referred to therapy by his station chief 
for difficulty controlling his anger in work situations. During the first meeting, 
Nick told his therapist that he did not like “touchy feely stuff ” and that since 
he was not “crazy” he did not need therapy. His therapist understood the cul-
tural variables involved in these statements: traditional men often believe that 
displays of emotions are a sign of weakness, and therapy is something only for 
the ill. The social worker sought to normalize the experience, telling Nick that 
therapy is not only about feelings, but about learning concrete skills and tools to 
help fix real concerns. He also told Nick that therapy is not only for people who 
are “crazy” (using Nick’s language), but for normal people who want to “make 
a change or two.” Given that Nick had a keychain that said Chevy, the social 
worker decided to use an automotive metaphor. He told Nick that therapy was 
like taking your car for a tune-up. Even when your car is fine, sometimes you 
need to get your carburetor or timing belt adjusted. By fine-tuning things and 
replacing parts before they are broken, you can prevent future problems. Also, 
sometimes you just want to upgrade parts, like putting in a high-performance 
exhaust system to give you a little extra power.

Nick related to this metaphor. Sensing that he would not be compelled to ad-
mit to weakness or failure, Nick began to relax. He actually continued with the 
metaphor, stating, “You know Doc, sometimes you do have parts that need to be 
fixed.” The social worker responded that this was true, and that it was a sign of 
strength for someone to be willing to admit this and work toward change. To the 
social worker’s surprise, Nick began to discuss his problems with anger, anxiety, 
and depression. Focusing on listening nonjudgmentally and empathically, the 
social worker was very careful to reflect the content and context of the interview 
more than the emotion. It would be important at a later date to help Nick own 
and work on his emotional control, and therefore identify and explore his feel-
ings, but this had to be on Nick’s timeframe. Besides, Nick was choosing to be 
very open, very quickly. After he shared his story, Nick was clearly feeling vul-
nerable. He stated, “You probably think I’m something of a lunatic or a little girl 
for blabbing like this, huh?” The social worker responded that just the opposite 
was true, that he was impressed that Nick took control of the session by telling 
his story, and that it took a “real man” to be able to be honest and responsible for 



himself. The social worker used the language of hegemonic masculinity to help 
Nick feel comfortable with sharing his feelings. He reframed what is tradition-
ally not seen as “masculine” behavior to be included in a new vision of potential 
forms of masculinity, which Nick could use to improve his affective repertoire 
(i.e., that other feelings besides anger would be appropriate to express). Dur-
ing the first several sessions, the social worker and Nick identified his primary 
problems as anxiety and depression, and that his anger was to a large degree a 
symptom of both. Also, Nick identified that growing up angry was the only feel-
ing he was allowed to have without being labeled “a skirt” by his father.

Once the problems were identified, the social worker and Nick discussed 
treatment options, including medication and individual therapy, with individual 
therapy focusing on cognitive behavioral work. The social worker explained that 
the purpose of cognitive behavioral therapy was to help Nick develop the tools 
to be his “own therapist.” Nick liked this idea and expressed reticence to tak-
ing medication. He said that he thought he could work on the problem without 
medication. The worker told Nick that it would be Nick’s decision, and that they 
would evaluate Nick’s progress periodically. Down the road, if Nick decided he 
wanted to try medication, he would be given a referral to the psychiatrist. The 
therapist also asked Nick to agree that if his anger or depression did not decrease 
within the first two or three months, or if at any time it worsened, he would see 
the psychiatrist to be evaluated for medication. He stressed that this would only 
be an evaluation, and that no one would compel Nick to go on medication. Nick 
agreed that this was a good plan.

Nick’s therapist began their second session by explaining the cognitive-be-
havioral model of emotions. Nick seemed to have a difficult time following a 
more theoretical discussion, so his therapist told him that it meant that think-
ing caused feelings. The social worker decided to present a teaching metaphor 
to Nick. He asked Nick to imagine the social worker coming home and saying 
to himself that he was going to train his dog to shake hands today. As a matter 
of fact, his dog must shake hands, must obey him, and the dog had better learn 
how to do it fast! The social worker asked Nick to imagine the dog not being able 
to quickly learn this new behavior the social worker continuing to say to himself 
and then out loud, “You better learn this now. You must learn this immediately! 
How dare you not do it the right way?” The social worker then asked Nick to 
explain how the social worker would feel if these were the thoughts that entered 
his mind. Nick stated that he must be feeling pretty pissed off. The social worker 
then asked Nick to imagine him dealing with the situation in a slightly different 
manner. He asked him to imagine that the social worker was not anger, but just 
slightly disappointed and annoyed. He asked Nick what he would say to himself 
so he would feel those feelings. Nick thought about it and responded, “Well, you 
could just tell yourself that it’s a dog, and a dog is not always going to do what 
you want it to do—that you have to be patient with a dog, and these things take 
time.” The social worker praised Nick and said that he was already doing the 
kind of work that he needed to do to learn to deal with his own anger. He ex-
plained that the type of exaggerated, demanding thoughts that the social worker 
was presenting in the situation with his dog were just the kind of thoughts that 
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For Writing and rEFlEction

 1. How might have the therapist used the other methods to work with Nick?
 2. What strengths and limitations might you have in working with Nick?
 3. What macro social work issues does this case bring to mind? How might you 

work toward change in this area?

made people angry. He explained that the goal was to move extreme anger to 
mild anger or annoyance, and to have more rational thoughts that were more in 
touch with reality. He explained that Nick helped him change his demand to a 
preference—that while it would be nice to train his dog, he could not “make” it 
happen, and certainly not in such a short period of time.

He then asked Nick to explain to him situations in which he became angry, 
and suggested that perhaps they could look at the thinking that made caused 
him to become angry. Nick began to discuss how he believed that people had to 
do things his way because he knew what was best. When that did not happen, he 
would become very upset. The worker reflected that “people just do what Nick 
wants them to do.” Nick laughed and said that while it sounded ridiculous, that 
was what he believed. For the next several sessions, the worker used various 
methods to help Nick change his demanding, anger-producing beliefs. He used 
rational role reversal, in which Nick adopted the role of the therapist. He used 
an empty chair method, having Nick play the roles of the “rational” and the “ir-
rational” Nick. He used logs between sessions to help Nick learn to stop himself 
when he started to become angry, and to begin to use his new disputation tech-
niques on his own. These methods help Nick reduce his overall level of anger. 
At this point, Nick and his worker began to work on his depression and anxiety, 
also using cognitive behavioral methods.

Over time, as Nick began to trust his social worker, he become clearer about 
his needs for direct feedback and advice. In week eight he asked his social worker 
if he thought he needed medication. The therapist chose to give Nick his direct 
opinion instead of reflecting it back to him; Nick asking for direct feedback was 
an important development in the therapeutic relationship. The therapist said 
that he thought Nick could use something to help him improve his anxiety and 
depression, and that they would continue to work on helping Nick work on his 
issues. He praised Nick for his willingness to be open to something different and 
said that he knew it was hard for Nick to even think about taking medication. 
After seeing the psychiatrist, Nick was placed on an SSRI, a medication that has 
been shown to be effective for both anxiety and depression. Nick continued to 
improve. As he continued in therapy, he began to explore more affective-related 
topics and became interested in exploring some of some more existentially re-
lated themes.



case example

Vernon Cuaswell is a 51-year-old African American man living in Baltimore. 
Vernon attends a community mental health day program and lives in a board-
ing home. He has had schizophrenia for over twenty years. He grew up in a 
working/middle-class African American neighborhood. His father worked at 
a local shipyard as a union foreman, and his mother was a schoolteacher. He 
and his brother and sister were “spoiled rotten.” The family cared for their 
children extremely well—they frequently went on vacations, and the children 
nearly always had tutors for the subjects in which they did not excel. Vernon 
had saxophone lessons for many years and frequently went to camp during 
the summer. He was a happy and well-adjusted boy who did well at school. 
Throughout high school and college, he was a model of success. He majored 
in history and decided he wanted to go to graduate school in African Ameri-
can studies and ultimately be a writer or a college professor. He graduated 
from college magna cum lade. His parents and family were extremely proud 
of him. After he graduated, he used the money he received from graduation 
to backpack through Africa, spending six months there and finding volunteer 
opportunities in orphanages along the way. He did whatever was needed and 
felt grateful to do so. Traveling and getting in touch with his history made him 
feel alive, vital, and energized. The experience galvanized his desire to return 
to graduate school.

Vernon first began to develop symptoms of schizophrenia when he was in 
graduate school. While he was working on his master’s degree in African Amer-
ican studies, he began to hear voices. His family noticed that he was becoming 
more moody. They attributed this change in mood to the stress of school, and 
perhaps him coming into his own has a person. He was becoming, they rea-
soned, more of a man. Over time, however, he began to worry his family more. 
He became paranoid and angry and blamed them for his “oppression.”

The once periodic voices soon became constant. Vernon also began to have 
problems with sleeping. Within several months he because extremely paranoid 
and withdrew from others nearly completely. He stopped visiting his family and 
did not return their calls.

Vernon was living in graduate housing at the time. The staff became worried 
that this once cheerful man who was always there to help others was becoming 
difficulty and angry. One day, Vernon left his room with a small backpack and 
did not return.

What happened next is a bit of a blur to him. He knows that for several 
years he lived under bridges and ate food from behind fast-food restaurants. He 
moved around from city to city, spending his days in libraries reading history, 
politics, and conspiracy theories. For several years he remained large invisible 
to others, having learned how to live on the streets without being found. He 
periodically sent angry letter to his family, blaming them for forcing him to go 
to college, for his “indoctrination.” Vernon believes his first hospitalization was 
during this period. He only recalled being medicated and strapped down “for a 
few weeks or so.”



Vernon finally retuned home after nearly three and a half years of living on 
the streets. He was tired, depressed, and beaten down. He told his family that 
people from outer space had given him drug therapy, and that he was better 
now. His father informed him that he could only stay in their home if he went 
to the doctor and followed through on the doctor’s orders. His father said that 
he and his mother were actually scared of him, and that they were not sure what 
to think about their son. They told him that they loved him and wanted him to 
get help. Vernon agreed and went to see the doctor, who placed him on Thor-
zine, an early antipsychotic medication. The medication made him extremely 
sleepy, made his tongue very dry, and had other powerful side effects. He did 
not feel like himself, but he agreed to stay on the medication. For the first several 
months, Vernon worked on rebuilding his life. He started taking classes at a lo-
cal community college, with the idea of returning to gradate school. He found 
a part-time job in a library and began dating one of his coworkers. However, 
believing that he did not need his medication any longer and disliking its side 
effects, Vernon stopped taking it. His mood began to change rapidly. He again 
become sullen, hostile, and paranoid. Several days later, he was arrested at the 
library after screaming at patrons. The police did not immediately recognize 
him as someone who was mentally ill, or they did not have the training needed 
to care for the mentally ill, and they badly mishandled the situation. Never vio-
lent, Vernon wound up being shot by a police officer in the shoulder. He was 
hospitalized for his injury and placed on medication again. While he was psy-
chiatrically stable, he became extremely depressed, finally realizing the depths 
of his illness. Upon being released, he attempted to kill himself and was rehos-
pitalized. At this point, Vernon was committed to the state psychiatric hospital, 
where he lived for the next fifteen years.

By the time Vernon had become my client, he had been attending the com-
munity mental health center for the last seven years. Vernon was assigned to me 
when I was an intern in the center’s psychosocial rehabilitation program. My 
supervisor said that Vernon had not had a therapist for individual therapy for 
many years but stated that he wanted to try to “talk about things.” My supervisor 
said that during our first few weeks of group work, Vernon had become com-
fortable with me and told her he would like to work with me. True to his won-
derful sense of humor, he told my supervisor that at the very least “I might be 
able to learn something.” Vernon was the first person I had ever worked with in 
individual therapy who was persistently mentally ill. I was afraid, and I was not 
sure how to proceed. In truth, I was not sure what my role with Vernon would 
be. Clearly, I would not be helping him “fix” his mental illness. The social work 
maxim “start where you client is” felt like all that I knew in terms of beginning 
my work with Vernon. Since I would be with Vernon all year, I saw it as my first 
task to understand who he was, beyond his diagnosis.

During our first session, I told Vernon I was grateful that he asked to see 
me for one-on-one sessions. I asked him what he hoped to gain, and why he 
wanted to start these sessions at this time. He explained that he related to my use 
of poetry in one of our group sessions, and that he had written a great deal of 
poetry when he was in college. He said that he liked to write poetry and some-
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In a few paragraphs, explore how you might work with Vernon at different points in 
his developmental path.

how hoped I could use poetry with him, and perhaps talk to him about things 
that bothered him. Vernon began to discuss his current life context. He said 
that while he felt comfortable with the day program, it was painful for him that 
his life had not amounted to much. He said that he had largely accepted that he 
would not work again, and that he may always have hallucinations. He wanted 
life to have some meaning, and to find a way of “engaging” the world. He said 
that it was painful for him that he had lost so much of his “intellectual strength” 
and that he was living “life on the edge.” He did not really want to talk about the 
past a lot but really wanted to write about his life now, and his future.

Given that Vernon wanted to work on creating meaning in the here and now, 
and given his desire to write, I expressed to him that perhaps we could use writ-
ing as a vehicle for creating meaning and value. I explained that writing was 
actually one of the ways that I created meaning in my own life, and that I would 
be glad to be a partner with him on his journey.

During the time between our session, I reread several articles and parts of 
books on poetry therapy (Bump 1987; Goldstein 1990; Leedy 1987; Lerner 1981). 
During our second session, I brought several poems for Vernon and me to read, 
and I also developed a writing exercise. I realized that I had to balance being pre-
pared and facilitative of his writing, with the need to have him take ownership for 
our sessions. I started our session by asking how he was feeling. I then told him 
that we could do several things that day: we could continue our discussion, we 
could read some poems that I brought, or we could try a poetry-writing exercise. 
He responded that he would like to do all three. I affirmed that we certainly could 
do that, and we could plan our time accordingly.

For the next year, Vernon and I read and wrote poetry together. After we 
read poetry, we discussed what it meant. I attempted to keep the sessions fo-
cused on Vernon, and on his responses to the poetry and what they meant to 
his life. Frequently, however, Vernon asked me what the poem meant to me. 
Given the nature of our sessions, and after exploring the issue of self-disclosure 
in great depth with supervisors and teachers, I would periodically self-disclose. 
I tried to use my self-disclosure in ways that would be helpful to Vernon, but at 
times I merely shared with him—he often needed to see me as an authentic hu-
man being. Given Vernon’s social isolation, the depth of our sharing provided 
him with a source of connectedness. Vernon was a well-educated man who had 
lost so much. During our time together, he wrote poems that helped him clarify 
who he was in the past and present, and who he wanted to be in the future. For 
the first time in many years, he began to have dreams about the future.



Kosberg (2002) notes that media representations and social views present a 
bimodal view of older men, who are depicted as either privileged and trou-
ble-free or frail, weak, and incompetent. Older men with financial resources, 
in particular white men, are seen as the cause of social problems. For 
instance, older privileged men are viewed as being responsible for war and 
poverty. That men who have had financial success in their lives should need 
services may appear unlikely to those who view them stereotypically. They 
are viewed as vigorous, dominating, and powerful, with the ability to live and 
do as they please. On the other extreme, older men without resources are 
viewed as weak and frail, possessing neither strengths nor resources nor the 
capacity to contribute to society. They may be viewed as drains on society, 
expending tax revenues needed for their care. Older men without power and 
status are viewed as bumbling, pitiable, and almost ridiculous.

These stereotypes mask the real needs, strengths, and limitations of older 
men, thereby rendering them as dehumanized others (Kosberg and Kay 1997). 
Older men are actually a diverse group. Each older man possesses his own bio-
psychosocial strengths and limitations. Older men have social-, psychological-, 
and spiritually based developmental strivings and needs. They have the need 
to create meaningful, fulfilling lives, just as do younger men. Some older men 
have nonnormative problems that are dismissed by a society that has by and 
large neglected its entire older adult population, and by professions that have 
focused more on the needs of older women (Kosberg and Mangum 2002). 

 Older Men at Risk eleVen
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This chapter discusses the general needs of older men, the social contexts 
in which they live, and suggestions for social workers. It is important to re-
member that older men may struggle with all the other concerns that are ad-
dressed in this book. Reaching older adulthood does not absolve men from 
struggling with sexual identity, their relationships with others, mental health 
problems, substance abuse, or any other problem that men can face through-
out their lifespan. These problems express themselves differently in older 
adulthood, as they do in each life stage. A man must meet these challenges 
within the context of the developmental milestones and dilemmas that are a 
normal part of adult development. As seen in chapter 3, the degree to which 
a man has successfully met his developmental challenges, personal goals, and 
dreams and handled his social relationships will set a powerful context for the 
last stage of his journey.

conceptions of aging

Developing conceptions of aging are related to our valuation of the aging pro-
cess and to the manner in which human beings are valued as they make this 
developmental journey. Arras, Ogletree and Welshimer (2006:66), in their 
exploration of male development, describe the relationship between men’s de-
velopment in middle age and their movement toward older adulthood: 

Little attention has been paid to health-promoting practices as men make the 
transition from the middle to the later years of their life. Middle age represents 
a time when individuals start to acknowledge their own aging, may face health 
problems for the first time, and begin to feel vulnerable. This developmental pe-
riod can pose a crisis, with the potential for opportunity and threat. Healthy be-
haviors in middle age, carried through to later years, have a profound impact on 
psychological, social, and physical well-being, potentially extending and improv-
ing quality of life.

While I explored some of the developmental issues of aging in a previ-
ous chapter, in order to understand the issues of older men it will be helpful 
to look at some conceptions of aging. Exploring their own biases about the 
aging process also helps practitioners understand the internalized messages 
they carry that may affect their work with men. Negative conceptions about 
aging have actually been correlated with a decreased life expectancy. Levy et 
al. (2002) found that people who had a positive conception about the aging 
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process lived 7.5 years longer than those who did not. Positive conceptions 
about aging had a more powerful effect on longevity than physiological factors 
such as blood pressure and body mass index. Therefore, exploring and alter-
ing, as needed, our own conceptions of aging can actually help us live longer! 
The exercise at the end of the chapter will help you explore your own concep-
tions of aging and should be done before reading on.

Conceptions of aging vary from culture to culture. Within the mainstream 
of American society, older adults are not viewed with the same regard as they 
are in other societies. For example, the age of a presidential candidate who 
is older than 70 is viewed as a potential problem, whereas in China the top 
government officials serve well into their eighties. Asian cultures revere older 
adults: aging is associated with wisdom, strength, and insight. Confucian phi-
losophy obliges Chinese to take care of and honor older adults. However, in 
China, and for Chinese Americans in the United States, the traditional struc-
tures that support this reverence may slowly be changing. Fuligni and Zhang 
(2004) contend that as Chinese families become smaller, and as China’s eco-
nomic power and industrialization have lead to social policy that encourages 
nuclear, nonextended families, the elevated status of older Chinese people has 
begun to diminish. This diminution may also be accelerated and exacerbated 
by acculturation and the adoption of more Western, capitalistic ideals.

An important aspect of how aging is socially constructed is related to the 
phenomenon of ageism. The Canadian Network for the Prevention of Elder 
Abuse (2007) notes that ageism is a social attitude. It is a way of looking at 
older people that stereotypes them, just as people of particular races are ste-
reotyped as being “smart,” “industrious,” “thrifty,” “lazy,” or “easygoing,” or 
men and women are stereotyped as being “strong,” “nurturing,” or “sensitive” 
because of their gender. Ageism is also manifested in attitudes whereby peo-
ple believe that older adults can be treated in demeaning ways. Many people 
note that as they grow older and as reach certain age milestones (age 65 being 
one of them), others begin to treat them differently. Their attitudes change. In 
many cases, being treated differently means being treated as “less”—less val-
ued, less capable, and so on. Or they are stereotyped. Ageism is also reflected 
when younger people implicitly or explicitly act as if they are more entitled to 
family or social resources than older adults are.

Ageism is significant and often subtle. Research has shown a difference 
exists between younger adults’ feelings toward older adults in general and 
their feelings toward their own grandparents (Striker and Hillman 1996). In 
general, younger adults feel more positively about their own grandparents and 
have more negative feelings about older adults in general. Striker and Hillman 
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conclude that the role of grandparent mitigates overall negative feelings that 
younger adults have about older adults. In other words, younger adults have 
significant bias about the abilities, resources, and value of older adults. While 
the findings are alarming, it also points to the value that younger adults place 
in specific relationships with older grandparents, a factor that can be used by 
social workers in various kinds of intergenerational programs.

Examples of ageism abound, but they are frequently connected to the 
world of work. Especially during difficult economic times, older men may not 
be treated well in their workplaces. This is ironic, as older men may typically 
have the experience and skills needed to mentor younger adults in difficult 
times. Workplace ageism is harmful not only to older men but also to society 
as a whole. Given that older men are now living longer, having them maintain 
employment will help insure that they will need significant levels of care for 
shorter periods of time.

Zalman Schachter-Shalomi has been a leading advocate of a movement 
called “spiritual eldering.” Spiritual eldering seeks to reenvision the role of 
older adults in American society. He affirms that older adults are seen as bur-
dens on society yet should be viewed as being part of the potential healing of 
the world—as sources of social transformation. He notes: “The model that I’m 
proposing does more than respect the elder to a position of honor and dignity 
based on age and long life experience. It envisions the elder as an agent of 
evolution, attracted as much by the future of humanity’s expanded brain-mind 
potential as by the wisdom of the past. With an increased life span and the 
psychotechnologies to expand the mind’s frontiers, the spiritual elder heralds 
the next phase of the human and global development” (Schachter-Shalomi 
and Miller 2001:3). 

Physical changes associated with the aging process are important to our 
understanding of conceptions of masculinity. While society has shifted to-
ward strongly valuing intellectual and economic power, physical prowess and 
abilities have long been important aspects of masculine identity. Men tend 
to reach their physical peak at some point in their early thirties (depending 
upon the measure that is used, e.g., endurance or strength). Physical changes 
often begin as early as age 35, when levels of testosterone begin to decrease. 
These changes have been referred to as Aging Male Syndrome, and they affect 
some men more than others (Jones 2008). For many men, physical decline is 
a slow and gradual process; for others, it is far more rapid. Physical changes 
can include weight gain, sleep issues, erectile problems, muscle loss, an in-
crease in urination, loss of bone density, and loss of hair. Psychological ef-
fects that can accompany these changes include feeling heavy or overweight, 
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depression, irritability or anger, and a loss of perceived energy. It is difficult to 
tell precisely when these changes represent a normal part of the aging process 
versus a clinical syndrome. It is important that men who are experiencing 
some of these problems see a medical doctor, in particular a urologist or an-
other medical doctor specializing in the concerns of men. Some authors have 
noted that the syndrome may also be related to heart disease (Alexandersen 
and Christiansen 2004). Men experiencing these problems can have their tes-
tosterone levels checked and in some cases be treated with testosterone injec-
tions or androgen replacement therapy.

the Social World of older Men

As previously noted, men have profound needs for social and emotional sup-
port that are often not recognized nor met (Blieszner and Adams 1992; Lang 
and Carstensen 1994). This is especially true for older men. Research has 
shown that older men have fewer friendships than women and report their 
friendships as being of less importance (Antonucci and Akiyama 1997; Elkins 
and Peterson 1993; Fox, Gibbs, and Auerbach 1985). What is not known is if 
the devaluation of friendship is developmental or related to the adoption of 
masculine schemas that affect the maintenance and development of relation-
ships. Given that many men have also not learned the skills of negotiating 
intimate relationships and their emotional complexities, some older men may 
hold a lifetime of unresolved social conflicts that have led them to be distant 
from and mistrusting of others. Regardless of the reasons, which vary from 
man to man and necessitate a thorough assessment, older men often suffer 
from insufficient social support. The consequences of this are profound. Men 
without social support are at far greater risk of physical and mental health 
concerns, even death, than those with such support (Shye et al. 1995).

Men, and older men in particular, learn to rely on women for the majority 
of their emotional support. Marriage lowers the likelihood of death for young-
er and older men alike (Kotler and Wingard 1989). While statistically men 
die younger than women, many men do find themselves widowers and alone. 
This often presents serious psychosocial difficulties for men, as expressed in 
this passage: “The socialization of men to not express their emotions and to 
be dependent on women for many aspects of domestic life may contribute to 
high levels of distress among them when faced with situations such as bereave-
ment. Many studies from the US and UK report that a greater proportion of 
widowers experienced mental and physical health problems than did widows, 
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although both women and men were vulnerable to illnesses and ailments on 
losing a spouse” (World Health Organization 2002).

Social workers must therefore work at helping men, particularly men who 
are isolated, to develop meaningful social networks. Certainly, this is not an 
easy task. Social workers must contend not only with individual men’s own 
personal relationship barriers, but also with social ideas about the value of 
older men, and social and structural barriers.

retirement

Socially viewed as a reward for a lifetime of work, retirement is not easy for 
many men. Men know that they are supposed to be happy about the end of 
their work lives, but this often makes the adjustment to retirement all the more 
difficult. For many men who strongly identified with their jobs, work was their 
primary source of identity, social support, and connectedness. For many men, 
the loss of work is the loss of life. This loss may often manifest itself in more 
than symbolic ways; suicide is more common in older men than in nearly any 
other segment of society (Conwell 2001).

Social security, or old-age, survivors, and disability insurance, as it is tech-
nically named, is the main source of retirement income for many men who 
were unable to save during the middle of their life. Contrary to popular belief, 
this is not an entitlement program, but the federal insurance program that the 
vast majority of American workers pay into throughout their work careers. 
The age at which a man can retire and receive full social security benefits de-
pends on the year in which he was born, with a maximum age for receiving 
full benefits being 67 years old for men born after 1960. In 2008 the current 
maximum benefit, based on full contribution into the system, was $2,185 per 
month (Social Security Administration 2008). For men with continued family 
responsibilities and health concerns, or for those who live in expensive cities, 
social security may not be enough.

Men frequently hold misconceptions about planning for retirement. A 
study by New York Life Insurance company found several key flaws in men’s 
thinking about their retirement (Updegrave 2006). First, men tend to grossly 
underestimate the amount of years they will need to cover with retirement 
savings. About 50 percent of 65-year-old men are estimated to live to 85 years 
old. However, few men plan on having twenty years of income at retirement 
age. Additionally, the study found that women are more likely than men to ask 
for retirement planning help.



� � �  |  M e n  a t  r i S k

Depression

While depression may be a common occurrence in older men, it is not a nor-
mal or natural part of the aging process. As with other conditions that older 
men struggle with, stereotypes about the nature of the aging process influence 
how helpers see the possibilities for older men. Laidlaw et al. (2003) demon-
strate how CBT is useful for helping older adults with their depression. They 
observe that it is important to help older adults face the socially constructed 
stereotypes that they may have internalized—for instance, that they are worth-
less, decrepit, and useless, and that their lives have no meaning. It is especially 
important to help older men who have retired evaluate the beliefs they hold 
about themselves regarding work and productivity.

alzheimer’s Disorder and Dementia

The National Institute on Aging (2007) estimates that approximately 4.5 mil-
lion Americans have Alzheimer’s disorder. Approximately 5 percent of men 
and women between 65 and 75 years old have the disorder, with the disease 
becoming increasingly more common with increased age. Those who suffer 
from the disorder typically survive eight to ten years postdiagnosis, although 
some have Alzheimer’s for considerably longer.

According to the Alzheimer’s Association (2007), “Alzheimer’s (AHLZ-
high-merz) disease is a progressive brain disorder that gradually destroys a 
person’s memory and ability to learn, reason, make judgments, communicate 
and carry out daily activities. As Alzheimer’s progresses, individuals may also 
experience changes in personality and behavior, such as anxiety, suspicious-
ness or agitation, as well as delusions or hallucinations.”

Many people believe that Alzheimer’s disease is a natural part of the aging 
process, something that all people will struggle with. However, Alzheimer’s dis-
ease is not a normal part of aging but an actual neurological disorder that leads 
to marked deterioration in health and functioning over time. Alzheimer’s dis-
ease is always progressive and nearly always leads to severe cognitive impair-
ment. At some point, should they survive long enough, all men with Alzheim-
er’s lose the ability to care for themselves and appear to be entirely different 
people from who they once were. While the exact causes and processes of the 
disease are not totally known, new research has increased our understanding 
of it. Those with Alzheimer’s disease possess deposits of plaque in their brains 
(amyloidal plaques) and tangled bundles of fibers (neurofibrillary tangles). 
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Some genetic markers have been identified (National Institute of Neurological 
Disorders and Stroke 2007). Other explanations that are currently being ex-
plored include the impact of environmental factors, such as lead or aluminum, 
dietary deficiencies, and the slowing of the capacity for creating neurotransmit-
ters. Other theories include the oxidation of neurons as a key factor. As such, 
some clinical trials have looked at the use of dietary supplements that prevent 
the oxidation of cells (Markesbery, Schmitt, and Kryscio 2007). At the present 
time there are no cures or research-supported ways of slowing the progression 
of the disease itself. However, medications currently exist that may effectively 
treat some of the symptoms of the disorder in some patients, although this is 
disputed by some researchers (Brenner 2007).

Perhaps more than any other disease, men have a profound fear of Alz-
heimer’s disorder. By virtue of the fact that it destroys cognition, rationality, 
autonomy, and personal freedom and control, the disease impacts many of 
the capacities that men hold dear. Ongoing research on the disorder is there-
fore critical.

older Men in care

When a man is no longer able to care for himself, and when there are no family 
members to care for him or his family is unable or unwilling to do so, he may 
find himself living in a care facility. Different ethnic and cultural groups have 
different values about caring for older adults. For instance, African Americans 
are more likely to care for their older parents than are whites (Hooyman and 
Kiyak 2002). Asian Americans, who tend to see the family as the unit of analy-
sis more than the individual, also are far more likely to care for their older 
adults parents (Pinquart and Sorensen 2005).

Fennell and Davidson (2003) observed that men are often unlikely to 
choose supported living situations voluntarily, and paradoxically the services 
that may prevent them from having to be placed. They found that men’s valu-
ation of independence and autonomy and their difficulties accepting help are 
important reasons for their resistance. However, they also found that older 
men typically perceive social services as not being designed with them in 
mind. This contention is supported by Kosberg (2005), who urges providers 
to design services that take into account the desires and needs of older men, 
from their personal and cultural perspectives.

There are several levels of assisted living arrangements. The least restric-
tive option is independent living with in-home care, which may be provided 



� � �  |  M e n  a t  r i S k

by family members. As Alzheimer’s disease progresses, the emotional and 
physical resources of families are often taxed. Men possessing Alzheimer’s dis-
order and other forms of dementia who no longer have family to care for them 
will often end up in residential care. This is also true for men whose dementia 
has progressed to the stage where they will need round-the-clock supervision. 
According to Jones (2002), more than 230,000 people with Alzheimer’s dis-
ease live in residential care. Men facing the prospect of having to move from 
their homes to residential care face many difficulties.

While dynamics of nursing homes and other care settings are complex 
for all older men, this may be particularly true for men from diverse com-
munities. For instance, in the mid-1970s, no nursing homes existed on the 
geographically huge Apache reservation in north central Arizona. Therefore, 
older adults who were in need of nursing care would be placed in homes in 
Phoenix, often several hours away. Being distanced from their communities 
and frequently not being able to speak in their native language greatly con-
tributed to the isolation of many Apache men. Cooley, Ostendorf, and Bick-
erton (1979) presented a program that led to improved well-being and con-
nectedness for this population. A simple transportation program was created 
to enable family members to visit their relatives living in the facility, bring 
them traditional Apache food, and help them maintain cultural connections. 
Apache mental health workers would spend time with these older men and 
women, informally proving them with caring, support, gossip, and compan-
ionship. The authors note that programs that connect older adults to their cul-
ture and provide them meaningful ways of continuing in the cultural life of 
their communities may be valuable for other populations.

elder abuse

According to the American Psychological Association (2009), over 2 mil-
lion older Americans are the victims of physical, psychological, or emotional 
abuse or significant neglect. Older adults who have been victimized often 
have an increased risk of death or serious health problems. Elder abuse is the 
infliction of physical or psychological harm on older persons. Physical abuse 
can take the form of slapping, hitting, or assault with objects, or the use of 
physical restraints.

Emotional abuse is perhaps more difficulty to define. According to the 
APA (2007), “Emotional or psychological abuse can range from name-calling 
or giving the ‘silent treatment’ to intimidating and threatening the individual. 
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When a family member, a caregiver, or other person behaves in a way that 
causes fear, mental anguish, and emotional pain or distress, the behavior can 
be regarded as abusive. Emotional and psychological abuse can include insults 
and threats. It can also include treating the older person like a child and isolat-
ing the person from family, friends, and regular activities—either by force or 
threats or through manipulation.”

Elder neglect is related to the failure to provide proper and needed care to 
older adults. Elder neglect may actually account for nearly half of all cases of 
elder abuse. Examples of elder neglect are not providing older people with suf-
ficient medical care, food, water, or shelter, or not helping them meet a myriad 
of psychosocial or physical needs. Social workers working with older men are 
faced with the complexities of having to sort out various degrees and levels of 
neglect, and they must work with many systems and caregivers in its resolu-
tion. Elder abuse and neglect occurs within many contexts and is committed 
by many different people. Elders may be abused or neglected within nursing 
homes or other care facilities, but the majority of such abuse is committed by 
family members at home. Elder neglect in nursing homes and other care situ-
ations is often not clear cut. For example, an older man with early onset Al-
zheimer’s disease began to experience a good deal of depression. He also was 
fairly difficulty to deal with; he was often angry and hostile to nursing home 
staff and his doctor. Consequently, when he stated he did not want help for his 
depression, they did not follow up, in spite of his suffering. A social worker 
identified his anger as a symptom of his Alzheimer’s disorder and his depres-
sion and was more patient with him, willing to not take his hostility person-
ally. After repeated meetings with him, she assisted him in getting medication, 
which greatly reduced his emotional suffering. Did the behavior of the care 
staff and doctor constitute neglect? Legally, no, yet some of the man’s needs 
were clearly ignored—it was easier to do so than to deal with his anger. As 
noted, social workers need to look beneath men’s affect in order to help under-
stand their needs and concerns.

older Men in the community

When the spouse of an older person dies, it is important to reconsider living 
arrangements for the surviving spouse. Many older men find these delibera-
tions difficult. On one hand, they have learned that a real man does not need 
others—he should be independent. On the other hand, given that many men 
rely on their spouses for a large portion of their emotional needs, older men 
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who lose their spouses may wind up feeling extremely lonely. One of the ways 
that older women have increasingly dealt with this dilemma is through living 
with other women friends. The prohibitions against men doing this are great. 
Men who are seen living together often have their sexuality questioned; this 
can be difficult for older men. Also, as discussed earlier, many older men do 
not have the requisite skills for forming new friendships. However, in spite of 
these difficulties, some men have found that living with a friend can become 
an important part of their staying connected and may lead to a new, healthy 
life structure. A recent example was presented in a newspaper article in the 
Charlotte Observer (Kelley 2007). The article describes two men who met at a 
senior center and soon developed a close friendship. They began taking class-
es together at a local community college. In spite of different personalities, 
both men, in their mid-eighties, found their friendship enriching. Soon one 
of them moved into the other’s home. They began to divide household chores 
and developed rituals of living together. Both men felt that living together has 
heightened their independence, as they have been able to achieve things they 
were not able to achieve on their own. For instance, the men enjoy cross-coun-
try travel, and they work out together.

There are several types of community organizations and groups that meet 
the social needs of men. Veterans of Foreign Wars clubs are popular with older 
male veterans. Civic associations such as the Lions Club are also popular with 
men. In a neighborhood in which I lived in San Francisco, older working-class 
Italian men met at the local bar and spent the day talking over drinks (usually 
one beer that was nursed very slowly) and playing pool. The neighborhood 
bar served as a social club for these men, many of whom did not drink alco-
hol. There was never any pressure from the bartender for the men to purchase 
drinks (alcoholic or other). Everyone seemed to understand the importance of 
the bar not only as a business, but as a social institution as well. Other com-
munities have social institutions that function as a means of helping older 
men. For instance, in the Puerto Rican community of Philadelphia, older men 
would meet and socialize at the park, where they play dominos, or at the local 
bodega (store), where they play cards.

Cooper, Groce, and Thomas (2003) advocate for the use of Afrocentric, 
intergenerational programs designed for African American men. They present 
the Maturing Africans Learning from Each Other (MALE) project, designed 
to provide for the spiritual, social, and developmental needs of African Ameri-
can male youth and older adults. The program consists of an intergenerational 
mentoring program designed to teach and reacquaint men with Afrocentric 
values. Through didactic training, discussion, and mentoring experiences, 
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older African American men experience a sense of social connectedness and 
are afforded the opportunity to contribute to the development of younger men. 
Preliminary data showed that the program holds great potential for meeting 
the social needs of the participants. By helping different generations of men 
connect to their cultural heritage, the program works simultaneously toward 
personal and social transformation. The authors note that the program’s focus 
on helping explore death as an integral life stage, a concept that is congru-
ent with an Afrocentric viewpoint, helps these men begin to find meaning 
in older adulthood. They found that some participants began to discuss with 
their loved ones their mortality and their hopes and dreams regarding the ag-
ing process for the first time.

Aspects of narrative therapy are particularly useful with older men. One 
of the key tasks with many older men is to help them view the successes in 
their lives, and to help them view their struggles and problems within a narra-
tive of strength and resilience (Fast and Chapin 2000).

Reviewing one’s life is a life-long, natural human process that helps people 
understand the stories of their lives (Staudinger 2001). As such, practitioners 
and scholars have developed an approach called life review or reminiscence 
therapy (Butler 1963). A great deal has been written about the use of reminis-
cence in therapy with older adults (Harris 1997). Research has shown the use of 
reminiscence to be effective in working with adults, and that it can be part of an 
integrated, eclectic approach to practice (Birren and Deutchman 1991; Hillman 
and Stricker 2002). Harris (1997) found the approach to be appropriate for work 
with culturally and linguistically diverse men. This method fits in nicely within 
a narrative framework, as it helps men verbalize stories about the best and most 
important experiences in their lives. In reminiscence, the worker encourages 
men to recall significant events from their life that provide them with meaning 
and pleasure (Burnside and Haight 1994). The goal of this type of work is to 
help men feel good about their lives and place their pasts in order (Cook 1991). 
At times, men will have negative evaluations about aspects of their lives that 
they will need to come to grips with. At times, the goal will be to help them ac-
cept these aspects of their story and place their failures in perspective. At other 
times, the narratives of some older men may be full of harsh judgments based 
on socially imposed expectations about how they should have lived their lives. 
This may be particularly true of men whose lives have not aligned closely to the 
hegemonic male ideal, or who have engaged in violent, destructive, or other 
injurious behaviors. Or men may have more subtle or pervasive senses of their 
own failings; for example, men who were not able to build successful careers or 
families. They may have come to understand that they have not lived their lives 
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as “real men should.” Men in these situations are often plagued by self-doubts, 
regrets, and depression.

In situations such as this, cognitive and narrative techniques may be 
valuable in helping men alter the current story of their life. From a narra-
tive perspective, having men “thicken the story” by discussing the context 
of the events and their own evaluations is valuable. The goal is to help the 
man place his perceived failures within the context of his social situation, 
personal or social constraints, or other factors that can help him view his 
story in a different light. For instance, one older man was preoccupied with 
not spending more time with his children or not developing a career that felt 
meaningful. Through elaborating on the context, by telling his story in great 
detail, it became clear that he held a factory job during the day and worked 
as a bartender at night to support his family. His wife, who struggled with 
anxiety and depression, was not able to work outside the home. She felt over-
whelmed with raising their children. As such, he did the best he could do. As 
a therapeutic aid, the therapist solicited two letters from his children (with 
the client’s permission) in which they both said they respected their father 
greatly. This approach is also congruent with CBT and has been used with 
depressed older adults.

The main method used is a systematic examination of recollections in 
order to reframe thoughts and attitudes and focus on past coping and posi-
tive views of oneself. In the context of depression, fostering integrative and 
instrumental reminiscences is particularly salient. Integrative reminiscences 
refers to distanciated and contextualized reappraisal of losses, shortcomings, 
and difficulties; review of development of personal values, commitments, and 
life objectives; and reappraisal of negative events in terms of personal mean-
ing. Instrumental reminiscence refers to recall of episodes of problem solving 
and positive adaptation, review of adequacy of past and present life objectives, 
and reactivation of a competent self-concept (Cappeliez 2004).

Relating this work to previous discussions of CBT, the approach may be 
used to help challenge beliefs that are self-downing and self-injurious. General-
izations about one’s life are considered a core irrational belief and can be helped 
by eliciting evidence that runs counter to these generalizations and helping a 
man see how he is not clearly viewing the whole context of the story.

Reminiscence can be used both individually and in groups. In groups 
the therapist facilitates sharing among members and validates support and 
encouragement. The therapist can take a supportive, facilitative posture or a 
more directive approach, depending on the group members’ cognitive capaci-
ties and their ability to help each other in the reframing/reauthoring process. 
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Creative props, such as photographs, video or audio recordings, and related 
objects can be used to help trigger memories. Music, especially important 
songs taken from key developmental periods of clients’ lives, can be a par-
ticularly valuable method. Olfactory and tactical methods can also be used to 
help stimulate memories. Friends and relatives may be used individually or 
in groups to help trigger memories or facilitate discussion about specific life-
course events. Utilizing family members and others in this manner can help 
decrease social isolation and bring people into the care of their older adult 
friends or relatives in a positive manner.

Several gerontologists have utilized narrative-inspired approaches in their 
work with people with Alzheimer’s disorder. Using reminiscence work with 
these men can provide a sense of personal integration and connections in 
their lives, social bonding and support in the context of group work, and even 
assistance in maintaining their cognitive capacities. In one study, using an 
experimental design showed that reminiscence groups have positive impact 
on cognitive functioning and social withdrawal for persons with Alzheimer’s 
disorder and other types of dementia immediately following treatment as well 
as six months after (Tadaka and Kanagawa 2007). However, the authors rec-
ommend that due to the nature of the disorders, treatment groups should be 
continued, or offered periodically, for gains to be maximized. Other research 
has led practitioners and researchers to support the use of these and other 
psychosocial methods in treating Alzheimer’s disorder and other types of de-
mentia (Head, Portnoy, and Woods 2004).

When facilitating discussions, it is important to take into account the 
cognitive capacities of clients. Reminiscence and other therapeutic groups for 
older adults with dementia work best when the groups are homogenous in 
terms of cognitive capacity and, to the degree possible, age.

Spiritual eldering, discussed previously, is congruent with an existential 
approach. The approach is part of an overall movement in gerontological stud-
ies, positive aging. Positive aging and the age-ing to sage-ing movements seek 
to help older adults reclaim positions of meaning and moral authority in their 
communities. Age-ing to sage-ing groups encourage older adults to meet to-
gether to explore their potential for continued growth. Writing exercises and 
reflective discussion focus on how people can use their life experiences to bring 
healing and repairing to the world, and to further the development of their 
communities. This movement seeks to incorporate spirituality in the lives of 
older adults. Many older adults reengage their traditional religions or develop 
new ways of engaging in spirituality. Even the negative consequences of aging 
can help lead to a deepening of spirituality. Dass (2001), a longtime leader in 
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interreligious spiritual development, explored how his stroke, or what he re-
fers to as “stroke yoga,” helped him develop spiritually. He noted that having to 
shift from being a caretaker to being taken care afforded him the opportunity 
to learn to appreciate love and connectedness in a new way. For him, one of 
the greatest spiritual realizations is the connectedness of human beings to each 
other, to our communities, and to our planet. By being less invested in worldly 
achievements, the older adult can develop a new, less egocentric way of being.

Not everyone explores these issues of meaning through a theistic frame. 
Existentialism teaches us that older adults may visit these larger issues of 
meaning without being “religious.” It is the role of the social worker to ac-
cept the older adult’s belief system and help him or her use these beliefs as 
strengths, and as a potential mechanism for healing and change. Common 
to each of these approaches is a focus on the strengths of older men. Finding 
ways of helping older men maximize their current strengths and resources 
should be part of all social work practice with men.

Creative and artistic approaches have often been advocated as an impor-
tant tool in helping older adults achieve a sense of wholeness, integration, 
meaning, and pleasure. Beck (2000:1) explores the notion of a creative elder-
hood as a valuable model for aging, and also as a description of the value of 
artistic media.

Creative elderhood approaches aging by exploring the wellness potential of artistic 
self-expression and creativity, vital nutrients to our personality development and 
overall health. Art and creativity fuel playful curiosity and more of the body/mind’s 
potential to breed wellness. Actively creative people generally possess a broader 
range of responses and a more encompassing vision. Creation and expression em-
power individuals to move beyond mere thought, to make concrete the experi-
ences of their lives. This act of translation fosters growth and well-being—transfor-
mation—emotionally, intellectually, physically, socially, and spiritually.

Art has been used in a variety of settings to help older adults with remi-
niscence and to be vital and alive. Poetry is one artistic medium that has fre-
quently been used with older adults. However, those who use creative arts 
methods must be sensitive to the desires of men with whom they work. To 
help older men achieve maximum autonomy, social workers should not com-
pel them to engage in artistic explorations if they do not want to. Those who 
try to engage older men in the arts walk a fine line between exposing them 
to media and ideas to which they may not be accustomed and forcing these 
methods upon them.
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Several years ago I conducted a poetry group for nursing home residents 
with Alzheimer’s disorder. One of the men who was asked to join the group 
was clearly ambivalent about participation. He would sit at the edge of the 
group and sometimes appear to listen, and other times he would not. Each 
time I asked him to sit where he would be comfortable and said that if he 
ever wanted to sit in the group, in particular next to me, I would be delighted. 
Learning that up until several years ago he loved to shoot pool, I found poems 
to read in the group related to the topic. Within several sessions, he began to 
sit with the group and would request poems about playing pool. No longer 
able to write, he soon told me about what he liked about shooting pool. I used 
his words to form a poem and brought it to him before the group. I asked him 
if he would like for me to read it to the group, which he was very happy for 
me to do.

The existential approach to therapy pays special attention to end-of-life 
issues. Death is a core therapeutic reality for existential practitioners. An exis-
tential approach focuses on helping people end their lives with dignity, hope, 
and meaning. Death is a difficult concept for many social workers to contend 
with, but it is essential that social workers develop the capacity to discuss these 
issues. One of the ways to become more comfortable exploring death with 
others is to do some personal work around one’s own death, as called for in 
the second exercise below. It is important to note that some people have had 
painful experiences around the death of love ones and have avoided looking 
at death. If this applies to you, you will want to proceed with caution engaging 
in this exercise.

The National Association of Social Workers (2004:4), in its develop-
ment of standards for palliative and end-of-life care, dedicates one of its 
standards to the attitude and self-awareness of social workers who confront 
end-of-life issues: “Social workers in palliative and end of life care shall 
demonstrate an attitude of compassion and sensitivity to clients, respect-
ing clients’ rights to self-determination and dignity. Social workers shall be 
aware of their own beliefs, values, and feelings and how their personal self 
may influence their practice.”

Many types of social workers will work with clients who must prepare to 
face the prospect of dying. The importance of social workers helping to pre-
pare older men for dying was also confirmed by Vig and Pearlman (2003:1598) 
in their qualitative study of older men who are dying: 

Participants believed that their actions could help ensure good deaths. A sense of 
completing one’s preparations for death assured some participants that the burdens 
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on loved ones would be minimized after their deaths. The belief that dying with 
unfinished business would lead to a bad death, for example, motivated some partic-
ipants’ preparations in the present. One participant responded that the most impor-
tant thing in his life was to “see that everything is taken care of, so that everything 
can be in the hands of my wife, and it’ll be an easy transition when I’m gone.” By 
organizing his finances and preparing his funeral, this man felt that he could soften 
the blow of his death on his wife. 

Participants valued their independence. They expressed concerns about be-
coming dependent and burdening loved ones during the process of active dying 
and death. One individual described the emotional burden on his loved ones if 
he died in a debilitated state, “Well, the only one that bothers me would be to 
wind up, you know, incapacitated and lying in a hospital bed indefinitely. . . . That 
would be the worst scenario that I could imagine . . . just not being able to take 
care of yourself even as far as going to the bathroom . . . I wouldn’t want my chil-
dren to remember me that way; I wouldn’t want S. to remember me that way.”

Hospice and palliative social work are important social work specialties 
that often involve older men. Hospice social workers engage in a variety of 
roles. Palliative care and hospice care differ but may be provided by the same 
social worker (Christ and Sormanti 1999). Palliative care refers to care that 
focuses on the reduction of pain and discomfort and can be provided at any 
point during a serious illness. Hospice care refers to providing services to cli-
ents who are no longer actively seeking a cure for their illness, and who are 
expected to live for less than six months. Both these types of care serve as a 
critical link between a dying man’s family and his medical team. Hospice so-
cial workers are able to help family members understand the complex medical 
issues involved and make informed chooses about their loved one’s care. Hos-
pice social workers provide case management services for families also will 
help family members through the complex feelings of grief, sadness, stress, 
and anger that they may struggle with.

case example

Willy is an 85-year-old man who lives in the same midwestern city in which 
he was born. In many ways, his life has been typical of men born in the early 
1920s. His early childhood was happy and fairly easy; his father worked as a 
foreman in a meat-packing plant and was able to support his family well during 
Willy’s early childhood. They lived in a medium-sized home around the corner 
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from the school Willy attended. His mother cared for Willy and his two younger 
brothers. Willy was 8 years old when the Great Depression began and his father 
lost his job. For the next decade, his father went from odd job to odd job; his 
mother was rumored to have sold her body for money. At age 13 Willy dropped 
out of school to beg for money for his family. These were difficult years. Willy 
frequently found himself in violent situations, and he was beaten and even once 
raped. He has spoken about this experience with very few people in his life. He 
still feels a great deal of shame for “letting” the man take advantage of him in-
stead of being able to fight him off. In his late teens, Willy was able to find odd 
jobs fixing small machines; he was handy and was able to learn to be a mechanic 
from a neighbor. This was a skill that would serve him well throughout his life.

When World War II began, Willy was drafted. He quickly learned to be an 
airplane mechanic and was sent to the South Pacific. Willy was lucky and made 
it through the war physically and mentally unscathed. Upon his return, he got 
a job as a mechanic for the United States Postal Service. It was just the kind of 
job he was looking for, something that would be stable and secure and would 
allow him to continue to use his skills. Willy constantly worked at being the best 
mechanic he could. His fear of economic insecurity drove him to learn as much 
as he could.

Since the 1950s Willy’s main form of socialization has been through bowling 
leagues. Willy loves to bowl. On some level, bowling teams remind Willy of the 
war: no matter what you feel about your teammates, they are your teammates 
and you support them. Loyalty and teamwork are important values that he cher-
ishes. Willy enjoyed the stability of the bowling league; it contrasted greatly to the 
instability he experienced during the Depression, the defining event of his life.

An added benefit of bowling leagues was that he was able to meet women. 
Within a year of his return from the war, Willy met Karen, who also worked for 
the post office, as a letter sorter. After a year of dating, Willy and Karen mar-
ried. Their life was fairly “basic,” in Willy’s words. Karen quit her job within 
several years, and they had three children. They enjoyed their family life. Willy 
provided his children with a stable environment. He is not a particularly de-
monstrative men, but neither is he cold or distant. While he rarely hugs his 
children or tells them that he loves them, each of them feels loved and cared 
for. They understand that their dad is an “old-fashioned, working-class guy.” 
Willy prides himself on being a responsible man, and on following through 
with his obligations. The purpose of life is to “do a good job, and raise your 
family right,” in his words.

Willy retired from his job at the age of 70. He was ambivalent about retire-
ment but had to admit to himself that he was not able to do the work any longer. 
Willy began to struggle with several health problems. He was diagnosed with 
arthritis in his early sixties. For nearly a decade, his hands hurt while he worked, 
and they hurt a great deal during his bowling leagues, which he and his wife 
participated in three times a week, though he was unwilling to give them up. 



� � �  |  M e n  a t  r i S k

For Writing and rEFlEction

 1. What are Willy’s current psychosocial needs?
 2. How can Willy be helped to move toward a new vision of his future?
 3. How can Willy’s bowling league be used as a source of strength?
 4. How can Willy’s family be helped in this situation?

ExErcisE 1

Please do the following free-writing exercise. Write a paragraph using each of the fol-
lowing prompts.

When I think of older men I think of:
Older men can contribute:
Older men are capable of:
The problem with older men is:

About the time of his retirement, Willy also had begun to develop mild trem-
ors in his hands; his doctor feared that he was developing Parkinson’s disease 
or some other neurological condition. Further testing from specialists revealed 
that he does indeed have the disorder—he was diagnosed at age 71. However, 
Willy was fortunate in that the disease did not progress as rapidly as it often 
does, and he was able to maintain his bowling ritual and his quality of life. How-
ever, this began to change. He has recently been experiencing both intense pain 
and tremors in his hands. For the first time in fifty years, he has had to miss time 
from his bowling league. One day he was feeling too tired to leave the house. 
Another time his hands hurt too much to bowl. To Willy, missing bowling was 
emotionally painful. Willy is currently struggling with what his changing health 
status means for his sense of self. He has been increasingly moody and irritable 
with his wife and children. He has a hard time remembering things. Willy has 
not sought out the care that would help him for several reasons. First, since he 
has not been comfortable talking about his feelings, those around him do not 
know how bad these changes in his health status make him feel. His family at-
tributes his change in mood solely to the progression of his Parkinson’s disease, 
not to his feelings of sadness and loss about his vitality. In fact, like many men of 
his generation, Willy did not develop the emotional vocabulary to talk about the 
“softer” emotions. At this point, Willy remains stuck between an old self that he 
is not able to access and a new self that he cannot envision.
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ExErcisE 2

The purpose of this exercise is to help you explore your own beliefs about death, in 
particular your own death. Begin this exercise by relaxing with your eyes closed for 
several minutes. Once you are relaxed, visualize your own funeral. Spend time doing 
this. Imagine the setting. See who is there. Listen to what people are saying about you, 
about your life. Spend about ten minutes meditating on this exercise.

For Writing and rEFlEction

 1. What was this exercise like for you?
 2. What did you learn about your own conceptions of death from this exercise?
 3. Based on these conceptions, how might your beliefs about death influence 

your work with older men?



In spite of many similarities, men are not a monolithic group. Social workers 
work with men from many racial, ethnic, cultural, and religious groups. Being 
able to understand how diversity affects social work practice with men is an 
essential skill. As with other groups, there are often as many intragroup differ-
ences as there are intergroup differences. This chapter discusses some of these 
key cultural differences and attributes of men from diverse backgrounds and 
their implications for social work practice. It should be noted that any proper 
discussion of the complex concerns and needs of diverse groups of men would 
warrant an entire book. The aim here is merely to sensitize social workers to 
some of the issues pertaining to diverse groups of men that are not explicitly 
or sufficiently covered in other sections of the book. Before discussing the spe-
cific cultural variables related to different groups of men, a comment about 
culturally sensitive practice is warranted.

culturally Sensitive Practice

Many wonderful books have been written on the topic of culturally compe-
tent practice, and all social workers should familiarize themselves with these 
works (Devore and Schlesinger 1991). However, in a very real sense, all good 
social work practice must be culturally competent. Throughout this book I 
have treated men as a culturally distinctive group. Culturally specific factors 

 Diverse Men at Risk tWelVe
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not only affect how problems are manifest but provide a context for possible 
solutions to those problems.

racism, oppression, and Discrimination

One of the misunderstandings of micro social work practice is that it focus-
es merely on “personal issues.” It is true that contemporary American social 
work practice has centered on the individual as the locus of problem identifi-
cation and alleviation. Yet, individual and social factors are profoundly linked. 
This book has explored the impact of socialization, for instance, the impact of 
hegemonic masculinity, on the cognitive content, processes, and structures of 
men. It has examined how micro methods can be used to help men evaluate 
and change their often rigid and unhelpful conceptions of masculinity. The 
same process can occur with oppression, discrimination, and racism. 

Much debate exists as to what constitutes culturally sensitive social work 
practice, the degree to which relevant content is currently infused into social 
work curriculum, and the effectiveness of such methods (Hopps 1988). Colon 
(1996) emphasizes the need for a “generalized sensitivity” to cultural factors 
in working with diverse populations. Williams (1988) presents a policy-based 
approach. He suggests that a policy course on racism and oppression should 
act as the “integrating mechanism” for cultural content throughout the cur-
riculum. In this model, theories of power and oppression are seen as the main 
organizing principles, equipping students with the analytical tools necessary 
for culturally sensitive practice. Williams suggests that this organizing prin-
ciple can be used with other themes, such as the effects of culture on human 
development, distribution of social resources, cross-cultural practice, distribu-
tion of welfare provisions to certain groups, ethical issues in research with mi-
norities, social and distributive justice in social welfare, and the effectiveness 
and relevance of practice theories with various cultural and minority groups. 
While this model of culturally sensitive practice has value as an analytical tool, 
it does not lend itself to direct practice situations. Knowledge concerning the 
etiology of social problems does not necessarily lead to clear practice prescrip-
tions.

Harper and Lantz (1996) take a different approach to culturally sensitive 
social work. Instead of focusing on factors that differentiate social work prac-
tice between groups, they have posited curative factors that transcend cultural 
boundaries. They have identified seven factors that are useful in solving “emo-
tional” problems across cultural contexts: respect for the client’s worldview; 
the importance of hope; helper attractiveness, i.e., warmth, genuineness, and 
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compassion; techniques designed to give clients more control of their lives and 
environment; rites of initiation, defined as rituals designed to cope with life 
stage transitions; cleansing experiences, rituals designed to let go of unwanted 
emotions; and existential realization, or helping a client search for meaning. 
The authors note that while these factors are curative within all cultures, the 
manner in which they are expressed and experienced differ markedly. In ad-
dition, these factors must take into account the realities of minority status, in-
cluding the experience of being unwanted and shunned by dominant groups.

Such theorists focus on clinical skills and knowledge needed for culturally 
sensitive practice across ethnic groups. That is, they seek to identify domains that 
a practitioner must understand in order to work with a given population. They 
do not focus on the specifics of given client groups but provide insight into what 
factors need to be explored by those seeking to work with minority populations. 
Leininger (1987) posits that helpers must learn to identify what helping behav-
iors are accepted within a given community before services can be provided.

While focus on cross-cultural curative factors or on the nature of the 
minority experience itself is an important component of culturally sensitive 
social work practice, there are several limitations that such a focus has as an 
organizing principle. For instance, it does not allow helpers to understand the 
discrepancy between their own values and those of their clients. Lau (1986) 
observed that helpers may not possess the same worldview and value system 
as their clients and therefore may be unaware of what behaviors and beliefs 
are sanctioned by the group, and which are idiosyncratic to the individual. 
Further, Goldenberg and Goldenberg (2002) remind us that there is a danger 
in generalizing about norms of minority cultures: such generalizations may 
easily calcify into ethnic stereotypes. They suggest that the purpose of learning 
about cultural differences is to assist the helper in recognizing lifestyle pat-
terns and behavior as normal for the given group. Without such knowledge 
the helper may label unfamiliar behavior as deviant or dysfunctional. With 
this warning in mind, the sections that follow explore some of the important 
issues to consider when working with different groups of men.

Gay Men

Homosexuality has become increasingly accepted in American life. Recently, 
John Amicci, a former professional basketball player, expressed surprise at 
the acceptance and warmth he felt after announcing to the public that he is 
gay. However, while gay men have become more accepted in American so-
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ciety, being homosexuality clearly is still stigmatized within many segments 
of American culture. Gains that were made during the 1980s and 1990s have 
been somewhat threatened by more conservative shifts within the American 
political landscape. It has become more common and accepted for some re-
ligious conservatives to say that they accept gays and lesbians, but not “their 
behavior.” This linguistic twist, when critically examined, is little more than a 
more subtle form of homophobia and prejudice.

Social cues such as this make the discovery and expression of one’s sexual-
ity as a gay person complex. Hughes (2003:262) explores this complex relation-
ship between the social and individual constructions of identity for gay men.

While the term “gay” seems commonplace and generally accepted by most peo-
ple, it is important to note that the meaning a man gives his own sexuality may 
differ from that which society gives it. Some men may place less emphasis than 
others on their same-sex attraction and more emphasis on other aspects of their 
sexuality, such as the emotional dimensions of their relationship or their particu-
lar sexual fantasies. Others may feel constrained by the label “gay” and the im-
ages it conjures. Regardless of whether or not we agree with people “staying in 
the closet” or “passing” as heterosexual, many men who are attracted to other 
men and who engage in same-sex behaviour do not openly—and sometimes not 
inwardly—identify as gay. It seems that social workers need to be sensitive to the 
meaning different people give to their sexual identity and how it is expressed in 
their lives. Encouraging people to provide their own labels, whether its gay, bi-
sexual, queer or something else, might be one strategy.

Homophobia and heterosexism were briefly explored previously, but 
they demand increased attention in this section, as they are terms that de-
scribe oppressive conditions that have a deep impact on the lives of all men. 
They are so pervasive in the lives and psyches of men that they warrant their 
own discussion.

Homophobia refers to the hatred and fear of gay men. It locks all people into 
rigid and gendered ways of being that inhibit creativity and self-expression. It 
compromises the integrity and humanity of heterosexual people by pressuring 
them to treat others badly. Homophobia inhibits one’s ability to form close, in-
timate relationships with members of the same sex. Societal homophobia adds 
to the pressure to marry, which in turn places undue stress and often trauma 
on heterosexual spouses and children. Homophobia may encourage premature 
sexual involvement to prove that one is normal, which increases the chances of 
teen pregnancy and the spread of sexually transmitted diseases. Homophobia 
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combined with sexphobia (fear and repulsion of sex) results in the elimination 
of any discussion of the lives and sexuality of people who are lesbian, gay, bisex-
ual, or transgendered (LGBT) as part of school-based sex education, keeping 
vital information from all students. Such a lack of information can kill people 
in the age of AIDS. Homophobia can be used to stigmatize, silence, and, on oc-
casion, target people who are perceived or defined by others as gay, lesbian, or 
bisexual but who are in fact heterosexual. Homophobia prevents heterosexuals 
from accepting the benefits and gifts offered by LGBTs, contributions that are 
social, theoretical, political, artistic, familial, religious, and so on (Flood 1997).

Political advocacy is an important social work intervention when working 
with gay men. Most gay couples are still not afforded the right to marry or the 
same legal protections that married, heterosexual men have. Social work eth-
ics require social workers to work for equal rights of all their clients (National 
Association of Social Workers 1999).

transgendered Men

Transgender refers to a diverse group of people who do not identify with the 
sex to which they were born. Other transgendered people were born with 
aspects of sex traits from both men and women (intersex). Transgender dif-
fers from sexual orientation. People who are transgendered may or may not 
identify themselves as being transgendered, some believing that the term does 
not carefully depict their individual gender- and sex-related identity. Trangen-
dered persons are not necessarily gay, lesbian, or bisexual—many identify as 
being heterosexual. Regardless, transgendered persons who are viewed by the 
outside world as men face significant stigma and are not well understood. 

Social acceptance of transgendered individuals, whether they started life 
as men or as women, remains low. The incidence of transgendered men has 
been estimated to be between 1 in 10,000 and 1 in 30,000 (Harry Benjamin 
International Gender Dysphoria Association 2001). Transgendered people 
are often viewed as deviant or degenerate in many communities. However, 
some Native American communities are far more tolerant of transgendered 
persons. In these communities, the term two-spirit is used to describe those 
in whom both the masculine and feminine spirit live within the same body 
(Lang 1998). Depending on the community, two-spirit refers not only to trans-
gendered people, but to gays and lesbians as well. While the term has been 
used as such in English for only about two decades, many Native American 
languages contain words with the same meaning.
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The needs of transgendered persons remain unmet. While part of this can 
be blamed on the society as a whole, the mental health profession in general 
may be part of the problem (Brown and Rounsley 1996). Transgendered men 
are typically diagnosed as having “gender identity disorder,” which patholo-
gizes their gender identity. Social work has responded positively to this prob-
lem with formal statements of acceptance of sexual identity diversity in its 
code of ethics (National Association of Social Workers 1999).

While programs in some of the larger American cities serve the needs of 
this population, the majority of cities and small towns do not. Social workers 
in smaller communities who provide services to a wide variety of men should 
become familiar with the issues of transgendered men. As transgendered ex-
pressions of sexuality are extremely diverse, social workers should humbly 
seek to understand how each person expresses his or her sexuality and seeks 
affirmative, affectual relationships.

latino Men

Latinos are now the largest minority population in the United States, consti-
tuting over 13 percent of the population. It is estimated by the year 2025, one 
quarter of the U.S. population will be Latino (U.S. Census Bureau 2006). La-
tinos, also referred to as Hispanics, are not a monolithic group. Latinos origi-
nate from Mexico, the Caribbean, South America, or Central America. While 
the primary language in most Latin American countries is Spanish, Portu-
guese is spoken in Brazil, and indigenous languages are often the first lan-
guages in Peru and Guatemala. In the United States, Mexican Americans are 
the largest Latino group, followed by Cubans, Puerto Ricans, and those from 
Central America. Many Mexican American families never left their ancestral 
homelands but became residents of the United States when the country an-
nexed parts of Mexico.

Latinos are generally misunderstood, and this may be especially true of 
Latino men, who are often thought to be lazy and abusive (Gonzalez 1996) 
and seen as having little interest in adapting to “American” customs (Delgado 
2006). The Latino male is seen as “macho” and aggressive; the protective, posi-
tive aspects of the cultural norm of “machismo” are too often unrecognized in 
Latino men throughout the world (Gutman 1996; Willis 2005).

The reality of Latino men is very different from the stereotypes. For in-
stance, many employers actually view Latino men as better and harder work-
ers (Aponte 1996; Kim 1999). Those who are not documented citizens often 
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must work multiple jobs; many send a great deal of their earnings to their 
country of origin to support their families.

Latinos in general, and men in particular, underutilize social and physical 
health services (Fiscella et al. 2002; Padilla, Ruiz, and Alvarez 1989). Services 
are too frequently not provided with sensitivity to the cultural, political, so-
cial, and linguistic realities of Latinos. Many agencies struggle with finding 
trained social workers who can provide services in Spanish. Agencies who are 
not able to find such personnel can help bridge this gap by establishing part-
nerships with indigenous helpers and healers, an important part of providing 
culturally competent services.

Both the narrative approach and the strengths perspective may have spe-
cial utility when working with Latino men. Zuniga (1992) explored the im-
portance and utility of dichos, or wise sayings, in working with Latinos. La-
tinos have a profound respect for history, culture, and the oral tradition. As 
such, helping Latino men find valuable dichos that they can use as metaphors 
for personal growth and transformation can be useful. For instance, when I 
traveled to Nicaragua in the 1980s, the whole nation rallied around the dicho 
“Aqui no se rinde nadie,” nobody gives up here. I have found this expression 
helpful in working with Latino men who are trying to overcome addiction or 
health-related concerns. The strengths perspective is also very important with 
Latino men who adhere to the masculine norm of machismo. By focusing on 
their strengths and what they have done well for their families and themselves, 
social workers can engage Latino men in the most prosocial aspects of ma-
chismo and can help them develop a positive helping relationship. Helping 
Latino men feel a sense of orgullo, or pride in what they have achieved, often 
in difficult circumstances, is a valuable part of helping them fortify their own 
internal and external resources.

While dominant models of masculinity change conceptions of what it 
means to be a man in other parts of the world, other social forces affect what 
it means to be male in the United States. Migration and transmigration have 
rapidly changed the face of the United States, and thus who and what is an 
American man. Many of the Latinos in the United States live what is now 
being referred to as a transnational pattern of migration (Furman and Negi 
2007). Transmigrants differ from traditional migrants in that they maintain 
lives and identities in both their sending and receiving countries. Historically, 
studies of migration have used the concept of assimilation as its central orga-
nizing principle: migrants to the United States were expected to find ways of 
adapting to the dominant culture. However, this was a mischaracterization of 
the relationship between host country and migrant: they both had an impact 



D i V e r S e  M e n  a t  r i S k  |  � � �

on each other in complex and powerful ways. Yet, there was an expectation 
that migrants would find a way to meet the demands of their host countries 
and over time would find ways of adapting their behavior to their new cultural 
context. Yet, transnational migrants live in two worlds. For instance, Mexican 
day labors may work in the United States for several months, often in isolation 
from traditional social structures, and return to Mexico for months to spend 
with their families. Such transmigrants find themselves in the middle of two 
worlds, between differing notions of what it means to be a man.

asian american Men

Asian Americans are also an extremely diverse group. This diversity and its 
history is often not well understood by the American public. Chinese men 
began arriving in large numbers in the United States in the middle of the 
nineteenth century to work in the California gold rush and as laborers on the 
transcontinental railroad. In the 1880s the largely male Chinese population of 
workers were discouraged from immigration by the Chinese Exclusion Act. 
This act also affected Chinese American men, who had an increasingly dif-
ficult time traveling to China and returning to the United States. 

Japanese Americans arrived in the United States in the late 1880s to work 
in the agricultural industries of Hawaii and California. Originally welcomed, 
over 100,000 were impressed in internment camps during World War II, one 
of the lowest points in the history of human rights in the United States (Zinn 
2005). Through this experience Japanese American men, who viewed them-
selves as Americans, first and foremost, often lost their careers, property, and 
many sources of meaning in their lives. While it is perhaps difficult to imagine 
this happening today, it demonstrates the depths of relatively recent racism to 
which Asian American men have been subjected. 

Other significant Asian American populations include men from the Phil-
ippines, India, Pakistan, Korea, Vietnam, and Cambodia, among others. The 
Immigration Act of 1990 increased the number of middle- and upper-class 
Asians immigrating to the United States by giving immigration preference to 
those in the medical and technological fields.

Stereotypes of Asian males portray them as weak and submission. Me-
dia representations of subservient Chinese men have permeated Western 
television and movies. A recent film, The Slanted Screen (2006), explored the 
evolution of stereotypes of Asians in cinema. The film shows how Asian men 
have been portrayed at times as devious, diabolical, and deceptive, silent and 
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subversive, bumbling, effeminate, or masters of martial arts. Rarely are Asian 
Americans portrayed as real humans with depth, substance, strengths, and 
vulnerabilities. Although the Asian population is growing rapidly and Asian 
Americans can now be found in communities throughout the United States, 
currently they comprise only 3 percent of the population and have historically 
lived mostly on the East and West Coasts. Thus many Americans, even social 
workers, may buy into these stereotypes.

The majority of Asian American men do not conform to the hegemonic 
masculine ideal, either physically, socially, or emotionally. Asian American 
men tend to be less mesomorphic than other racial groups. Additionally, 
while there is huge diversity in Asian cultures, expressions of dominance and 
aggression in the public realm are generally discouraged. Again, these differ-
ences should be seen only as cultural tendencies; they vary based on the de-
gree of assimilation and adherence to middle-class cultural norms. As with 
each population discussed in this chapter, social workers must use cultural 
tendencies as hypotheses for understanding individual men.

african american Men

Elsewhere in this book I have noted that African American men have higher 
rates of several psychosocial and health concerns than some other popula-
tions. It is important when discussing these health and psychosocial issues that 
we place them within the proper context and not engage in the pathologizing 
of African American masculinity. Hunter and Davis (1994) present a cogent 
discussion of how African American masculinity has been described in the 
theoretical and empirical literature. In the early part of the twentieth century, 
research and scholarship portrayed African American men as incompetent 
and psychologically damaged. Early scholarship focused on the maladaptive 
behaviors of black men. When this research was contextualized, it connected 
African American men’s behaviors to a legacy of racism. However, the prob-
lem was still seen to reside within African American men themselves. It was 
not until the 1960s that the discourse shifted. New research and scholarship 
found that African American men did in fact ascribe to values congruent with 
mainstream American life yet encountered structural and institutional bar-
riers that impeded their ability to participate in many institutions. However, 
according to Hunter and Davis, the literature was slow to shift to a discussion 
the strengths and resiliencies of African American men. They note:
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Studies of Black women emphasize how out of oppression a unique definition 
of womanhood was forged, one in which adversity gave rise to strengths. How-
ever, the discourse around men and oppression focuses on the stripping away of 
manhood. It is a perspective that castes Black men as victims and ignores their 
capacity to define themselves under difficult circumstances. Clearly, Black males 
have had to be men in a historical and cultural context that varied radically from 
White males’, however, emasculation and pathology were not the inevitable con-
sequences of this variation. (21)

In other words, black men (and other minority men as well) have developed 
considerable strengths from having to meet the challenges presented to them. 
These strengths coexist with risks. Masculinity and its expression are com-
plex and are not the only factors that are involved in the creation of human 
risk. Many biopsychosocial factors intersect to create the magnification of 
many behaviors.

Masculinity, and its expression, is still an extremely important variable. 
Several studies have explored varying conceptions of African American 
masculinity.

Cool pose behaviors often interfere with authentic heterosexual relation-
ships. Cool pose behaviors impede men’s attempts to develop open, expressive 
emotional relationships with women. In addition, not being able to regulate 
the cool pose behaviors, black males often have difficulty disclosing or ex-
pressing feelings in a meaningful way to those with whom they wish to be 
close. The toll is more evident in the mistreatment of self and other African 
Americans. Black men unable to express their feelings, fears, or worries are 
constantly under pressure to prove their manhood. Their emotions often can 
result in assault, accidents, homicide, suicide, alcoholism, or substance abuse. 
In addition, in order to be “cool,” African American men may distance them-
selves from uncool activities like achieving success in school (Pierre, Mahalik, 
and Woodland 2002).

In chapter 10 I discussed the problem of depression in men in general, 
and how the stigma that men experience inhibits their ability to recognize, ad-
mit to, and ultimately seek treatment for depression. In his courageous autobi-
ography, which includes statistics and discussions with mental health profes-
sionals, John Head (2004) explores how this is particularly salient for African 
American men. He notes that racism and social stigma compound depressed 
African American men’s overwhelming feelings of worthlessness and shame. 
He cites findings that physical health disparities (such as high rates of diabetes 
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and hypertension) are part of what leads to the severity of depression in Afri-
can American men.

Cultural factors influence the expression and willingness to seek treatment. 

We call depression “the blues” in the black community. We’re taught to shrug off 
this mental state. For many of us, it is not just a fact of life; it is a way of life. When 
bluesmen wail, “Every day I have the blues” or “It ain’t nothing but the blues” or 
similar words from a thousand songs, they do more than mouth lyrics. They voice 
a cultural attitude. They state the accepted truth at the heart of their music: Hav-
ing the blues goes along with being black in America. In addition, from the time 
we are young boys, black males have ingrained into us an idea of manhood that 
requires a silence about feelings, a withholding of emotion, an ability to bear bur-
dens alone, and a refusal to appear weak. The internal pressure to adhere to this 
concept of masculinity only increases as we confront a society that historically 
has sought to deny us our manhood. (Head 2007:3)

In additional to therapy and medication, Head explores the need for black 
men to stay connected to their families and social systems, get exercise, eat 
well, and in general live a positive and healthy lifestyle. He notes the impor-
tance of men focusing on their whole selves, which includes their social selves, 
spiritual selves, and psychological selves.

native american Men

To speak of Native American men as one group is problematic. The diversity 
that exists within Native communities in the United States is staggering. As 
with other groups, social workers who have been born and raised within the 
dominant culture may apply an individualistic worldview in their work with 
Native men. I do not want to underestimate how difficult it is for those of us 
brought up to see the world through our own cultural lenses to truly transcend 
this perspective. Each of us must constantly engage in in-depth and continued 
self-reflection to guard against our own cultural biases. 

Weaver (1999) conducted a qualitative study of Native American social 
workers and social work students. Her study explored what factors respon-
dents believed were needed for culturally competent practice with Native 
Americans. She divided responses into requisite skills, values, and knowl-
edge, which form the core of culturally competent practice. Respondents 
noted four areas of knowledge: diversity, history, culture, and contemporary 
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realities. Diversity refers to the importance of understanding that Native 
Americans are an extremely diverse group. History refers to the importance 
of understanding the history of Native nations/tribes within the area in which 
social workers practice, along with a general knowledge of the relationship 
between the United States government and Native American people. Cul-
ture refers to the general cultural traits shared by most Native people, such 
as reverence for older people and different cultural ways of relating to death 
and loss. Lastly, the contemporary realities of life of Native American people 
on and off reservations, including health disparities and disproportionalities, 
must be understood. The study found the need for two areas of skills: general 
skills and containment skills. General skills refers to good, solid social work 
practice competencies. Containment skills refers to the need for social work-
ers to develop the capacity to restrain themselves in practice. Weaver notes 
that containment skills involve “patience, the ability to tolerate silence, and 
listening—all skills that require social workers to be less verbally active than 
they might be with clients from other cultures. Containment skills require 
social workers to refrain from speaking” (221).

These skills may be hard for social workers from cultural background in 
which silence and verbal restraint are less a part of their cultural traditions. I 
found in teaching practice classes that developing the capacity to use silence 
therapeutically is an important social work skill for working with all clients, 
as silence provides people with the space to think and do their own work. 
This is true for Native people as well. Operating from a strengths perspective, 
social workers should allow Native American men the space to explore their 
own solutions.

In terms of values, Weaver’s study found helper wellness and self-aware-
ness, humility and willingness to learn, respect and open-mindedness, and 
social justice to be important in working with Native American clients. I have 
previously mentioned how critical self-awareness is, along with the ability to 
understand one’s own biases. The study also suggested that being emotion-
ally grounded and in touch with one’s own spiritual tradition may be of value. 
Humility is key in working not only with Native Americans, but with all cul-
turally diverse clients, as workers must learn from them about their own in-
terpretations and personal constructions of their cultural. Respect and open 
mindedness call social workers to value the perspectives of their clients and 
seek to understand how their clients’ worldviews lead them to conclusions 
that may differ from their own. In such situations, social workers would do 
well to employ the skills of patience and listening, thereby seeking to fully and 
deeply understand the realities of their clients. Finally, social workers working 
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with Native American men must understand the importance of social justice 
and macro practice. They must understand the impact of colonization and so-
cial policies and must advocate for the empowerment and self-determination 
of Native men.

Krech (2002) explores multiple methods that are appropriate for work-
ing with Native American men. He recommends programs that integrate 
traditional, Native American values and structures within the context of the 
modern world. “This calls for a blend of old and new methods; a combina-
tion of processes that have worked in the past connected with those that are 
working now” (92). Krech warns helpers to find easy ways of respecting the 
beliefs and cultures of diverse populations without romanticizing them. He 
observes that glorifying cultural traditions separates them from the difficult 
realities of actual living and may lead to a fear of questioning how effective 
they may be for different problems at different times. He advocates for sev-
eral methods to be used in this flexible, contextually driven, culturally com-
petent manner. These include the use of mentoring programs that educate 
men about traditional teachings and ways, the development of community 
wellness activities, drumming and singing, community-based celebrations, 
storytelling and narrative, and the integration of twelve-step programs as a 
vehicle for storytelling about recovery and renaissance. He posits that these 
and other methods that are based on more communal and community-based 
practice are more relevant and effective for Native American men than those 
that center on the individual.

case example

Dat Ngyuen is a 25-year-old Vietnamese man who lives in San Francisco. Dat was 
born in Vietnam, and his family fled the turmoil of postwar Vietnam when he 
was 3 years old. Dat’s family lived in a relocation camp until he was 5 years old. He 
does not remember living in the camp, yet his sister says she still has nightmares 
about the crowded conditions, the lack of food, and the fighting that transpired 
there. The oldest child in the family, Dat is close to his two sisters and his younger 
brother. He now works as an accountant for a large Silicon Valley computer com-
pany and mostly enjoys his job. He finds his tasks a bit monotonous at times but 
enjoys his coworkers, is treated well, and is happy with his income.

However, Dat is currently experiencing a great deal of stress in his life. His 
father was recently attacked while walking home late at night. His father was 
intoxicated at the time, having participated in the Vietnamese ritual of Nhau, a 
socially sanctioned form of male binge drinking. His father has consistently at-
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tended his Nhau group for many years. The Nhau serves several functions in the 
life of Vietnamese men. Men use their Nhau as a form or personal and profes-
sional support. In Vietnamese culture, men do not share their feelings freely, but 
they are permitted to bring up difficult situations in this group context. Nhaus 
are highly controversial for more assimilated Vietnamese and outsiders, as they 
are at times viewed as supporting alcoholism.

Since the family arrived in Vietnam, his father has struggled greatly with the 
process of assimilation. In Vietnam his father was the owner of a small store and 
was fairly successful. Typical of traditional Vietnamese families, Dat’s father was 
the head of the household and had absolute authority in his home and with his 
family. He was grounded, respected, and a good provider. He gave good advice 
and, while not very affectionate, was kind and supportive. However, he never 
was able to consistently find work once he moved to the United States. Also, 
his experiences in the war made him anxious and depressed, although he rarely 
discussed them except in his Nhau group. These experiences, his feeling dimin-
ished self-worth, and his socially accepted drinking patterns have led to a long 
history of alcohol abuse.

Dat is extremely disturbed about this father’s situation. Dat has always had 
mixed feelings about his father. While Dat loves his father very much, he also 
feels a lack of respect for how his father has lived since arriving in the United 
States. These feelings are particularly difficult for Dat, as in Vietnamese culture 
respect for one’s father is a core, almost sacred value. This conflict points to Dat’s 
historical struggles with the process of assimilation and acculturation, and how 
that intersects with his own personal identity.

Dat was visiting his father in the hospital when the social worker was called to 
meet with the family. The hospital staff was concerned that Dat’s father seemed 
very depressed and withdrawn and was unwilling to share much information with 
the doctors. Sally, the social worker, had some experience with Southeast Asian 
clients; she shared with the family that she understood that such feelings were not 
readily expressed to strangers. Sally asked if the family had any concerns that they 
wanted to share. Dat felt conflicted in that it was considered shameful in Vietnam-
ese culture to talk about problems outside the family. Yet, he also recognized that 
this was a potentially opportune situation to get help for his father. Besides, Dat’s 
perspective on help seeking was fairly modern—fairly “white,” in his words.

case example

Rodolfo Burgos is an 18-year-old Puerto Rican man living in a group home for 
teens and young adults with behavioral and emotional diagnoses who cannot 
be maintained in their own homes. Rodolfo has lived in group homes for nearly 
ten years. He was originally placed in care due to his mother’s addiction to crack 
cocaine. Rodolfo lived with both his mother and his father for the first several 
years of his life, but his father did not like life in the mainland United States and 



returned to Puerto Rico. Rodolfo’s father kept in touch with him weekly, but 
when Rodolfo was 8 years old his father stopped calling. His mother would tell 
Rodolfo that his father probably did not love him any more, and that Rodolfo 
needed to move on. It was only several years later that Rodolfo found out from 
relatives that his father, a fisherman, was killed in a boating accident. However, 
as a young boy, Rodolfo wondered what he did to cause his father to leave in the 
first place, and what he did to make his father stop calling. He believed that it 
was probably because he was mentally retarded, or an “idiot” as his mother fre-
quently called him, or because he had a hard time controlling his anger.

Prior to living in residential treatment facilities and group homes, Rodolfo 
and his mother were frequently involved in child protective services. His moth-
er had been accused of neglect several times by neighbors, which led to inves-
tigations. In spite of there being evidence of neglect and often extreme verbal 
abuse, the child welfare system in their city was overwhelmed with too many 
cases and too few workers. Consequently, Rodolfo never received the protection 
he needed, and his mother did not receive help or consequences for her neglect 
and abuse.

Rodolfo is a young man who has much to overcome. He has been tested 
as being moderately mentally retarded. He also has an extremely difficult time 
controlling his anger and other feelings; he has been diagnosed as having in-
termittent explosive disorder. Rodolfo is also legally blind—he can see things 
between two and six feet from him but does not see up close well and cannot 
see details more than six feet away. Rodolfo has had dozens of pairs of glasses 
over the years, frequently destroying them in fits of anger. He is easily frustrated 
and angered. Over the years he has learned that he can get his way by becom-
ing angry. This realization has been a dangerous combination for a young man 
who struggles with controlling his feelings, is over three hundred pounds, and 
does not see very well. While Rodolfo is very large and physically powerful, he 
is not mobile enough to defend himself against many boys his age who have 
lived in the group homes with him. Consequently, Rodolfo has been beaten up 
frequently. Due to his victimization at the hands of others and his own feelings 
of inadequacy and limitations, Rodolfo also has the habit of picking on younger 
and less physically able boys. In fact, this problem has led to significant prob-
lems for Rodolfo at his school. For the past year he has been attending special 
education classes in a public high school. Being mainstreamed after many years 
of attending school in partial hospitalization programs has been very important 
to Rodolfo’s sense of himself as a “normal” person. 

Rodolfo was suspended for throwing his desk at a smaller, younger boy 
who called him stupid. The security guard at school responded to the situa-
tion with excessive force, and he and Rodolfo became engaged in a physical 
confrontation. The police were subsequently called, and Rodolfo was taken to 
jail. While in his communal jail cell, Rodolfo began to scream and bang on the 
walls. Two of the men in his cell, who were hardened criminals, beat him until 
he was unconscious.

Rodolfo has many strengths. He loves to draw, and he has created some very 
powerful cartoons. He spends a great deal of time drawing, and he takes great 



pleasure and solace in his works of art. He frequently shares his drawings with 
the staff in his group home and with people in the neighborhood. When he is in 
control of his emotions, he enjoys people’s company and has a wonderful sense 
of humor. When feeling good about himself and his environment, he is easy to 
be around. He likes to laugh and playful teases the group home staff. Rodolfo 
can be warm and good and has a desire to learn. He has many professional staff 
who care for him. Over the years he has endeared himself to many day staff as 
well as his therapists. In fact, Rodolfo has become something of an institution 
within each of the systems that he has been involved in. He is loved, and feared, 
by many.

Rodolfo’s funding for residential treatment will cover him until he is 21 years 
old. At that point, he will need to move to independent living, semi-indepen-
dent living, a group home or residential treatment facilitated for mentally re-
tarded adults or for mentally ill adults. Rodolfo has never fit easily and neatly 
within any care system. His complex problems and abilities mandated interdis-
ciplinary and cross-system collaborative relationships that demanded careful 
case management. 

Rodolfo’s most recent case management is provided by the clinical social 
worker for his group home. Bob, recently out of graduate school, provides indi-
vidual therapy and develops the therapeutic plan in collaboration with the other 
professionals and para-professionals. Bob also provides that he calls “hang-out 
therapy,” recognizing that a good deal of the therapeutic interaction that oc-
curs in a milieu such as this happens spontaneous while spending time with the 
clients, outside the traditional therapeutic hour. Bob schedules his work hours 
so he can have dinner at least every other week at each group home (he is re-
sponsible for several homes) and periodically stops by at other times. Bob and 
Rodolfo have developed several goals: (1) to help Rodolfo maintain his “cool” 
and not act violently; (2) to help him develop a long-term plan for “what to do 
when I am grown up”; (3) to plan for future living arrangements ; (4) to develop 
more friendships and social contacts; and (5) to spend more time doing art and 
less time “watching TV and doing dumb stuff.”

Bob was careful that the goals for treatment were developed in collaboration 
with Rodolfo, as he tries to use his clients’ words in the formulation of their 
goals. He finds that when working with young men, it helps to use their own 
language as a means of reminding them that the goals are their own, and to help 
them take ownership for them.

In their sessions together, Bob tries to balance a sense of informality and 
“fatherliness” with a sense of focus. He lets Rodolfo lead sessions at the start 
but is careful each session to help him explore at least two of his stated goals, 
and to assess their progress. To do this, Rodolfo has a journal in which he and 
Bob write together about Rodolfo’s progress and action steps that they both will 
take. Bob is also conscious of not being overly behaviorally focused. He believes 
that Rodolfo must, in his own way, contend with the larger developmental and 
existential issues of a young man his age. In all likelihood, Rodolfo will spend 
most of his life living in some type of structured care. Bob believes that the best 
long-term situation for Rodolfo would be a semi-independent living situation. 
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For Writing and rEFlEction

 1. How would you assess Rodolfo’s goals? To what degree are they realistic? How 
might they be modified?

 2. How would you proceed with Rodolfo at this time?
 3. What systems of care should be engaged?
 4. How might you facilitate social relationships for Rodolfo?
 5. How might various concepts related to masculinity affect this treatment?

Regardless, Rodolfo needs to develop a sense of identity that is not contingent 
on traditional measures of success. It is for this reason that Bob is strongly sup-
portive of Rodolfo’s art and his sense of himself as an artist. He believes that 
through his art Rodolfo can find a sense of meaning and purpose and can con-
nect to others. However, while displaying some talent, Rodolfo would have to 
improve greatly to ever have a possibility of doing something professionally 
with art. Also, his other issues would make it very difficult for him to be able to 
support himself in such a competitive profession. As such, Bob feels responsible 
for both strongly encouraging Rodolfo’s art and helping Rodolfo engage in real-
ity testing. For example, Rodolfo frequently talks about selling his drawings for 
“thousands of dollars.” He reasons that if painters like Picasso can sell their work 
for millions of dollars, so could he.



 Men, Compulsive thirteen 
 Disorders, and Addictions

Compulsive behavior and addictions have had immeasurable costs in the lives 
of many men, and in the lives of those who love them. Substance abuse, sex-
ual compulsivity, and compulsive gambling are well known to have damaged 
the lives of many men and their families. However, compulsive behaviors that 
have historically been thought to be problems of women, such as compulsive 
overeating and shopping, have also had a major impact on men’s psychosocial 
health. This chapter explores the role that compulsive behaviors and addic-
tions have played in men’s lives.

Whether compulsive sexual behavior or gambling meet classic definitions 
of addiction, described below, may largely be an academic debate. Some au-
thors have argued that repetitive and destructive engagement in these behav-
iors should be classified as compulsive disorders, not addictions (Koob et al. 
1998). While these distinctions may have some currency, their utility to work-
ing clinicians may not be as relevant. What is important is that these problems 
are significant in the lives of at-risk men and lead to important personal and 
social consequences. For the purpose of simplicity, I use the terms addiction 
and compulsive behavior fairly interchangeably. I encourage you, while read-
ing this chapter and in practice with men, to be less concerned with defini-
tional issues than with how we can use our current knowledge base to improve 
the lives of men. Understanding the nature of addictions and compulsive dis-
orders is important but should not be overemphasized.
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Defining addictions and compulsive Behaviors

Classic definitions of addiction are based on a chemical dependency model 
and the physiological responses of the body (Goodman 2006). More modern 
conceptualizations of substance abuse explore the relationship between bodily 
responses and the behavioral/psychosocial responses of the addicted person. 
The two key concepts in the classical conceptualizations of addictions are 
withdrawal and tolerance. For a person to meet the definition of dependence 
or addiction, both withdrawal and tolerance must occur. When a substance on 
which someone is dependent is suddenly removed, physiological symptoms 
of withdrawal are present (Wise 1996). Withdrawal symptoms range greatly, 
depending on the type of substance. For example, mild withdrawal symptoms 
from alcohol dependence include anxiety, irritability, depression, and rapid 
changes in emotions. Severe withdrawal symptoms from alcohol can include 
hallucinations (known as delirium tremens, or DTs), extreme agitation, high 
fever, and convulsions. Withdrawal symptoms from methamphetamine can 
include extreme fatigue, irritability, intense hunger, and psychotic reactions. 
Tolerance occurs when the addicted person needs increasingly more drugs to 
achieve the desired effect. The alcoholic who once was able to get drunk on 
several drinks may soon drink a case of beer and a bottle of hard liquor every 
day. When withdrawal symptoms are extreme and tolerance has been built 
up over time, treatment usually will include some type of medication (Mayo-
Smith 1997). For extreme alcoholism and opiate abuse, inpatient hospitaliza-
tion is usually indicated (Kosten and O’Conner 2003).

Carnes (2001) presents a model of sexual addiction that has great utility 
for understanding addictions in general. His portrayal of the addictive cycle 
explains a good deal of the power of addictions. According to Carnes, the ad-
dictive cycle starts with preoccupation, where the addict begins to think ob-
sessively about engaging in his addictive behavior. This preoccupation can oc-
cur for a variety of reasons, such as the experience of strong emotions, stress, 
or environmental stimulus. The preoccupation is overwhelming and pushes 
the addict into engaging in the rituals that move him behaviorally toward his 
addiction. Ritualization occurs when the addict begins to engage in actions 
that are associated with and supportive of compulsive behavior. For instance, 
a compulsive gambler may begin to hold a good-luck charm in his hand, put 
on a certain outfit, and or begin to search the Internet for new gaming sites. 
After spending time engaging in the addictive ritual, the addict will then en-
gage in the compulsive behavior itself. Depending on the actual addiction, 
the engagement in the behavior may not represent the longest period in the 
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addictive cycle. For example, a cocaine addict may spend days in a state of 
preoccupation, hours in a state of ritualization, yet only a few minutes smok-
ing cocaine. When finished engaging in the addictive behavior or consuming 
the drug, the addict will feel a sense despair and related feelings of hopeless-
ness, powerlessness, and self-loathing. Often not having the skills to handle 
this final stage and its powerful emotions in a life-affirming way, the addict 
will begin the cycle again, with preoccupations helping the addict deny the 
painful feelings.

Substance abuse

Substance abuse is both a cause and an effect of numerous psychosocial prob-
lems. Men are both more likely to have substance abuse problems and more 
likely to experience their deleterious effects than are women. Conell and Weis-
ner (2006) found the one-year prevalence of substance abuse disorders for 
men to be 7 percent. Doyle (1996) reports that men are three times more likely 
than women to die from alcohol abuse and related health problems. There are 
many drugs and substances that can be abused, each with its own constellation 
of problems and issues. For instance, some drugs, such as cocaine, are illegal. 
The use of illegal drugs places men at high risk of involvement in the criminal 
justice system and may place them in situations where violence is likely to oc-
cur. Prescription drug abuse may present the potential of involvement in the 
criminal justice system (e.g., through driving while under the influence) yet 
does not represent the same type of risk for such involvement as does illegal 
drug use. However, many prescription drugs are highly addictive. Abusers are 
easily able to rationalize their addictions since their drugs are prescribed by 
physicians for real (at least at one time) physical conditions. However, pre-
scription drug abuse, as with other types of substance abuse disorders, can be 
debilitating and even fatal.

Research has also found that men are more likely than women to relapse 
after participating in substance abuse programs (Fiorentine et al. 1996). Fio-
rentine and colleagues found that increased participation in group therapy 
may be one of the key factors that help women to be more successful in treat-
ment. Relating these results to previous explorations in this book on mascu-
linity and treatment, it may be that these groups did not taken into account 
the different needs of men and women vis-à-vis treatment. This research pres-
ents yet another reminder of the need to tailor treatment to realities of work-
ing with men.
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Other research supports the need to take into account gender differences 
when designing services. McKay et al. (1996) found that men in treatment for 
cocaine addiction are less likely to report negative feelings and more likely to 
believe that they can control negative emotions and addictive impulses. Men 
are less likely to believe they are at risk of relapse when they are feeling good. 
Consequently, men may benefit from CBT training that helps them identify 
the thoughts, beliefs, behaviors, and environmental stimuli that are associated 
with their own relapse. As men are less likely than women to discuss their 
feelings, helping them focus on the behavioral and environmental risk factors 
may be of use. This can be done not only in talk therapy, but through behav-
ioral logs and writing exercises. What is important is that men are helped to 
find treatment options that meet their individual and cultural needs.

alcohol abuse

Alcohol is by far the most widely used and abused substance. Alcohol use differs 
from many other drugs in that certain aspects of alcohol use are socially sanc-
tioned, and alcohol use is legal. Indeed, social rules and norms influence what is 
viewed as acceptable versus not acceptable. A glass of wine over a business lunch 
is considered perfectly acceptable while having a shot of whisky in one’s office 
is certainly not, in spite of the fact that both have roughly the same amount of 
alcohol. Alcohol use that falls within the norms and rituals of a culture tends not 
to lead to problematic behavior. It is when alcohol use falls outside of socially 
acceptable rituals and norms, or when it is used by those with a predisposition 
toward alcoholism (based on a history of familiar alcoholism, a personal history 
of alcohol abuse, or other risk factors), that problems can occur. It is important 
to remember that longitudinal research has linked alcohol abuse with hered-
ity (Cloniger, Bohram, and Sigvardsson 1981). However, not all alcohol use is 
problematic. In fact, moderate alcohol use has been shown to decrease one’s risk 
for heart disease (Mukamal, Chiuve, and Rimm 2006), even for men with sig-
nificant risk factors such as hypertension (Beulens et al. 2007). Still, alcohol is a 
powerful psychoactive drug the use of which should be taken seriously.

Misunderstandings regarding alcohol abuse increase the problems of 
abuse and lead to poor treatment outcomes. For instance, alcohol is often seen 
as a party drug, but it is actually a central nervous system depressant. Alcohol 
use is also often viewed in black-and-white terms. Many people in the addic-
tion treatment community view any alcohol use that leads to any problems 
as an addiction. Those holding this view often take very confrontational ap-
proaches with clients in order to help clients understand that the root prob-
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lems lies in the fact that they are an addict. This may be counterproductive, as 
clients whose drinking represents part of a larger problem but has not taken 
on the hallmarks of addiction or compulsive behavior may be put off by ex-
aggerations of the consequences of alcohol in a person’s life. This should not 
be confused with denial, in which a person denies or minimizes the severity 
of drinking or its consequences. As with other behavioral problems, what is 
called for is a comprehensive, biopsychosocial assessment that explores the 
true nature and severity of the problem.

Men are more likely to drink than women. Over 30 percent of women 
are lifetime abstainers from alcohol use, compared with 17.8 percent of men. 
Some 56.7 percent of men are regular drinkers, compared with 38 percent of 
women. Men are also disproportionately represented in heavy drinkers. Of 
those who are current drinkers, more than 20 percent of men have reported 
drinking more then five drinks in one session more than twelve days per year, 
compared with 6 percent of female drinkers.

Cultural factors play a significant role in alcohol abuse. Such cultural is-
sues present challenges for social workers since one of the most important 
values of the profession is to respect cultural differences. However, when cul-
tural traditions support an individual’s self-defeating behavior, it is incumbent 
on the social worker to find ways of gently challenging such cultural norms 
as they manifest in individual behavior. For instance, in many working-class 
communities drinking at a neighborhood bar is an important social ritual. 
Indeed, in some communities the neighborhood bar is a significant place of 
social support for working-class men (Courtney 2003). For many men, having 
a drink or two after work does not lead to debilitating life consequences. For a 
man with alcoholism, engaging in this social ritual might be life threatening. 
For social workers, it is important to help such a man understand the core 
psychosocial needs that he is attempting to fill and find new, life-enhancing 
ways of meeting these important needs.

Sexual addiction

Wolfe (2000) estimates that 7 to 10 percent of the U.S. population is afflicted 
with some form of sexually compulsive behavior. The National Council on 
Sexual Addiction Compulsivity confirms these findings and reports an esti-
mated 16–21.5 million Americans are sexual addicts (Cooper et al. 1999).

Sexual addition or sexually compulsive behavior may not meet the clas-
sic characteristics of addiction, yet some men’s lives clearly become out of 



� � �  |  M e n  a t  r i S k

control due to compulsive sexual behavior. While no clear research has dem-
onstrated that compulsive sexual behavior involves physiological responses 
similar to substance abuse, sex addicts have noted that they have experienced 
effects similar to those who struggle with amphetamine addiction (Augustine 
Fellowship 1986). Additionally, sexual addiction experts have observed the 
phenomenon of withdrawal (Carnes 2001; Earle and Crow 1989). Men who 
engage in sexual addiction may engage in one or more of a constellation of 
sexual behaviors. Some men compulsively masturbate to pornography. Others 
engage in risky, anonymous sex. Some compulsively frequent prostitutes. The 
last two behaviors place men at risk of sexually transmitted diseases, involve-
ment in the criminal justice system, or physical harm.

The line between compulsive sexual behavior or addiction and hypersexu-
ality may not always be clear. In one of the most comprehensive reviews of the 
literature on sexual addiction, Gold and Heffner (1998) note that the field of 
sexual addiction is still based too much on theory and anecdotal data. They 
suggest the need for empirical studies to test some of the key concepts and defi-
nitions. Some authors believe that the construct of sexual addiction itself is a 
means of controlling sexual behavior that falls outside of social norms (Levine 
and Troiden 1988). They note that behaviors that are viewed as healthy and nor-
mal in one context may be viewed as pathological in another. However, other 
authors note that the differences between hypersexuality and sexual addiction 
are clear. Addictive behaviors are those that in which men place themselves in 
significant harm in spite of the consequences (Coleman 1992). Other areas of a 
person’s life become compromised as a result of the addictive behavior.

The Internet has provided a context for sexual addiction that makes it 
extremely reinforcing and difficult to treat. Men with sexual addictions to por-
nography can find an endless supply of images and video online. Easy access 
to the Internet twenty-four hours a day makes it easily for total isolation (Coo-
per et al. 1999). Davis (2001) explores the cognitive roots of what he refers as 
specific pathological intent use (with a focus on sexual addiction). The cogni-
tive factors include a tendency toward black-and-white thinking, a propensity 
toward a ruminative/obsessive cognitive style, negative beliefs about one’s ca-
pacity to meet one’s needs outside of an online context, and cognitions associ-
ated with poor self-image. Davis stresses the cognitive behavioral connection, 
in that the cognitive distortions and maladaptive thinking will become more 
pronounced in the presence of the behavioral stimuli (pornography or other 
sexual stimuli). It is theorized that excessive pornography use may increase 
sexual violence in some men. It is posited that men already predisposed to 
sexual violence will experience a decrease in inhibition, a normalization of 
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the behavior based on the viewing of dominant and aggressive materials, and 
an increase in arousal, thus increasing the likelihood of sexual violence (Itzin 
1992). Bergen and Bogle (2000) interviewed one hundred women victims of 
sexual abuse who received services from a rape crisis center. They found that 
nearly 30 percent of the perpetrators used pornography, and 14 percent of the 
abusive situations in some ways imitated pornographic scenes. While not all 
men who watch pornography become sexually violent, there are other effects 
of consuming pornography compulsively. For instance, men who watch por-
nography may have a decreased sex drive toward “real women,” as they com-
pare pornographic images and scenes to the real-life women. Excessive por-
nography use may also have an impact on men’s ability or desire for intimate 
relationships with women or adversely affect their level of intimacy with their 
partners (Zimmerman et al. 2002).

Gambling

Compulsive gambling is a significant social and personal problem for men. 
Numerous stories in the media describe men who lose families and careers to 
compulsive gambling. Perhaps most famous is Pete Rose, the baseball legend 
who was banned from baseball for life for betting on the game. Yet, stories 
such as this may obscure the actual nature of men’s gambling addictions. Very 
few men with gambling problems lead glamorous lives; indeed, distortions 
and fantasies regarding wealth, fame, and glory are part of what makes the 
addiction so insidious (Joukhador, Maccallum, and Blaszczynski 2003). Many 
gambling addicts engage in solitary, compulsive behaviors that lead them to-
ward feelings of hopelessness and despair (Spanier 1994). Gambling in Amer-
ica has powerful consequences. While casinos and gaming have increased the 
revenues of and benefited Native American tribes, they have also led to an 
increasing problem with gambling, which has led to problems in parenting 
and child behavior (Momper and Jackson 2007).

The addiction cycle of gambling is similar to sexual addiction. Like sexu-
ally compulsive behavior, the high provided by gambling is an action or be-
havior. Action is an appropriate term because for men the action or thrill is 
one of the key addictive ingredients. When a man moves from more social 
to compulsive or pathological gambling, he finds himself spending more 
time thinking about placing bets (or playing cards). The high he gets is real; 
compulsive gambling produces changes in neurotransmitters similar to some 
forms of substance abuse (Abbott 2007). Over time the gambler develops “tol-
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erance” and needs to make increasingly larger bets to experience the same 
high. As the gambler becomes more addicted, he find that his self-esteem, in 
addition to his finances, becomes highly influenced by the gambling. When 
he is going well in his bets, he believes himself to be especially smart, skilled, 
and lucky. When he does poorly, he may alternate between blaming himself, 
thereby feeling depressed and self-loathing, and blaming others.

Over time, men deep in the throws of compulsive gambling begin to lie 
about their behavior and to increasingly take risks with their financial life. They 
may take out loans that others do not know about, take out retirement money if 
they have any, or sell family heirlooms or jewelry. All the while they rationalize 
these behaviors in their mind, believing that they are close to winning it all back.

Gambling addiction is also highly associated with criminality. In one 
study, Ladd and Petry (2002:302) found that 19 percent of male “pathologi-
cal gamblers” had spent time in prison, and that these men were five times 
more likely than the women in their sample to report being involved in cur-
rent criminal behavior. In referring to the entire population of compulsive 
gamblers, the authors note that “a myriad of negative health, psychosocial, 
and economic consequences accompany pathological gambling. For the indi-
vidual pathological gambler, physical and emotional health comorbidities are 
often involved, including substance abuse, circulatory and digestive disease, 
sexual dysfunction, anxiety disorders, depression, and suicide. Broad societal 
consequences include family or community disruption, financial loss, and le-
gal and employment problems.”

When looking at theoretical frameworks and models of treatment, perhaps 
the wisest advice comes from James and Gilliland (2001), who stress that each 
theory or perspective contains an element of truth, and that no model is able to 
serve all populations. Men are a diverse group with diverse needs; social workers 
will want to consider various approaches to treatment. This is an important no-
tion to keep in mind as we begin to explore some of the most popular treatment 
models for substance abuse and other compulsive behavioral problems.

treatment approaches

Prior to alcoholism being viewed in medical and biological terms, treating ad-
dictions was predicated on a moral view of the problem. Substance abuse and 
other behavioral problems were viewed as being the result of bad education, 
poor moral upbringing, and lack of character. Treatment often was based on 
moral education, reeducation, and/or religious experiences. Less gentle ap-
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proaches to substance abuse treatment were also based on the idea that the ad-
dict was at fault for his addiction and would need to be confronted about the 
nature of his problem. According to this approach, addicts are deep in denial 
about their own problems and need to be shaken up, shocked if you will, into 
admitting to their problems. Those who take this approach have been known 
to yell at clients and say demeaning things. That this approach is usually not 
effective is just one reason not to adopt it; it is also ethically problematic for 
professional social workers. Dignity and respect are two fundamental social 
work values that are important to uphold for ethical and instrumental reasons. 
Overly coercive behavior usually harms the helping relationship. When con-
frontation is utilized, it should be done by firmly and respectfully presenting 
the discrepancies between a client’s behavior, feelings, and beliefs. Confronta-
tions should always be done with respect and dignity (Ivey and Ivey 2007).

twelve-Step Programs

Twelve-step self-help programs are the most popular form of treatment for 
addictive and compulsive behaviors (Humphreys 1999; McCrady and Miller 
1993). It is estimated that over 90 percent of inpatient treatment programs 
are at least in part based on twelve-step programs (Roman and Blum 1997).
Twelve-step support groups are designed to help people with a variety of ad-
dictive problems. The names of the groups clearly illustrate the problems they 
are geared toward: Overeaters Anonymous, Alcoholics Anonymous, Narcot-
ics Anonymous, Marijuana Anonymous, Gamblers Anonymous, Sex and 
Love Addicts Anonymous, Sex Addicts Anonymous, and so on. The original 
twelve-step program was Alcoholics Anonymous (AA) (2007b). According to 
the organization itself, there are over 100,000 meetings of AA word wide, with 
an estimated two million members in 150 countries.

Twelve-step programs are participant-led and based on spiritual and re-
ligious principles designed to help the addict face the full effect of the addic-
tion, as illustrated by the twelve steps of AA listed below (Alcoholics Anony-
mous 2007b).

tHE tWElvE stEPs oF alcoHolics anonymous

 1. We admitted we were powerless over alcohol—that our lives had become 
unmanageable.

 2. Came to believe that a Power greater than ourselves could restore us to sanity.
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 3. Made a decision to turn our will and our lives over to the care of God as we 
understood Him.

 4. Made a searching and fearless moral inventory of ourselves.
 5. Admitted to God, to ourselves, and to another human beings the exact nature 

of our wrongs.
 6. Were entirely ready to have God remove all these defects of character.
 7. Humbly asked Him to remove our shortcomings.
 8. Made a list of all persons we had harmed and became willing to make amends 

to them all.
 9. Made direct amends to such people wherever possible, except when to do so 

would injure them or others.
 10. Continued to take personal inventory and when we were wrong promptly ad-

mitted it.
 11. Sought through prayer and meditation to improve our conscious contact with 

God, as we understood Him, praying only for knowledge of His will for us 
and the power to carry that out.

 12. Having had a spiritual awakening as the result of these steps, we tried to carry 
this message to alcoholics, and to practice these principles in all our affairs.

One of the great advantages of such programs is that they are free to all. 
While the program is financially supported by its members, there is no obliga-
tion to provide donations. Typically, members place a dollar in a collection 
basket that is passed out at the beginning of the meeting. While twelve-step 
meetings vary in format, they tend to follow a typical structure. Meetings of-
ten begin with a prayer, typically the serenity prayer, followed by a reading 
of the twelve steps. Subsequent activities depend on the individual format of 
the meeting but may include a reading from one of the twelve-step-oriented 
books, a speaker who shares his or her experiences with addiction and recov-
ery, open sharing by attendees, or a combination of these. Meetings are usually 
ended with another prayer.

Another great strength of twelve-step programs is the support that is 
provided to people in pain. Newcomers are encouraged to identify them-
selves and are usually approached by more experienced members offering 
support after the meeting. A phone list is available for newcomers and those 
struggling with their compulsive behavior. Members are encouraged to call 
one another for support, especially when they are thinking of engaging in 
their addictive behavior. Members are also encouraged to choose sponsors 
who provide them with additional support and help guide them in applying 
the principles.



M e n ,  c o M P U l S i V e  D i S o r D e r S ,  a n D  a D D i c t i o n S  |  � � �

Why twelve-step programs are successful for some is a matter of debate. 
One of the factors, however, appears to be that members are encouraged to 
develop new behavioral patterns that alter their engagement in the addictive 
cycle. For instance, when someone begins to engage in the obsessive thinking 
characteristic of the preoccupation stage, he or she may break the cycle by 
reading a passage from the recovery-oriented literature, calling someone on 
the telephone, or some other recovery activity.

While twelve-step programs have been extremely valuable, they are not 
for everyone. The dilemma is that many substance abuse treatment programs 
are firmly rooted in the twelve-step tradition. This may work well for men 
from Christian backgrounds, as the twelve steps are based on Christian prin-
ciples, and twelve-step groups typically incorporate Christian prayers. When 
a man is an atheist or from another religious tradition, he may find such pro-
grams uncomfortable at best, and against his core values at worst.

cognitive Behavioral approaches

While the twelve-step model may be the most popular approach to treatment 
of addiction, it is not the only one. Cognitive behaviorally based models have 
been shown to be effective in treating addictive disorders (Holder et al. 1991; 
Oei and Jackson 1982). Cognitively based approaches are not only implement-
ed by professionals; several cognitively oriented support groups have also been 
developed (Knaus 1998).

Cognitive behavioral approaches vary by focus. However, each includes 
the connection between an individuals’ belief systems and the behaviors that 
lead to addictive behavior. For instance, some approaches focus mostly upon 
irrational beliefs (Ellis et al.  1988), others focus on increasing motivation 
(Holder et al. 1991), while others emphasize the development of social skills 
(Roth and Fonagy 1996) They also may be the treatment of choice for those 
men who are turned off by twelve-step programs (Ellis and Velten 1992). Fur-
ther, cognitively based models are congruent with many of the cultural values 
that are important to men. In contrast to twelve-step programs that focus on 
men’s powerlessness over their addiction, cognitively based approaches con-
centrate on what men have power over, and what aspects of their thinking and 
behavior they can control.

The Self Management and Recovery Training (SMART) program is a self-
help discussion group that provides an alternative to twelve-step programs. 
SMART groups are based on what their literature refers to as scientifically 
supported concepts and methods. The program largely is a mix of cognitive 
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behavioral methods designed to help people with compulsive disorders stop 
using drugs. Hovarth (2000) describes SMART meetings as being ninety min-
utes in length and led by a nonprofessional meeting coordinator. Unlike in 
twelve-step programs, coordinators may or may not be in recovery themselves 
but are familiar with the cognitive behavioral methods used for helping people 
control their compulsive behaviors. SMART meetings tend to be more dialog-
ical than twelve-step programs, where one person speaks and then another for 
a set length of time. The SMART program is based on teaching participants 
recovery training and self-management. Recovery training helps group mem-
bers work on their motivation for recovery and on their ability to contend 
with urges. Members also learn to engage in self-management training, which 
helps them alter irrational beliefs that support their addiction. Members are 
encouraged to work toward understanding the reasons for their compulsive 
behaviors and finding alternative means of fulfilling their needs. For instance, 
if a man drinks as a means of helping himself deal with his shyness, he is en-
couraged to seek assertiveness training or psychotherapy to help him become 
more socially competent.

The National Institute of Drug Abuse (Carroll 1998) presents an evidence-
based CBT model for cocaine dependency. Key to the program is conducting 
what the author terms a functional analysis. A functional analysis consists of 
an assessment of the environmental context, emotions and their associated 
cognitions, skills and strengths, and cognitive behavioral triggers. When cli-
ents relapse in their addiction, the therapists help them carefully explore the 
thoughts, feelings and behaviors that precipitated their relapse. Carroll sug-
gests a comprehensive assessment focusing on the use of assessment tools such 
as the Addiction Severity Index, Treatment Attitudes and Expectation forms, 
as well as more open-ended questions. Key interventions include motivation, 
the presentation of the CBT treatment model, functional analysis, and skills 
training. While it is important to help clients not return to social contexts that 
reinforce their addictions, at times this is difficult to achieve. Therefore, one 
of the most important skill sets is refusal and assertiveness skills, which help 
the client refuse substances. Carroll suggests using within-session role-play as 
a means of helping clients develop these skills. In this model, the client picks a 
specific problematic situation from their past. The therapist adopts the role of 
the person attempting to sell the addictive substance or entice the client to use 
it, and the client practices resisting. Clients should be encouraged to discuss 
the potential effect of their responses, and to learn to find ways of respond-
ing that will lead to the best outcome. At times, passive/avoidant responses 
(e.g., I have a really bad cold and my nose is all messed up, I am going to pass 
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today, or I have to take a urine sample later today to my parole officer) may 
be equally effective when compared with more assertive responses (Hey man, 
don’t mess with me, I don’t use anymore). These methods are particularly ef-
fective in group settings where members can provide each other with realistic 
feedback about the likely responses to their efforts.

other treatment approaches

Narrative methods may also be useful in treating addictions and compulsive 
behavior. Twelve-step groups and treatment programs frequently use writing 
exercises, which are congruent with some narrative principles. Tubman, Mont-
gomery, and Wagner (2001) used letter writing as a tool in substance abuse 
treatment. Clients were encouraged to write letters saying goodbye to their 
drug of choice. This technique helps externalize the problem and facilitates the 
process of grieving for one’s old lifestyle and drug. This approach is typically 
conducted in a group setting, where clients have fifteen minutes to write their 
letters, with the last forty-five minutes used for sharing and feedback.

Some authors have noted that for many, substance abuse and other com-
pulsive disorders are ways of coping with existential problems (Greaves 1974; 
Trujillo 2004). As Cook (2007) notes: “It is generally well-recognized among 
professionals that people in the throes of addiction got that way looking for 
some sort of meaning in life. A pharmacological blindfold is used to deal with 
the emptiness that accompanies this lack of meaning.” Meaninglessness, dread, 
existential anxiety, and fear of accepting personal responsibility are themes that 
many recovering people explore with therapists and in their support groups.

case example

Charles Smith is a 35-year-old African American man living in North Philadel-
phia. He was sent to his local community mental health center’s program by his 
parole officer for substance abuse. Substance abuse treatment and job training 
were two of Charles’s conditions for parole. Charles recently spent nine months 
in prison for selling crack cocaine. This was the third time he was incarcerated 
for selling drugs. Charles was placed on parole for five years, and his parole of-
ficer and the court have assured him that if he goes back to selling drugs, he will 
complete his entire sentence.

During Charles’s intake interview, he professed discomfort with expressing 
his feelings but said that he believed that depression and sexually compulsive 



behavior were two of the things that often contributed to his selling drugs. 
Charles reported that he was trained as a chef. For two years he worked as a 
line cook in an upscale restaurant. While the job was at a prestigious restaurant, 
it did not pay well. The long, late hours were stressful for him, and the lack of 
money weighed heavily on him. He was consistently broke, spending a good 
deal of his money on prostitutes.

When he was in high school he sold crack cocaine on the street. He quit 
when he went to cooking school, and he stayed away from drugs and from 
dealing for many years. However, during one particularly stressful night, he 
found himself fanaticizing about how much money he made while dealing, 
and how he could afford all the sex he wanted if he sold drugs “once in a 
while.” Soon thereafter, while cruising for prostitutes in his car, he saw some-
one he knew from his old neighborhood, who had become a well-known 
drug dealer. His old acquaintance offered to help him begin to sell drugs once 
again. Within a few weeks, Charles had quit his job and soon returned to 
selling drugs as a means of attracting and affording prostitutes. For the next 
several years, Charles was consumed with drugs and prostitutes who would 
provide him with sex for small amounts of cocaine, or the promise of cocaine 
in the future. Charles said that he had sex with prostitutes at least three times 
a day, every day, for many years. He said that he practices what he termed 
“semisafe sex,” which to him meant that he used condoms for intercourse 
but not when receiving oral sex. Much to his own surprise, he never had any 
venereal disease.

By the time Charles found himself in therapy, he was ready to change. 
He desperately wanted to build a meaningful life for himself but admitted to 
equally powerful desires for drugs and sex. Charles’s therapist John, a clinical 
social worker, helped support him in exploring his motivation for staying clean 
and for building a new life. He adopted a strengths-based approach, recogniz-
ing that Charles had many assets. He was intelligent, reflective, and had previ-
ous success as a chef. Not only did he possess this training and experience, but 
he had a profound passion for cooking. Charles’s eyes would light up when he 
spoke about his culinary creations, and he felt a deep sense of loss that he had 
not developed his skills further. John wondered out loud to Charles if it would 
be a valuable goal for him to become as obsessed with creating food as he had 
been with sex and drugs. Charles’s eyes welled up with tears, and he silently 
nodded. Under his breath he repeated, “Become obsessed with creating.” John 
sat silently, looking slightly down to give Charles time and space to be with his 
emotions. After a few minutes, John said, “Pretty honest and real for a guy who 
says he does not like to express his feelings. Thanks Charles for trusting me 
enough. Thanks.”

John also began to slowly and gently challenge Charles on some of his irra-
tional thinking. For instance, Charles stated that his goal was to “never have sex 
again” and to learn that “money was the root of all evil.” Charles’s therapist won-
dered how realistic these views were, and if they were not setting Charles up for 
disappointment and failure. He educated Charles about the cognitive distortion 



of “black-and-white thinking” and explored how creating standards that were 
neither realistic or possible to achieve could be dangerous. Charles was able to 
recognize his black-and-white thinking and to come up with more realistic and 
less dogmatic beliefs. His therapist suggested that he use his twelve-step meet-
ings to deal with the issues of developing a healthy sexuality apart from his com-
pulsive behavior, but he said he was not ready to look at sex as anything other 
than a drug. He recognized that this would have to change over time, but he did 
not believe the time had come. John pressed Charles to openly and honestly 
explore these issues. Charles was doing well in therapy and seemed to be feeling 
more hopeful in his life.

During his eighth session, Charles broke down in tears. He admitted that 
while returning from a Narcotics Anonymous meeting, he began cursing 
for prostitutes. As soon as he turned the corner to look at the first woman, 
Charles felt the addictive rush that was triggered by the ritual of his cursing. 
Quickly he found himself deep inside the addictive cycle, in a crack house 
using cocaine with a prostitute. Charles was extremely worried that he would 
fail his urine test and wondered if he could skip the test that week. He feared 
that if he came up “hot” he would be sent back to prison. After discussing 
the situation, Charles and his therapist agreed that the best strategy would 
be for Charles to talk directly to his parole officer and admit what had hap-
pened. Charles’s therapist agreed to speak to the parole officer as well and to 
highlight Charles’s willingness to engage in treatment and his honesty about 
his relapse.

Charles called his parole office with John present. The parole officer was un-
derstanding. He agreed to meet with Charles and John the following day in or-
der to support Charles in his recovery. John asked Charles and his parole officer 
who could also be involved in the meeting as a means of helping create a sup-
portive network for Charles. Charles suggested his new Narcotics Anonymous 
sponsor, as well as his job-training coach, who was helping him look for a job as 
a cook. Both agreed to attend the meeting the following day.

Charles and his therapist spent the rest of their session preparing for the 
meeting. They discussed that the main goals would be for Charles to take re-
sponsibility for his mistake, to seek additional support and accountability, and 
to become increasingly empowered in his treatment process. John also probed 
Charles about the risks of a continued relapse. Charles admitted that he did 
have thoughts about using drugs, but that he was not planning on it. John asked 
Charles if he planned to use the day before his relapse, to which he replied he 
did not. Charles was able to realize on his own that perhaps he was not safe from 
relapse. After some discussion and weighing of his options, Charles decided to 
call his brother and see if he could spend night with him and his family. Charles 
called from his therapist’s office, and his brother agreed to come pick him up 
and take him to his home. In the last few minutes of the session John validated 
all the positive work that Charles had done. He assured Charles that relapses are 
often part of the recovery process, and that all the steps that Charles was cur-
rently taking were positive.



The following day Charles met with his therapist, his counselor, and his 
Narcotics Anonymous sponsor. John asked him how he was feeling. Charles 
admitted to being afraid that he would be sent back to prison. He turned 
to his parole officer and asked him if there was any way he could avoid go-
ing back to prison. His parole officer assured him that given the way he was 
handling his relapse, he would not be sent back at this time. His parole office 
did stress that staying away from drugs was a condition of his parole, and 
that if this happened again he could not guarantee that his parole would not 
be revoked. John asked Charles what help he needed at this point. He said 
that he really wanted to “get on which his career.” He was working in a fast-
food restaurant as a cook, not the type of job that he wanted. His sponsor 
and job coach stressed the importance of patience. His sponsor noted that 
Charles had spent many years tearing his life apart, and that it would take 
more then a couple of months to build it back. Charles nodded in agreement 
and said that he believed he had been stressing himself out by thinking he 
had to achieve everything “now.” His sponsor said that this was typical ad-
dictive thinking, and that he would have to work on achieving balance if he 
wanted to stay clean. 

John decided to bring up Charles’s sexually compulsive behavior as an im-
portant issue to discuss. He wondered if this needed treatment in and of itself, 
or if it was something that Charles could work on in given his current sup-
ports. John brought up the possibility of Charles adding one meeting a week, a 
twelve-step program for people struggling with sexually compulsive behavior. 
All the members of Charles’s support team thought it was a good idea. Each of 
them saw that Charles’s substance abuse was largely triggered by his sexually 
compulsive behavior, and that he would need to address this more directly. 
Charles agreed and admitted that while he did not want to face this issue, he 
would trust everyone’s judgment. The meeting concluded with John summariz-
ing what had occurred and thanking Charles’s support team for their caring 
and guidance.

Over the next year that John and Charles worked together, Charles’s life 
changed considerably. Coincidently, the day after the meeting he was asked to 
interview as a line cook in an upscale restaurant that was known to be an excel-
lent training ground that rewarded creativity. He attended meetings of Sex and 
Love Addicts Anonymous and became very involved in service. He had one slip 
with a prostitute several months later but did not use any drugs. He immedi-
ately called his probation officer, sponsor, and therapist to inform them, and he 
came in the following day for an unrequested drug test. He was proud of how 
far he had come and wanted to be open about his slip. John and Charles ended 
their work together after fifteen months. Before termination, they moved from 
a more cognitive, systems-oriented, skills-focused approach to a more client-
directed, humanistic approach. As Charles put behind him his addictive behav-
ior, he was able to spend more time in therapy visioning a future for himself. 
Throughout the process, John continued his strengths-based orientation, help-
ing Charles recognize and build his existing strengths and develop new sources 
of power, hope, and resiliency.
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QuEstions For Writing and rEFlEction

 1. How might a narrative therapy approach have been used with Charles?
 2. What other cognitive distortions/irrational beliefs might Charles have held 

that reinforced his addiction?
 3. Describe the strengths of using community support in the treatment of men.
 4. How might the notion of hegemonic masculinity inform this case?
 5. What types of culturally relevant interventions might have been utilized in 

this case that were not addressed?

case example

Luis Rodriquez is a 54-year-old man struggling with an addiction to heroin. 
Within the last six months, Luis learned that he is HIV positive. Luis’s diagnosis 
of HIV has led to his being extremely depressed. He admits to having thought 
about killing himself “before this damn disease turns me into a drooling crip-
ple.” Luis has been in a crisis for the last several weeks as he has resumed inject-
ing heroin after eight months of being clean and sober. While using heroin, Luis 
does not take good physical care of himself. He rarely eats, sleeps too much or 
too little, and has had many colds and rashes.

Luis has come in for counseling at a community mental health center’s 
drug and alcohol program. The program is located in the Puerto Rican com-
munity in a large northeastern U.S. city. Luis himself is Puerto Rican. He was 
born on the island and moved to New York with his parents when he was in 
his teens. Luis speaks good English but is self-conscious about his accent and 
is not entirely fluent. He prefers to speak in Spanish with other Latinos but in 
English with whites and African Americans. Luis is proud of his heritage and 
is quick to point out to the unknowing that Puerto Rico is indeed part of the 
United States.

Luis has asked to see the one white clinical social worker in the agency. 
This social worker also happens to be the only staff member with a master’s 
degree. To Luis and many other Latinos, advanced degrees and training are 
a sign of quality. Besides, one of Luis’s friends is a client of the social worker. 
This type of personal referral is extremely important in the Latino community. 
Luis’s friend told him that he trusted his therapist, and that since he was not 
part of the community it was more likely for his “business to stay private.” 
Given Luis’s fear of being stigmatized and shamed, this was an important fac-
tor in his decision.

The clinical social worker, Ed, a 28-year-old man who had graduated with 
his MSW degree only six months before, is close to bilingual in English and 
Spanish. During their intake interview, Ed informed Luis that they could work 



together in English, Spanish, or a combination of both. Ed told Luis that he 
understand how sometimes people felt more comfortable talking about cer-
tain subjects in one language and others in the other. Luis appreciated this 
sensitivity and said that he mostly wanted to speak in English, but that he 
might want to go back and forth and use Spanish words when did not know a 
particular English word.

During the intake session, Luis admitted to having used heroin the night 
before. He said that he was very “real” and “straight up”; he would tell his thera-
pist the truth. Luis prides himself on his honesty. He believes that no matter 
how far a man has fallen, he must always carry himself with dignity. Dignity, 
or dignidad, is an important value in the Latino community and honestly was a 
key part of how Luis had chosen to express this dignity. He said that part of his 
personality is to be honest, sometimes brutally honest. Living with integrity is 
“what men have to do to be men.”

It became clear to Ed that Luis’s sense of his own masculinity was extremely 
important to his identity, and core to how he saw his value as a human being. 
Luis noted that having to use condoms now with his girlfriend of six years, who 
has remained HIV negative, makes him feel like less of a man. Also, he admitted 
that since his diagnosis, it is difficult for him to achieve an erection, as he says 
“I just don’t feel sexual any more.” When asked how he felt about his decreased 
sex drive, he said, “I feel like a eunuch, like someone had cut it off. I am almost 
not a man anymore.”

Luis was having to confront the implications of an extremely painful health 
diagnosis and his drug addition. It was clear to Ed that Luis truly was deal-
ing with profound existential struggles, and that this approach would provide 
the basic framework for their work together. Since existentially oriented work 
is predicated on an authentic and open helping relationship, Ed explained to 
Luis how he saw Luis’s current problem, and what their work together might 
be. Ed stated that Luis seemed to be struggling with finding meaning and pur-
pose in a life that seemed far more tenuous than it once did. Luis agreed and 
stated that living with a “death sentence” has sapped his desire to really live. 
Luis admitted to at times feeling as if his life is actually over, and that he is just 
“buying time” until he dies. Ed listened intently and through his nonverbal 
communication expressed a deep understanding for Luis’s pain. Tentatively, 
Ed said that perhaps there was another way to see it, and wondered if Luis 
wanted to hear what Ed was thinking. By giving Luis the option of hearing an 
alternative interpretation, Ed was doing two things: empowering Luis to take 
ownership for his therapy and the potential construction of his own meaning, 
and decreasing the likelihood that Luis would respond defensively. Luis said 
he very much wanted to hear what Ed had to say. Ed explained that, first, he 
did not believe that Luis’s diagnosis was a death sentence, and that new medi-
cations make the disease fairly manageable. Ed than said that in his opinion, 
being aware of one’s own potential death is essential for full and authentic liv-
ing. When a man lives his life as if were his last day, or perhaps last year, then 
he truly appreciates life and lives it to its fullest. Ed suggested that while HIV 



was not something he would wish on anyone, perhaps Luis could find a way of 
using it to create a life full of meaning.

Since existential therapy encourages the therapist to be more open and 
self-revealing, Ed shared an exercise that a teacher of his had his classes do 
in graduate school. Every morning for a month, Ed woke up and consciously 
imagined his own grave plot. He imagined that his life would soon be over, and 
that his job for the day was to live as fully as possible. Ed said that this exercise 
made him realize how precious life was. After Ed told this story, he sat with 
Luis in silence for a few minutes. Realizing that his goal was not to “fix” Luis 
but to engage him in conversations about creating meaning and living fully, he 
felt no need to break the silence. Ed was learning that silence is an important 
therapeutic tool.

After a while, Luis began to speak in a philosophically, contemplative tone 
He said that he once heard that we are all born to die. Maybe he was looking 
at his life in a “backwards” manner and had always been a positive person, 
even during difficult times. Luis wondered out loud if he could find a way to 
view his life positively again. Ed told Luis that it would be a challenge to be 
that positive person now, and he wondered what Luis would have to do to get 
that part of himself back. Infusing some cognitive therapy into his session, he 
asked Luis what he would have to believe about himself and his life to start 
to think more positively, more hopefully. Luis explained that he would have 
to stop blaming himself for having the disease, and that he would have to see 
himself as a survivor and get out of the “depression crap.” Ed and Luis spent 
most of the last part of their session talking about Luis’s depression and about 
his heroin use. Based on the amount of heroin that Luis had been using over 
the last several months, a medically supervised, inpatient detoxification pro-
gram would be needed. Luis agreed, and Ed called a local hospital with a par-
ticularly good program to ascertain if they had openings. The social worker, 
with whom Ed had worked many times, informed him that they would have 
an official opening the next morning, but that if Luis came and “hung out 
with him” and could do without a room, they would figure something out. 
This informal arrangement was possible based on the relationship that Ed had 
cultivated with the detox social worker. He knew that when Ed said a client 
desperately needed to go to rehab now, he meant it. Ed felt this was the case 
with Luis, given his depression, the amount of heroin he was using, and his 
HIV status.

Before Luis was released from detox, the detox social worker called Ed to 
help them coordinate services. Ed, who had spoken to Luis twice during his stay, 
agreed to attend a meeting the day before Luis’s release. Luis, Ed, the detox so-
cial work, and Luis’s girlfriend were present at the meeting. Luis looked healthy. 
In two weeks he had put on several pounds and begun to take his medication as 
it was prescribed. The group treatment and intensive meetings had helped give 
him an increased sense of focus. While in treatment, Luis had met several other 
HIV-positive men. From these men, Luis had become to view his health status 
as a personal challenge.
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For Writing and sElF-rEFlEction

 1. What might be some next steps in Luis’s treatment?
 2. Which of the four theories would you use at this point? How would they be 

applied?
 3. What factors are effecting Luis’s sense of his own masculinity? How would 

you help him address these factors?
 4. What factors may impede Luis’s recovery?
 5. How would you help Luis and his girlfriend work on their sexual relationship 

together?

ExErcisE

As with many of the other issues in this book, many social workers have biases about 
addictions. Respond to the following prompts as a means of exploring your biases. 
When you have finished, write a paragraph where you challenge your own thinking.

When I think about men who are alcoholics, I think that they:
When I think of drugs addicts, I think that they:
When I think about men who are compulsive gamblers, I think that they:
When I think about men who are sex addicts, I think that they:
Self-reflection: Critique and challenge the statements you wrote above.
Self-reflection: Write about your own experiences with addiction (your own be-

havior, or that of those you care about). How may these experiences impact 
your work with men who struggle with compulsive behavior?



 Conclusion: FoUrteen 
 What Is Right About Men?

Aquí, no se rinde nadie. Nobody gives up here.
—Augusto César Sandino

For the past thirty years, masculinity and men have taken a beating in the 
popular media. To some degree, the same can be said for how men have been 
conceptualized and treated by the helping professions. For instance, as previ-
ously discussed, machismo has been a poorly understood cultural attribute 
that characterizes Latino men’s behavior. Popularly characterized by an inap-
propriate abuse of power within the family, machismo also centers on the ob-
ligations of the Latino male to support his family, and the lengths they will 
go to achieve these aims. Decontextualized and viewed without an insider’s 
perspective of the social realities of Latino life and history, many misinterpret 
machismo and other Latino cultural traits (Hardin 2002).

Perhaps more influential than how men have been portrayed through 
these stereotypes and biases is that the history of the human sciences has 
been far more concerned with human pathology than with human strength 
(Strumpfer 2006). Even within the profession of social work, which tends 
to view people in terms of hopes and possibilities, few of our theories have 
pointed us toward a strengths orientation. We tend to look for the problems in 
people and situations. This has not been helped by the recent evidence-based 
practice movement, which tends to focus on human pathology and easily 
quantifying variables. Sadly, less attention has been given to harder to measure 
attributes, such character, strength, and will. However, within the last decade, 
positive psychology has began to change this focus on pathology by applying 
scientific methods and research to positive human attributes. Social work and 
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the evidence-based practice movement would do well to explore this research 
and take lessons from it.

Existential psychology and social work (Krill 1978; Van Deurzen-Smith 
1997; Willis 1994; Yalom 1980), positive psychology (Bohart and Green-
ing 2001; Gable and Haidt 2005; Snyder and Lopez 2002), and the strengths 
perspective of social work (De Jong and Miller 1995; Maluccio 1981; Weick 
et al. 1989) view human beings as possessing far more strengths than weak-
ness. Their proponents have observed men’s capacity to survive, transcend, 
and even thrive within the context of difficult, painful, and oppressive circum-
stances. Throughout this book I have explored how the strengths perspective 
can frame our work with men. This chapter looks at other issues related to the 
strengths of men that are not necessarily tied to overcoming a specific prob-
lem area or were not appropriate for other chapters. It also examines the fu-
ture of social work and several key social trends, transformations, and shifts in 
the profession itself.

the resiliency of Men

Resiliency is the ability to adapt to and bounce back from adverse circum-
stances (Luther and Ziegler 1991; Norman 2000). Without the occurrence 
of adverse or difficult conditions, there is no need to be resilient. As such, 
resiliency is the synthesis of risk and protective factors and the capacity to 
overcome obstacles. Traditional resiliency research looks to personality traits 
or environmental factors as contributing to resilience (Cowen et al. 1990; Ga-
mezy and Masten 1986; Werner 1990). In his exploration of the resiliency of 
men who have transcended extreme adversity, Fox (2000) discusses the “will” 
of men and its relationship to overcoming obstacles. Ultimately, resiliency is 
about how one responds to the normative and exceptional traumas and trag-
edies that men face in their lives.

Sheehy (1999) observed the lives of men who thrived well into older adult-
hood. She noted the cases of extraordinary men, such as the astronaut John 
Glen, who each year passed the physical and mental examinations needed to 
remain available for potential spaceflight. She noted that men who continue 
to thrive and excel later in life are not exempt from losses. George Burns, for 
instance, began his solo career at the age of 80, after his wife and lifelong part-
ner died. Sheehy notes that “what stands out most strikingly in this enviable 
robust population is their personal resilience and self-reliance. They do not 
easily accept others’ authority. They prize autonomy. They tend to be their own 
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bosses and do not retire early. All have suffered losses and major setbacks. But 
whatever is taken from them, they find ways to adapt and to maintain their 
independent spirit” (25).

courage

Courage and bravery are important ideals that many men strive to achieve. 
Previous chapters  explored the personal consequences of risk taking, yet it is 
difficult to imagine the history of the world without great acts of courage by 
men. It is perhaps equally true that each of us have known men in our own lives 
whose lesser-known but no less courageous acts have left a powerful mark on 
our own lives. Influenced by the work of Gilmore (1990), Axelrod (2001:118) 
notes that “in most societies the three male imperatives required for cultural 
replication—impregnating women, protecting dependents from danger, and 
providing for kin—are either dangerous or highly competitive. The rituals and 
ideals comprising real manhood develop in conjunction with one or a combi-
nation of these three imperatives, inspiring men to deal with these risks rather 
than fearfully withdrawing. These rituals and ideals must by nature be dramatic 
challenges to the man’s strength, courage, and very maleness.”

Acts of courage also come in forms that may not align with current he-
gemonic ideals yet are profoundly courageous nonetheless. Perhaps the best 
example was Mahatma Gandhi. Gandhi’s courageous use of nonviolent, civil 
disobedience won independence for India. He believed in humility, truth, and 
living a simple life. He had the courage to live according to his own convic-
tions and model the type of peaceful interactions that he wished others would 
adopt. In the face of great violence and deprivation, he had the courage to live 
a life of peace and nonviolence. Countless men involved in the American civil 
rights movement acted with similar courage in the face of overwhelming in-
stitutional barriers and systematic violence. This kind of courage, a stubborn 
persistence to “do the right thing,” is a powerful hegemonic masculine trait 
that has led to social and personal transformation throughout history.

Stoicism

In preceding chapters I presented many negative consequences of the lack of 
emotional expressiveness of men. Yet, stoicism may also be a strength in many 
situations. For instance, crisis workers understand that to be most effective 
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in the most traumatic situations, they must not allow themselves to experi-
ence many emotions, including fear. Rescue workers who saved people during 
Hurricane Katrina and in the twin towers during the tragedy of September 11, 
2001, would not have been able to function and save lives had they allowed 
themselves to feel the full spectrum of emotions that would be normal in such 
a situation.

In fact, a major philosophical movement was predicated on and provided 
the name for stoicism. Stoic philosophers believed that rationality and emo-
tional control were key human virtues. They believed that negative emotions 
such as envy or rage should be controlled. The stoics were not against emotion 
but warned of living one’s life according to unexamined feelings.

This approach to feelings is an important strength that many men possess. 
Not being overly emotionally reactive enables one to think through poten-
tial reactions to situations and allows for measured and reasoned responses. 
Many men have learned to take a balanced approach to emotional expressive-
ness. This balanced approach consists of recognizing the importance of being 
emotionally available to those they love. It also includes honoring their own 
feelings of sadness, loss, grief, and pain while keeping their anger in check. 
It honors emotional control as an important tool that can serve them well in 
some social situations.

hobbies

As the maxim says, boys like their toys, and big boys may like bigger toys. Not 
typically discussed as strengths, hobbies can often be healthy outlets that help 
men find balance and social connections in their lives. One study found that 
men who enjoyed their retirement were over twice as likely to find satisfac-
tion in a hobby as men who were not satisfied with their retirement (Valliant, 
DiRago, and Mukamal 2006). Overall, having a hobby may be an important 
part of well-being for many men. Albert Ellis (2004) referred to hobbies as an 
absorbing life interest and believed that they were key to life satisfaction.

It is through hobbies that men may find increased social connectedness 
with those who have similar interests. My hobby is collecting and drinking 
(very small amounts) of single malt scotch. For the last several years, I have 
participated in a single malt scotch Internet forum and have made friends 
through this involvement. Periodically I talk to my “scotch buddies,” as my 
wife appropriately refers to them, on the phone and online. I have met several 
while traveling, and I enjoy trading samples with several. It is through this 



c o n c l U S i o n  |  � � 1

hobby that I am able to make new friends and social connections outside of 
work. This is important—when work becomes the only source of social con-
nection, it can at times take on a part in life that is too large. Lately I have 
begun to play ping pong, a hobby that has allowed me to connect to a diverse 
group of men and women.

nonhegemonic Strengths

Throughout this book I have noted ways in which men do not live and per-
form according to the hegemonic idea. This is a type of courage in and of itself. 
So ingrained are these ideals that to define ourselves in other ways is perhaps 
more than an act of courage, it is an act of transcendence. It would be impos-
sible to list here the innumerable ways men break with these powerful social 
norms for the betterment of self and society. How poorer the world would 
be without the artist who would not conform to social rules about work and 
responsibility. Vincent Van Gogh painted through poverty and mental illness 
to provide the world his own unique portrayal of beauty. Some of the most 
memorable moments of my life were spend at the Museum of Modern Art in 
New York, being spellbound by his masterpiece Starry Night.

Practice and You

In the faces of men and women, I see God.
—Walt Whitman

It is my hope that during the previous chapters of this book you developed an 
appreciation of the complexity of the problems of men. I also hope that you 
have gained an appreciation for the many strengths that men possess and have 
developed an understanding of how to facilitate the use of these strengths in 
service of helping men meet their goals, dreams, and aspirations. It is also 
possible that by this time you are feeling a bit confused at how to work with 
such a diverse population. You may be wondering how you will ever be able to 
effectively work with men given the multitude of theories, skills, approaches, 
problems, and programs that this book has addressed. If this is the case, con-
gratulations! You truly have come to appreciate how difficult it is to know ev-
erything about providing services to such a diverse group. Social work practice 
is neither simple nor easy. We can never learn everything, and we never stop 
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working to perfect our skills. While cultural competence is often discussed as 
if it were an endpoint, it is actually a process and a journey. Developing your 
skills as a social worker, if you choose, can be a lifetime adventure of growth 
and exploration. Perhaps total competence as an endpoint is an unrealistic 
goal. I would suggest that it is more realistic for each of us to strive to be-
come better people and better social workers little by little, day by day. Just 
as clients cannot tackle all their problems at one time, social workers cannot 
learn everything all at once. We must strike a delicate balance between being 
self-reflective and self-responsible, while being gentle with and accepting of 
our foibles.

An important concept to help you put all that you have learned into its 
proper place is practice wisdom. Goldstein (1990a) conceptualized practice 
wisdom as the integration of life experiences, theories one has learned, educa-
tion, and emotional reactions. In a very real sense, social work practice is an 
art form. As with other arts, we master techniques so they become second na-
ture. That is, once we have learned techniques so well that they become second 
nature, we are able to be creative, spontaneous, and alive. In a very real sense 
we study hard and practice our “chops” so we can forget what we studied when 
we are in front of real clients with real pains, needs, and joys. We must stay in 
the moment and be present for the men that we encounter. I understand that 
this may sound unattainable when you first begin to practice, but I can assure 
you that over time much of what you have learned will almost seem intuitive. 
In fact, after a while you will become so comfortable with your skill set that 
you will have to challenge yourself to learn new tools and methods, to stay 
abreast of the new research and innovations. Early in one’s career competence 
is a concern; after a while the main enemy becomes complacency.

When exploring the needs of any group, it is important that we use infor-
mation creatively and flexibly and strive to make judgments based on a good, 
careful assessment and avoid stereotypes. All knowledge and theory in social 
work practice should be regarded as hypotheses that you will test through 
your developing understanding of your client. Yalom (2002) contends that it 
is far easier to diagnose a client after fifteen minutes than after fifteen weeks, 
months, or years. Men, as all human beings, are complex and evolving. The 
most important source of knowledge about a man will be that man himself. 
It may take a while for him to open up; many men have preconceived ideas 
about the helping process and often view opening up to a social worker as a 
sign of weakness. Patience and openness are keys to good practice. Each man 
will be the expert on his own life, on his own truths. You will find that a man 
who may appear to fit many of the traits of hegemonic masculinity may have 
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important differences. For instance, a former supervisor of mine was extreme-
ly competitive, assertive, and achievement oriented. A muscular man, he had 
the air of someone who would be classified as classically macho. Yet, he had a 
profound love of the opera, was extremely patient and caring, and easily spoke 
of his more vulnerable, “softer” emotions.

the Future of Social Work Practice with Men

It is difficult to attempt to see into the future and anticipate what social work 
services may look like at some distant point. This section explores several po-
tential trends and movements that have been briefly discussed in prior sec-
tions and what these trends may mean for the future of social work practice 
with men. These issues are the increasing influence of the Internet and hy-
pertechnologies, the continued movement toward the equality of the sexes, 
globalization and transnationalism in the context of an increase in diversity, 
and the future of social work practice in general.

internet and hypertechnologies

The Internet holds some interesting possibilities for social work practice and 
for practice with men in particular. While some authors, including myself, 
question the impact that the Internet may have on family and community re-
lationships, it is also true that very few men actually spend a great deal of 
time in the community outside of work. For example, it is well known that the 
average adult spends approximately 4.5 hours a day watching television (Wil-
liams, Raynor, and Ciccolo 2008); such significant time spent in such isolated, 
sedentary activities makes it less likely that men will engage in more physical 
or community based-activities.

As new technologies make human contact via computers feel more “real,” 
the possibilities exist for men to develop increased participation in online 
communities that meet their psychosocial needs. Even older technologies can 
be valuable tools for helping men with a variety of problems. For example, 
one study showed that telephone counseling using a CBT model decreased 
depression and increased medication treatment compliance for people suffer-
ing from multiple sclerosis (Mohr et al. 2000). Telephone group therapy was 
found to be successful in helping depressed, disabled older adults (Evans et al. 
1986) and disabled adults across the lifespan (Evans et al. 1984). As Internet 
and telephone technologies become more integrated, social workers and other 
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helping professionals will continue to have new techniques and methods at 
their disposal.

equality of Sexes

It is clear that women in the United States and around the world still suffer 
from large economic, social, and political disparities. Patriarchy still exists, 
and it is far easier for a men to succeed than it is for women. However, it is also 
clear that women in the United States have far greater access to the fruits of 
society than they did fifty years ago. For example, in the 2008 election, Hillary 
Clinton was a serious contender for the U.S. presidency, something that would 
not have seemed possible only a few decades ago.

Throughout this book I have examined the paradox between accepting 
men for who they are and helping them explore often negative consequences 
for rigid adherence to hegemonic masculine ideals vis-à-vis their presenting 
problems. However, some practitioners advocate challenging patriarchy as a 
key aim of all social work practice. Male and female scholars have challenged 
the rigid notions of masculinity that oppress women and harm men and have 
sought to actively engage men in giving up their power and privilege and their 
negative means of expressing their masculinity. This type of practice is not 
designed to assist men with self-defined presenting problems, but with social 
change and transformation through challenging hegemonic conceptions of 
masculinity. Referred to as antihegemonic practice, this approach seeks to al-
ter the power relationships between men and women and work toward a more 
egalitarian, just society. While social workers working with individual men 
must never elevate a political agenda over a client’s individual needs, all social 
workers should help men evaluate the costs to themselves, their families, and 
their communities of rigid adherence to hegemonic masculine ideals. How-
ever, macro-oriented social workers may take a far more assertive stand and 
are strongly encouraged to work toward gender equality for the betterment of 
both men and women.

Nylund and Nylund (2003:387) demonstrate how narrative therapy can be 
a powerful tool in achieving this aim. 

The narrative approach takes into account the effects of discursive practices in 
shaping one’s identity, particularly gender discourse. This approach to therapy 
does not see men as the problem, but rather views “the problem” as the inter-
nalization of patriarchal discourses that circulate in the culture. From this lens, 
therapy becomes a process of examining dominant discourse and inviting clients 
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to step into alternative and/or preferred stories of the self. By bringing together 
the personal and the political, narrative therapists resist hegemonic masculinity 
and invite men into alternative ways of thinking and being.

It is important to note that the Nylunds used the verb “invite.” Men are in-
vited into exploring how language, institutional structures, power dynamics, 
and their relationships are influenced by gender ideals that may be implicated 
in many of the problems they face. The narrative therapist who adopts an 
antihegemonic, profeminist stance sees hegemonic masculinity as being en-
slaving of both men and women. This is a wonderful bridge, as the authors 
point out, between micro and macro practice, provided that the needs of the 
client are always placed before the goal of social change. Workers who are 
uncomfortable with this ordering are encouraged to work in more macro set-
tings, with women, or with men who are perhaps farther along the road to 
gender equality.

I am aware that this last statement may be taken out of context and may 
appear reactionary and antifeminist, but I do not believe this to be the case. 
It merely places the value of client self-determination above a social change 
agenda within the context of micro practice. Social work practice is impos-
sible without value and ethical conflicts, in which one cherished set of ideals 
is pitted against another (Furman 2003b). Through discussion with colleagues 
and supervisors and dedicated self-reflection, each social worker must find his 
or her own answers to this complex practice dilemma (Furman, Downey, and 
Jackson 2004).

Diversity and Globalization

The fact that the United Sates is becoming increasingly diverse has impor-
tant implications for men. One of the powerful changes brought by global-
ization is that conceptions of masculinity are slowly becoming more diverse. 
This increasing diversity in thinking about masculinity makes it increasingly 
likely that alternative conceptualizations of masculinity will be accepted. This 
diversity is welcomed, but it does mean that men may not be able to rely on 
clearly articulated norms of behavior. Role confusion is one of the costs of so-
cial change and transformation, and it is why some argue for preserving more 
traditional masculine and feminine roles. While I firmly believe that societies 
must work toward more egalitarian relationships and social structures, it is 
also important not to deny the difficulties men have faced due to these seismic 
shifts in social arrangements.
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Globalization is likely to have some similar effects as notions of what it 
means to be a man are influenced by changing transnational organizations and 
institutions. As men representing various conceptions of masculinity come 
into increasing contact, they will have new opportunities and challenges. And 
as social work becomes increasingly global and transnational, social workers 
will be called on to understand how masculinity is expressed and explored 
within various social contexts. The profession’s capacity to develop services 
and organizational structures to meet these challenges will be a key task dur-
ing the decades to come.

the Future of Social Work

Social work in the twenty-first century will encounter many challenges. The 
professional will be called on to examine its values, aims, and mission in the 
context of a rapidly changing, globalized world. From its beginnings, social 
work has been the profession that has advocated for the poorest of the poor, 
the most oppressed and disadvantaged, and those at most risk of harm. The 
primary roles of social workers in the early decades of the profession were 
advocacy and social justice. This remains the primary mission of the profes-
sion in many parts of the world (Estes 1992; Healy 2001; Link, Ramanathan, 
and Asamoah 1999). Yet, as social work in the United States has attempted to 
become more accepted and professional and has increased its reliance on sci-
ence as its primary source of knowledge, the profession has moved away from 
these more social or macro aims (Furman, Langer, and Anderson 2006). The 
majority of social workers with master’s degrees in social work find them-
selves in roles very similar to those of counselors and psychologists, provid-
ing psychotherapy and engaging in individual behavioral change. Some have 
argued that the “social” in social work has been diminished as the unit of 
analysis and intervention has shifted increasingly away from communities 
and toward the individual.

I do not mean to disparage the profession. Indeed, this book has largely 
relied on more micro-practice theories and their utility in working with men. 
My purpose in presenting this assessment is to alert social work students and 
social workers to the trends that are occurring and their potential implica-
tions. One of the potential implications of viewing social problems solely from 
an individual or medical model lens is that social structures and problems may 
go unchallenged and unresolved. It is important that social workers continue 
to challenge oppression in all its forms and advocate for the most vulnerable. 
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As we have come to see, many men are vulnerable and have experienced a 
great deal of oppression and discrimination. Simultaneously, men have main-
tained a relative position of power when compared with women. Social work-
ers in the future will need to continually grapple with this dual reality in their 
practice with men and women alike. Similarly, they will need to advocate with 
their agencies to have the freedom to fight social injustice when they see it, 
not merely provide billable hours for specified services. Social workers should 
remain the conscience of agencies and society alike.

As social work has become more individually and micro-oriented, the 
importance of developing new structures for macro practice has increased. 
As noted, globalization and transmigration have made the boundaries of the 
United States far more diffuse. Energies, resources, and lives transcend inter-
national borders. Business, advocacy groups, migrant populations, and fami-
lies are increasingly moving across and between national boundaries, physi-
cally as well as in cyber space.

While international corporations and many groups of people have been 
quick to recognize this movement toward transnationality, the same cannot be 
said of social work (Furman and Negi 2007). The profession has not created 
the structures needed to provide services to people across national boundar-
ies. Furman et al. (2008) provide one of the first discussions of the need for so-
cial work to develop organizations capable of operating transnationally. They 
posit the potential of using a wrap-around model, using new Internet-based 
and telephonic communication tools such as Skype in working with geo-
graphically dispersed families. They demonstrate how interdisciplinary treat-
ment planning meetings, adapted from child-centered, family-focused wrap-
around services, can coordinate services for complex transnational groups. 
The authors recognize the need for organizations to conceptualize and test 
models of transnational practice. Our current understand of what an agency 
is will need to be expanded and shifted to account for new developments in 
technologies and the service realities of culturally different groups that exist 
within countries with different values and laws. Such developments will ne-
cessitate that social workers develop new skills and competencies in terms of 
building complex organizations.

Social work must also conduct more research on the positive aspects of 
men and masculinity and explore treatments that focus on what is right about 
men. By so doing, it will create long-term social capital for men and women 
alike. In an analogous exploration of the field of psychology, Gable and Haidt 
(2005:106) observe that
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we have invested greatly in identifying proximal causes of mental illness and cre-
ating effective therapies for those who are already suffering from disorders, but 
we have fallen short of identifying distal buffers to mental illness, such as personal 
strengths and social connections and prevention aimed at the larger population. 
Ironically, then, one of the costs of focusing resources solely on the treatment of 
those who are already ill may be the prevention of these very same illnesses in 
those who are not ill through research on the strengths and circumstances that 
contribute to resilience and wellness. 

This does not imply that social work, psychology, and the other helping 
professions should ignore the problems and concerns of men. It merely points 
out that we should explore the positive as a way of preventing and ameliorating 
problems and achieve greater balance between exploring risks and strengths 
in our research, education, and practice.

case example

Each of these two case examples explores the life of a man who has transcended 
great obstacles to contribute a great deal to others. In truth, each of the men dis-
cussed in the previous chapters could have their life explored here. A key lesson 
of the strengths perspective is that even those who engage in difficult behaviors, 
whose lives may not have turned out the way they had hoped, or who have pro-
found limitations do possess more strengths than weaknesses. This assertion is 
not merely based on an optimistic view of people but, this book has explored, 
has powerful implications for social work practice. In his presentation of case 
studies of the lives of men who have battled suicide, Fox (2000) notes that cour-
age is often expressed as the willingness to choose life in spite of numerous, 
painful obstacles. The man who is the subject of the following case example is 
the embodiment of this type of courage.

Walter Levin is a 55-year-old Jewish man living in the San Francisco Bay area. 
Walter’s story is one of resiliency. In spite of numerous familial, interpersonal, 
and physical wounds, Walter has worked hard at making the best out of his life. 
Despite struggles with depression and suicidal feelings, he has chosen to live 
and seeks to make the most out of his existence.

Growing up, Walter never felt like he fit in. He had a hard time in school, 
specifically with understanding sequential directions and with math. This was 
before the notion of learning disabilities was readily accepted, and Walter be-
gan to think of himself as merely stupid. His father, a high-powered academic, 
was critical and judgmental of Walter. He frequently told Walter that if he 
did not work harder to overcome his “barely average intelligence” he would 



wind up a failure. Walter’s mother, also being fairly judgmental, did not un-
derstand her son either. School was therefore a painful place for Walter, and 
home provided little refuge. His two brothers, who were both more than ten 
years his senior, achieved well in sports and in academics. They teased Walter, 
who did not care for competitive sports, and he became increasingly sullen 
and depressed.

Walter left home when he was 15 years old and spent the next decade travel-
ing the country working odd jobs. One of these jobs was as a cook in a small res-
taurant in Hawaii. While in Hawaii he began to practice yoga and developed a 
spiritual discipline. He spent his free time in his practice, as well as exploring the 
island on his bicycle. While Walter dated women on and off, his relationships 
often did not last long. They often were undone by his lack of self-confidence. 
He would begin to behave in an insecure manner and would feel that he did not 
deserve to be in the relationship. Women would often find those feelings too 
difficult to deal with, and his depression and poor self-image therefore lead to a 
self-fulfilling prophesy characterized by abandonment.

His lack of self-confidence and near paranoia about how others felt about 
him was lamentable, as Walter possesses many strengths. First, he is kind and 
generous. Walter truly cares not only for the individuals who come into his life, 
but also about the world in general. Walter was always involved in political ad-
vocacy and worked at making the world a better place. He is also funny and en-
gaging. Especially in his early to middle adulthood, Walter’s playful spirit made 
him easy to be around. He is also deeply insightful. In spite of his own beliefs of 
about his lack of intelligence, he is a deep thinker who is able to develop pow-
erful insights. He also possesses excellent problem-solving skills, which have 
served as an asset.

During his mid-thirties Walter started a tree-trimming business in the San 
Francisco Bay Area. He did reasonably well and was able to support himself 
fully. During this time Walker began to study photography. Art and creativity 
have always been important to Walter. In many ways, he is happiest when he 
is able to appreciate the inherent artistic beauty in life, events, and objects. The 
study of photography seemed to help Water live out his lifelong desire to be an 
artist. As a student, Walter became friends with a group of other young photog-
raphers and artists. This group of friends would spend many hours roaming the 
city taking photographs and enjoying each other’s company. For the first time in 
many years, Walter felt as if he belonged.

Just as his life was coming together, Walter experienced a life-changing trag-
edy. Walking a female friend home late at night, a man pulled a gun on Walter 
and his companion. The man asked the woman to take off her clothes, and Wal-
ter instinctively placed himself in front of her. The man pulled the trigger and 
shot him in the abdomen. Walter was rushed to the hospital, where, true to his 
resilient nature, he survived in spite of losing a great deal of blood. He needed 
six hours of surgery for the doctors to repair the damage to multiple organs. 
While he survived, Walter would need three more surgeries to further repair the 
damaged caused by the bullet. For six months he was forced to have a colostomy 
bag, as his intestines were not functioning.
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For Writing and rEFlEction

 1. Think of a man in your life who, like Walter, has been a survivor. What 
strengths does he possess?

 2. How does society feel about men like Walter and the man you identified?
 3. How do you evaluate such men?
 4. How would you work with Walter in therapy?
 5. What principles and concepts in this book would be most applicable for 

working with him?

This event, which occurred at the age of 48, was a major setback in Wal-
ter’s life. Since he was unable to work, his tree-trimming business soon failed. 
Walter was forced to give up his apartment and for the next year stayed 
with friends. He felt useless and hopeless. Suicidal feelings, which he had 
struggled with as a symptom of his depression for years, began to intensify. 
However, soon Walter was able to find work again as a cook and began to 
take psychiatric medication. For several years his life was went through many 
ups and downs. He had periods of unemployment mixed in with months of 
work. He become increasingly angry, and at times his perceptions of others 
bordered on paranoid. Still, ever resilient, Walter began to take control of his 
life. He found a good job as a chef and a small apartment, and he entered a 
period of stability.

Paradoxically, as Walter’s life become more stable, he found himself in-
creasingly depressed and disoriented. Not forced to deal with survival and 
crisis, Walter found himself facing some of his developmental and social re-
alities. He was a 55-year-old man who had no family and had few friends or 
social connections. While his job was stable, he was not sure how many years 
he would be able to continue the intense work of being a chef. This realiza-
tion produced a great deal of worry, as Walter had no retirement savings. 
Without constant crisis, he realized he had many regrets about the past, and 
many fears and doubts about the future. He also found himself profoundly 
lonely and felt a void in his life. For the first time in many years, Walter had 
health insurance and decided to seek therapy, and perhaps medication. He 
determined that he wanted to have a woman for a therapist. He reasoned that 
he wanted the perspective of a woman, who might help him find some in-
sights into why he pushed women away. Being honest with himself, he also 
felt lonely for female company. This realization was difficult for Walter, as it 
made him feel like “a loser.”



case example

In each of the cases in this book, the majority of men either were the recipients 
of social work services or were in need of services for some significant psycho-
social problem. While it can easily be argued that each of us will need social 
work services at some point in our life, many people are able to transcend life’s 
obstacles without professional intervention. It is also true that many individuals 
not only transcend but thrive. Research in positive psychology and resiliency 
has begun to explore exceptional individuals who are able to achieve amazing 
accomplishments (Duckworth, Steen, and Seligman 2005). This last case pres-
ents the life of one person who is just such a man. While his life certainly has 
not been free of problems and pain (he was divorced early in his twenties), it 
has been characterized by a series of successful developmental transitions and 
triumphs. A man of many graces, he has lived well and inspired many with his 
gentle example.

Skip Jackson is a 62-year-old man who has recently retired from his fifteen-
year career as university professor. Skip came to the professorate and academia 
later than many. He was a successful advertising executive for a decade before, 
which followed a successful career as a jazz trumpet player. Throughout his life, 
Skip had learned to trust his inner voice. When he believed it was time for a 
change, he embraced that change. He never saw moving from one career to an-
other as a failure, but as a new opportunity to excel. A man of many talents and 
interests, Skip believed that each season of life would lead to different adven-
tures. He believed in riding the wave of life, not fighting it.

Skip was raised in a working-class neighborhood of a city in the Pacific 
Northwest. He describes his childhood as “groovy,” a term he frequently used 
to describe life. Skip developed musical interests early on. His mother sang in 
their church choir, and she taught Skip to play the piano. He remembers the 
first time he really heard the trumpet. He was driving in the car with his parents 
and heard the jazz great Sonny Rollins playing on the radio. His mother began 
to speak to his father, and Skip blurted out, “Shut up a second, Mom.” It was the 
only time he talked like that to his mother. He was spellbound by the sound, and 
his shocked parents recognized that something powerful was happening to their 
son. He was 8 years old.

Within days, Skip began taking trumpet lessons. He fell in love with his first 
trumpet, a “real hunk of junk” that he still plays from time to time. In high 
school, he began to play in various jazz bands. Older musicians in the com-
munity started to pay attention to him, and soon they invited him to sit in with 
them at shows. He was 16 at the time. Upon graduating from high school, he 
was invited by several prominent jazz bands to join them. However, Skip had 
promised his dad that he would attend college, so he did. He continued to play 
music, was invited to join a successful jazz band, and spent the next several 
years touring during the summers and holiday breaks. While he loved play-
ing, he did not like the life of a traveling musician. In his sophomore year he 
decided that while music would be a lifetime love, he was not sure if it would be 
a lifetime career. He changed his major from music to business administration 



so he would have something “practical to fall back on.” When Skip graduated, 
he toured for three years with a nationally recognized band, recorded a solo 
album, and was frequently asked to play on the albums of others. While he 
continued to love music and his horn, he quickly tired of the life of a musician 
and began to look for other work opportunities. Several months later, at the age 
of 26, Skip took a job writing ads for a large advertising company. His musician 
friends were shocked. They could not understand how he “gave up.” So many 
people tried to earn their living as a musician, and he was one of the few who 
was able to do so. He assured them that he had made the right decision, and 
that he was going on another path. He was so quietly and gently self-assured 
that his friends soon accepted his change. He continued to go to their shows, 
and he showed no signs of remorse or regret. They admired him for his accep-
tance of his inner truths.

Part of the impetus for leaving his career was his desire for a stable and lov-
ing relationship. At the age of 24 he met and quickly married a young jazz sing-
er. Their marriage ended within a year. The young woman, prone to bouts of 
depression, was having serious manic episodes and would disappear for many 
days at time. Skip tired of this behavior and realized that he had made a mistake. 
The two divorced after six months of marriage.

Skip was devastated at the loss of his marriage. For the first time in his life, 
he took something as a personal failure. After work each day for several months, 
he wrote in a journal as a means of sorting out his feelings. He sorted out in his 
mind the things that he did that contributed to his relationship problems and the 
things that were caused by his former wife’s mental illness. He was able to accept 
his part without feeling blame or guilt, and he used it as a learning experience.

Skip stayed with his new company for over ten years. During that time he 
quickly was promoted. He moved up the corporate ladder and within two years 
was vice president. His creativity, trustworthiness, and steady personality were a 
good match for the hectic world of advertising. People experienced him as a sta-
bilizing force, as their rock. At that point he decided to get his MBA degree. He 
enrolled in a program that allowed him to attend one evening a week. During his 
first semester he met Kathy, a student in one of his courses. Kathy, who worked in 
finance, was in many ways the perfect match for Skip. Also a stable, solid person, 
she greatly enjoyed the arts. Kathy received her undergraduate degree in art and 
was a fine painter. She was far more emotionally expressive than Skip, and emo-
tionally they balanced each other well. They appreciated each other’s emotional 
style and wished to be more like the other. After a six-month courtship, Skip asked 
Kathy to marry him during a romantic weekend getaway. The two remain married 
nearly forty years later. Skip and Kathy raised three children together. After finish-
ing her MBA, Kathy started her own consulting company, which allowed her to 
work part-time throughout their marriage. It also afforded her the time and space 
to paint, which she continued to do.

After ten years, Skip decided to accept a position as a faculty member in a 
local university. Skip and Kathy invested well, and money become less of a con-
cern. Skip loved the opportunity to teach and was viewed as a great colleague 
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For Writing and rEFlEction

 1. Is it hard for you to believe that Skip was truly so happy all these years? If so, 
why?

 2. What does your response tell you about how you perceive men, and about 
your conceptualization of human behavior and existence?

 3. What are the dominant themes and metaphors within Skip’s life?
 4. Assume that Skip became suddenly depressed over having left his position as 

a college professor. What approach would you use in working with him?
 5. What characteristic that Skip possesses do you wish you had more of? Why? 

How can you develop this attribute in yourself?

and resource during his career. While he never was an academic superstar and 
was not as successful as he had been in the world of business, Skip was happy 
and enjoyed his life.

Skip developed a complicated health concern in the form of a rare autoim-
mune disease. For two years he struggled with frequent viral infections. Several 
times he wound up hospitalized. After this difficult period he was placed on a 
medicine regime that helped him stabilize.

Once his health was stable, Skip began playing a great deal more music. He 
found great pleasure in returning to his old passion and loved playing, espe-
cially now that the expectations were not so intense. He could just “blow the 
horn and let it go.” He was asked to play with many of his old musician friends 
and had far more opportunities than he could accept. At about the same time, 
the climate within his business school began to deteriorate. The dean fought 
constantly with the faculty, who were divided into factions. Skip found many of 
the issues that people were fighting over petty and refused to take sides. Ironi-
cally, many people therefore experienced Skip as being fair and impartial, which 
led to their talking to him about their concerns. By not being involved in the 
college’s drama, he became the calm eye in the hurricane. After a year of this, 
he decided that he had enough money to retire from full-time employment and 
announced his decision to leave.

Since Skip’s retirement he has spent most of his time gardening or playing 
music. An old musician friend asked him if he wishes he had remained a work-
ing musician his whole life. He replied, “Not for a minute. If I did, I never would 
have missed it so much and would not be having so much fun with it now!” Skip 
remains actively engaged with those he most cares about, and with the activities 
that currently bring him the most pleasure.
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ExErcisE

Think of a man who you have respect for, who you value, who you believe has many 
strengths. Explore and describe his strengths. How do they define who he is? How do 
they help him achieve this goals and dreams? Do these strengths help him overcome 
key limitations?

ExErcisE—tHE strEngtHs and rEsiliEncy oF mEn

For this exercise, interview a man about his strengths and how he has used his strengths 
and resources to overcome adversity. During your interview, try not to ask about any 
problems, issues, or concerns. If the man you are interviewing brings them up on his 
own, ask him what skills and resources he used to overcome these issues. Ask him 
how he has grown from his own trials and tribulations. Ask him what he likes about 
himself, and what others like about him. Instead of giving you a script of questions that 
you must ask, see it as your job to mine for strengths, to find out everything possible 
you can about the man you are interviewing.



 Resources append ix

The following section contains many resources for and about men. I am providing 
these resources as a means of gathering more information, and for social workers to 
assess in terms of appropriateness for their own male clients. I in no way advocate the 
views expressed by some of these resources.

introDUction: General resources about Men

Changing Men Collections: Text, video, and audio collections at Michigan State Uni-
versity pertaining to men, masculinities, and the men’s movement.
http://www.lib.msu.edu/coll/main/spec_col/radicalism/men/

Health Institute, Men’s Health: A list of wellness-related resources for and about men, 
from the Australian national government.
http://www.healthinsite.gov.au/topics/Men_s_Health

Men’s Center: Described as “the male affirmative resource center,” the Men’s Center is 
a web site that seeks to provide resources to help men live positive, productive, 
and healthy lives.
http://www.themenscenter.com/index.htm

Men’s Studies and Men’s Movement: Internet gateway—a list of academic and nonaca-
demic sources about men from Carnegie Mellon University Libraries.
http://www.library.cmu.edu/Research/SocialSciences/Gender/ms_internet.html



Men’s Web: An Internet journal with articles, discussion, and links to various issues 
related to men.
http://www.menweb.org/

�. Men’s Psychosocial health in a Global era

Men’s Resources International: The goal of this organization is to help men around the 
globe practice healthy and compassionate forms of masculinity. With a special 
focus and history in Africa, the group engages in organizing and training men 
around issues of violence, gender, and masculinity.
http://www.mensresourcesinternational.org/template.php?page=aboutus

A New Role for Men—United Nations Population Fund: This branch of the United 
Nations focuses on development- and population-related issues in developing 
countries. The website explores the role of men and masculinity in the process of 
development and the empowerment of women.
http://www.unfpa.org/intercenter/role4men/

�. conceptions of Masculinity and the Development of Men

American Men’s Studies Association: This organization encourages teaching, research, 
and clinical practice on men and masculinities. It supports the development of 
academic programs in men’s studies, encourages interdisciplinary study and prac-
tice, and sponsors an annual conference on men and masculinities.
http://mensstudies.org/

Division 51: Society for the Psychological Study of Men and Masculinity: This is the 
group within the American Psychological Association that focuses on the study of 
men and masculinity. It encompasses research, treatment, and education.
http://www.apa.org/about/division/div51.html

National Organization for Men Against Sexism: A profeminist, gay-affirmative, anti-
racist organization, this group seeks to enhance the lives of all men. It holds a 
national conference and has chapters in several cities throughout the United 
States.
http://www.nomas.org/

Hard Hat Brotherhood: The website states that the organization is founded on the 
premise that men sometimes just want to “hang out and be one of the guys.” 
The organization bills itself as encouraging men’s relationships with each other 
through “doing guy stuff,” and its members are from diverse socioeconomic 
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groups. While international, most Hard Hat groups are located in California 
and Michigan.
http://www.hardhatbrotherhood.com/

Men’s Leadership Alliance: This nonprofit organization is dedicated to men living au-
thentic, joyful, “soulful lives.” It seeks to inspire men to live authentically in the 
service of a sustainable world. The website states: “We hold a vision of authentic 
manhood. The cultural motif of modern manhood strikes us as shallow. So often, 
emptiness results from a life lived in service of superficial manhood devoted to 
competitive achievement, sexual conquest, empty, escapist pleasures and spiritual 
poverty.” The organization sponsors men’s leadership and development retreats in 
a wilderness setting, and personal coaching.
http://www.mensleadershipalliance.org/

�. the relationships of Men

Dads and Daughters: The mission of the organization is to help maximize the father–
daughter relationship, regardless of the type of involvement of the father. Step-
fathers and nonresidential fathers are valued. The organization is committed to 
promoting supportive and fulfilling relationships and advocacy for fathers.
http://www.dadsanddaughters.org/our-work/topics-for-research.aspx

National Fatherhood Initiative: The organization seeks to improve the well-being of 
children by increasing the proportion of those growing up with involved, respon-
sible fathers. The group seeks to educate fathers, develop national leadership, de-
velop curricula and training, and encourage alliances.
http://www.objector.org/

�. theoretical and Practice Guidelines

Beck Institute for Cognitive Therapy and Research: Founded by Aaron T. Beck, one of 
the developers of cognitive therapy, the institute serves as a training ground and 
research center on cognitive therapy. It also provides direct services from a cogni-
tive perspective. Professional resources include books and information about the 
assessment tools, such as the well-researched Beck Depression Inventory.
http://www.beckinstitute.org

Center for Narrative Practice: A narrative therapy training center located in Manches-
ter, England.
http://www.narrativepractice.com/
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Dulwich Center: This group engages in training, research, collaboration, and cohost-
ing of international conferences in narrative therapy and community work. The 
center’s work represents the new movement in narrative therapy, which is to 
move the work from an individual to a community-based model. The center’s link 
to articles is particularly useful, as it provides some excellent introductory and 
advanced readings on many narrative related topics.
http://www.dulwichcentre.com.au/intcourse2007–2008.htm

Albert Ellis Institute: Formerly the Institute for Rational Emotive Therapy, this insti-
tute is dedicated to providing training and services in rational emotive behavior 
therapy. Social workers can receive several levels of training, which include day-
long intensives, certificate programs, and fellowships. The institute also provides 
resources related to REBT.
http://www.albertellisinstitute.org/aei/index.html

International Society for Existential Psychotherapy and Counseling: Founded in 2006, 
the organization was created to advance the study and practice of existential 
psychotherapy. The society sponsors training and is developing its network and 
infrastructure. The organization is evolving and encourages those who are inter-
ested to contact it.
http://www.existentialpsychotherapy.net/ICECAP/icecaphome.php

International Society for Existential Psychology and Psychotherapy: A division of the 
International Network on Personal Meaning, this group’s mission is to advance 
existential psychotherapy. It supports dialogue and sponsors the professional 
journal International Journal of Existential Psychology and Psychotherapy.
http://www.existentialpsychology.org/

Narrative Therapy Library: A resource that lists many books, articles, and workshops 
on narrative therapy. The site includes free articles on narrative therapy.
http://www.narrativetherapylibrary.com/default.asp?ID=1

Narrativeapproaches.com: This website was developed by Jennifer Freeman, David 
Epston, and Dean Labovits, three of the key developers of narrative therapy. The 
site provides links to training, professional resources, books, and articles about 
the approach.
www.narrativeapproaches.com

University of Kansas, School of Social Work, What Is the Strengths Perspective: This 
website is maintained by the school of social work that was instrumental in de-
veloping the strengths perspective. The site includes a discussion of the history, 
knowledge base, key principles, assessment strategies, and relationships to other 
approaches.
http://www.socwel.ku.edu/Strengths/about.shtml
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Part �: Problems and Solutions

Male Development and Empowerment Center: Located on the campus of Medgar Evers 
College in New York, this center’s mission is to assist males in the community to 
become more self-aware, develop leadership skills, and support and encourage ed-
ucational and personal goals. It offers seminars on subjects such as how to enhance 
male-to-male communication, increasing one’s financial position, specific indus-
tries, and accessing resources to assist in protecting parental rights. 
www.mec.cuny.edu

�. Men and Violence

Gang Resistance Education and Training Program: This website offers a curriculum 
for youth, delivered by law enforcement officers, to help prevent youth gang 
activities.
http://www.great-online.org/

Men’s Anti-Violence Network: A group of community and business leaders dedicated 
to stopping domestic violence.
http://www.themangroup.org/aboutman.shtml

Men’s Resource Center for Change: The organization’s website states that its mission “is 
to support men, challenge men’s violence, and develop men’s leadership in ending 
oppression in ourselves, our families, and our communities. Our programs sup-
port men to overcome the damaging effects of rigid and stereotyped masculin-
ity, and simultaneously confront men’s patterns of personal and societal violence 
and abuse toward women, children, and other men.” The organization provides 
training, anger management, and antiviolence programs in Massachusetts, and 
advocacy and education via political and social action. It provides links to many 
good resources related to men.
http://www.mrcforchange.org/

National Latino Alliance for the Elimination of Domestic Violence: An organization 
of Latino and Latina advocates dedicated to the elimination of domestic violence. 
It stresses the strengths within the Latino community and the role of racism, dis-
crimination, and other oppression in the perpetuation of domestic violence.
http://www.dvalianza.org/Templates/index.htm

National Youth Gang Center: This federal agency falls under the Office of Juvenile 
Justice and Delinquency Prevention. The purpose of the organization is to help 
policy makers, researchers, and practitioners reduce youth involvement in gang-
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related activity. The website provides up-to-date research on the nature of gangs, 
their prevention, and intervention.
http://www.iir.com/nygc/

Rape, Abuse and Incest National Network: The largest anti–sexual assault organization 
in the country. It conducts workshops and programs on sexual assault and oper-
ates the national Sexual Assault Hotline.
http://www.rainn.org/

Toolkit to End Violence, from the National Advisory Council on Violence Against 
Women Office: The goal of the toolkit is to provide guidance and resources to 
communities, policy makers, and individuals to end violence against women.
http://toolkit.ncjrs.org/

United States Army Sexual Assault Prevention and Response Program: The army pro-
gram designed to eliminate sexual assault in the military. It focuses on preven-
tion, education, policy formation, advocacy, and treatment.
http://www.sexualassault.army.mil/

White Ribbon Campaign: An Canadian organization with a global focus, the cam-
paign has been fighting violence against women since 1991. It encourages men 
to join in solidarity against violence by wearing a white ribbon at a specific time 
during the year and to join community-based antiviolence activities.

�. Workers at risk

Department of Veterans Affairs Vocational Rehabilitation and Employment Services. The 
office that seeks to assist veterans in regard to employment and job training issues.
http://www.vba.va.gov/bln/vre/

Employee Assistance Program: An excellent resource with links to many other EAP-
related and government resources.
http://www.eapmanager.com/links/links.htm

Employee Assistance Professional Association: As the name suggests, the website for 
the organization of employee assistance professionals. The organization has five 
thousand members from various professions, including social workers.
http://www.eapassn.org/public/pages/index.cfm?pageid=1

Everything Must Change—Philadelphia, PA. This is a faith-based program that pro-
vides job training and job placement to persons who were unskilled and unem-
ployed. Some of the job-training skills are in construction and commercial build-
ing trades industries. This organization also partners with other organizations to 
provide services for substance abuse treatment and prevention of addiction. 
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http://www.phillyfuture.org/node/5836
e-VETS Resource Advisor: This group is available for veterans who are looking for em-

ployment. It provides job search assistance, job listings, additional training and 
assessment, and other services specific to veterans. It also advises veterans of their 
legal rights and responsibilities under federal laws. 
www.dol.gov/elaws/evets.htm

Job Corps: A federally funded program that offers job-skills training for young 
people. It gives them a chance to learn a trade and get a high school diploma 
or GED and provides assistance in finding employment. Job Corps provides 
residential and nonresidential programs. Some of the vocational offerings are 
business, sales, culinary arts, nurse’s aid, carpentry, painting, construction, 
landscaping, and welding. 
http://www.jobcorps.dol.gov

Primavera Foundation—Tucson, AZ: The Primavera employment programs assist 
homeless and near homeless adults in learning job skills and finding employ-
ment. Participants are enrolled in an Individual Service Plan that involves a 
case plan and an Employability Development Plan. The client’s skills are as-
sessed to match them with temporary employment while searching for full-
time jobs. Primavera provides job readiness classes that assist its clients in de-
veloping interviewing skills, understanding how to complete applications, job 
search planning, and identifying employment skills. Primavera also supports 
clients with bus passes, lunches, housing, and suitable clothing for work. Its 
ultimate goal is to assist clients in obtaining full-time employment and the 
ability to live independently. Primavera also partners with the Jackson Em-
ployment Center, which is a one-stop career center that provides job training 
for the homeless, continuum of care to working men, women, and families, 
and support services after clients secure employment, to ensure employment 
success and advancement. 
http://www.primavera.org

United States Department of Labor, Employment and Training Administration: 
The federal agency that oversees job training programs and provides states 
with grants for state-administered unemployment and vocational services. Of 
particular note is the administration’s web page, Advancing Your Career. On 
this page are links to information on career development, an analysis of high-
growth jobs, programs for youth, and advising on how to deal with the loss of 
a job.
http://www.doleta.gov/etainfo/
http://www.doleta.gov/jobseekers/
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�. Warriors at risk

Central Committee for Conscientious Objectors: The nonprofit organization that 
helps men and women make choices about disengaging from military service. 
It also seeks to educate people about the realities of military service and war. It 
operates the GI Hotline, which provides information to servicepeople about their 
general military rights and their rights regarding discharges.
http://www.objector.org/

DefenseLink/The United States Department of Defense (DOD): DefenseLink is the of-
ficial website of the DOD. The mission of the DOD is to provide military resourc-
es to secure the United States. The website provides links to many issues related to 
U.S. service members, including information on current conflicts and research.
http://www.defenselink.mil/

Disabled American Veterans (DAV): The DAV is a nonprofit organization with over a 
million members. Its mission is improve the lives of disabled veterans and their 
families through advocacy and referral to services. The DAV directly lobbies the 
federal government on behalf of disabled veterans. Its largest program, the Na-
tional Service Program, works directly with the government on helping veterans 
receive the benefits.
http://www.dav.org/

U.S. Department of Veterans Affairs (VA): The government agency that is responsible 
for the health and well-being of all veterans of the United States Armed Services. 
VA medical centers and clinics are located throughout the United States. The VA 
provides comprehensive physical and mental health care. Since the vast majority 
of members of the armed forces are men, the VA provides many services that are 
focused on the psychosocial needs of men.
http://www.va.gov/

VA Social Work:  The VA Department of Social Work is the largest provider of social 
work services in the world. The website provides a wealth of information about 
veterans and services to them.
http://www1.va.gov/socialwork/

Veterans of Foreign Wars of the United States of America: Community-based service 
organization.

Veterans Resources: An Internet site that provides links to news stories pertaining to 
veterans and those that serve them. This site also includes a free Internet forum, 
in which veterans and other interested persons can discuss topics including dis-
ability benefits, medical services, educational benefits, and other topics of interest 
to social workers.
http://www.veteransresources.org/
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�. the Physical health of Men

American Academy of Anti-Ageing Medicine—Men’s Health resource page: A list of 
more than fifty articles that explore various men’s health related issues.
http://www.worldhealth.net/p/mens-health.html

American Cancer Society: A nonprofit organization dedicated to finding cures for 
cancer, helping people find the medical resources they need to manage their dis-
ease, and helping people live successfully lives with cancer. Its mission is to en-
gage in collaboration with other organizations to eliminate suffering from cancer 
through research, education, advocacy, and service.
http://www.cancer.org/docroot/home/index.asp

American Diabetes Association: This organization provides important information 
about how to prevent and treat diabetes, a significant problem with men, in par-
ticular African American men.
http://www.diabetes.org

American Heart Association: The mission of the organization is simple: to build bet-
ter lives through cardiovascular health. The organization promotes education and 
treatment of heart-related diseases.
http://www.americanheart.org

American Urological Association: This organization maintains a website for a patient 
education. Good discussions of urological-based disorders and referrals to urolo-
gists are provided.
http://www.urologyhealth.org/

Centers for Disease Control (CDC): The CDC provides a comprehensive list of topics 
around men’s health. The website includes a valuable quiz that tests your knowl-
edge of men’s health issues. “Tips for a healthy lifestyle” provide men with guide-
lines for behaviors that will increase the likelihood of their improving their health 
or remaining in good health.
http://www.cdc.gov/men/

Everyman: A British nonprofit organization dedicated to raising funds and education 
for the prevention and treatment of testicular and prostate cancer. The site con-
tains valuable information on testicular self-checks and on prostate health.
http://www.icr.ac.uk/everyman/

International Society for Men’s Health: A multidisciplinary international organization 
dedicated to gender-specific medical services. The organization has a strong focus 
on the prevention of men’s health risks. Publishes the Journal of Men’s Health.
http://www.ismh.org/en/ismh-home/ismh-home.html

Mayo Clinic Tools for Healthy Lives, Men’s Health Center: This website provides 
information, treatment options, and resources on men’s health issues, such as 
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prostate health, sexual health, STDs, and fertility. Its A–Z list of men’s health 
conditions includes psychological and psychosocial concerns as well as physi-
cal health issues.
http://www.mayoclinic.com/health/mens-health/MC99999

Men’s Health Network: A network of health care providers, nonprofit organizations, 
and businesses dedicated to improving men’s health through education cam-
paigns and networking. Its goals include reducing men’s premature mortality, in-
creasing physical and mental well-being, and reducing the impact of violence on 
the lives of men.
http://www.menshealthnetwork.org/

National Kidney and Urologic Diseases Information Clearinghouse, National Institute 
of Health: This website provides a wealth of information and resources about a 
variety of diseases affecting men. The site contains an A–Z list of each of the ma-
jor urological diseases, including an excellent set of links on erectile dysfunction. 
The site is known to be based on up-to-date, evidenced-based medical practice 
and research.
http://kidney.niddk.nih.gov/index.htm

University of Texas, Houston, Men’s Health Issues: A website that discusses some of 
the key men’s health issues.
http://medic.med.uth.tmc.edu/ptnt/00000391.htm

10. Men and Mental illness

Depression and Bipolar Support Alliance: An Internet-based resource that provides 
information about bipolar disorder and depression. The site links contains links 
to support groups and other valuable resources.
http://www.dbsalliance.org

Men and Mental Illness, A Silent Crisis, Canadian Mental Health Association: An In-
ternet-based resource that helps men and providers understand the often ignored 
issues related to men and mental illness.
http://www.cmha.ca/bins/content_page.asp?cid=3–726

National Alliance for the Mental Illness (NAMI): NAMI is the largest grassroots orga-
nization dedicated to improving the lives of the mentally ill and their families. The 
organization engages in political advocacy and education on issues that pertain to 
people with mental illness. It also operates a twenty-four-hour-a-day helpline that 
receives more than four thousand callers a month. The website provides a wealth 
of information on issues pertaining to men with mental illness.
http://www.nami.org/
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Real Men/ Real Depression, National Institute of Mental Health: The Real Men, Real 
Depression project seeks to help educate men about depression. The website pres-
ents the story of real men talking about their own depression as it relates to their 
sense of self as men. Diverse men’s stories are presented. The focus of the cam-
paign is to help men understand that depression is not a sigh of weakness, but a 
treatable disorder. The site also provides information on symptoms, treatments, 
and sources of support.
http://menanddepression.nimh.nih.gov/

World Health Organization (WHO)/Mental Illness: The WHO provides a great deal of 
information about mental illness, its prevention, and its treatment. Much infor-
mation is provided on mental illness from an international perspective, as well as 
the impact of social and environmental catastrophes on mental health. The WHO 
developed the ICD-10, a classification system of mental disorders that provides an 
alternative to the DSM-IV.
http://www.who.int/mental_health/emergencies/en/

11. older Men at risk

Administration on Aging: A division of the Department of Health and Human Ser-
vices, the branch of the federal government that funds programs under the Older 
Americans Act. Home health care, community-based care, visiting nurses, and 
meals programs are some of the many services that administration has funded for 
thirty-five years.
http://www.aoa.org

Alzheimer’s Association: The national organization with the mission to cure Alzheim-
er’s disease through research, and to improve the care and support for people with 
the disorder.
http://www.alz.org/

American Association of Retired Persons (AARP): The membership organization of 
thirty-seven million older Americans. The AARP advocates for the physical, fi-
nancial, and social well-being of older Americans.
http://www.aarp.org/

International Association for Hospice and Palliative Care: An international advocacy 
organization that seeks to have palliative care viewed as a human right, thereby 
increasing access to services worldwide.
http://www.hospicecare.com/Organisation/

John A. Hartford Foundation: The foundation states that its overall goal is to increase 
the capacity of the nation to provide effective and affordable care for older adults. 
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Since 1929 the Hartford Foundation has been providing grants to improve train-
ing to gerontological specialists, provide social services, and conduct research for 
the issues of older adults.

 http://www.jhartfound.org/
National Hospice and Palliative Care Organization: An organization dedicated to ex-

cellence in palliative and hospice care. The organization stresses holistic care, the 
development of palliative care standards, the training of professionals, and the 
integration of palliative and hospice care throughout the health care system.
http://www.nhpco.org/templates/1/homepage.cfm

National Institute on Aging: Federal government agency that coordinators and funds 
research on aging. The website provides valuable links to research grant opportu-
nities and health information.
http://www.nia.nih.gov/

1�. Diverse Men at risk

Gay Men of African Descent: Based in New York, this organization seeks to support 
gay black men through advocacy and programming. It conducts street outreach 
in New York, distributing condoms and providing sexual health information. It 
also provides HIV support groups and HIV testing.
http://www.gmad.org/index.html

National Black Gay Men’s Advocacy Coalition: This group is committed to improving 
the health and well-being of black gay men through research, policy, training, 
and advocacy. The website lists its core values as honesty/integrity, love/caring, 
trust, respect, independence, and commitment to excellence. The website pro-
vides daily links to news stories around the world that address the rights and lives 
of gay men.
http://www.nbgmac.org/

100 Black Men of America: The mission of this organization is to improve the quality 
of life in the African American community by enhancing economic and educa-
tional opportunities. The group seeks to develop youth leaders and is based on 
values of respect for the family, spirituality, justice, integrity, and empowerment. 
It conducts training programs, leadership forums, and conferences.
http://www.100blackmen.org/

Parents, Families and Friends of Lesbians and Gays (PFLAG):- An organization whose 
mission is to promote the well-being of people from diverse sexual orientations 
and gender identities through advocacy and education.
http://www.pflag.org/



a P P e n D i X  |  � 0 �

World Professional Association of Transgender Health: A professional organization 
devoted to the health and well-being of transgendered people. Members repre-
sent professionals in social work, counseling, other mental health fields, medical 
professions, voice and speech therapies, and other professions. It publishes stan-
dard-of-care guidelines for working with transgendered individuals.

1�. Men, compulsive Disorders, and addictions

Al-anon: The twelve-step support group for family members who have problems with 
alcohol. Al-anon helps its members share their experiences, hopes, and strengths 
with each other so they can set limits with the problem drinkers in their lives and 
heal from negative effects that alcohol abuse has had on their lives.
http://www.al-anon.alateen.org/english.html

Alcoholics Anonymous (AA): AA is the largest self-help organization in the world. It is 
based on the twelve steps, a spiritually/religiously based program that focuses on con-
cepts such as powerlessness over one’s addiction and the importance of peer support.
http://www.alcoholics-anonymous.org/?Media=PlayFlash

Co-dependents Anonymous: While the phenomenon of codependency has typically been 
applied to women, this twelve-step self-help group is open to both men and women 
who have been affected by the addictions or problematic behavior of others.
http://www.codependents.org/

Gamblers Anonymous: A twelve-step support group for compulsive gamblers. The 
website contains a twenty-question quiz to help people determine if they have 
a problem with compulsive gambling. As with the websites of many twelve-step 
programs, a comprehensive list of meetings is linked to the homepage.
http://www.gamblersanonymous.org/

Overeaters Anonymous: A twelve-step support group for compulsive overeaters. While 
the majority of members are women, many men do attend and are welcome.
http://www.oa.org/index.htm

Rational Recover: Self-help program for compulsive behaviors that is truly self-help in 
nature. The is work is done individually and not with support groups.
http://www.rational.org/html_public_area/rrsn.html

Sexual Compulsives Anonymous: A twelve-step support group for sexually compulsive 
behavior. While open to all, the group is predominantly composed of gay men. 
This program focuses less on abstaining from all sexual behavior and more on 
men developing their own sexual recovery plans. It seeks to help people express 
their sexuality in ways that are physically, emotionally, and spiritually healthy.
http://www.sca-recovery.org/
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Sex Addicts Anonymous: A twelve-step support group for people who engage in sexu-
ally compulsive behavior. The website contains a self-assessment to help people 
determine if they have a problem with sexual addiction.
http://www.saa-recovery.org/

Sex and Love Addicts Anonymous: A twelve-step program that seeks to help members 
stop engaging in destructive sexual or romantic entanglements. The organization 
recognizes that sexual, social, and emotional anorexia, in addition to compulsive 
behavior, may negatively impact people’s lives.
http://www.slaafws.org/

SMART Recovery: Face-to-face and online support groups for all addictive behaviors. 
The program is based upon cognitive behavioral principles and is appropriate for 
men for whom the twelve-step programs are not.
http://www.smartrecovery.org/

Workaholics Anonymous: A twelve-step program for those who wish to stop working 
compulsively. A “big book” is now available to those interested in this relatively 
new program. The website also has links to PDF files that contain valuable infor-
mation on the topic.
http://www.workaholics-anonymous.org/
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