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Abstract
Young men are grossly over represented in Irish suicide
statistics, yet this group is the least likely to use mental
health services. This paper outlines why young men are
reluctant to access mental health services, framing the
problem in the context of risk factors for suicide such as
binge drinking and social change. The paper argues that
de-stigmatising mental illness and encouraging young men
to seek help for emotional problems should be a priority for
policymakers.
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Introduction
In 1998 the UN expressed its concerns about the preva-

lence of suicide among teenagers in Ireland.1 Ireland has the
fifth highest rate of youth suicide (15-24 years) in Europe and
the ratio of male to female suicides is 4.5:1.2 The discrepancy
between male and female suicide rates is also found in inter-
national figures. 

According to figures based on 82 countries, males have a
higher rate of suicide than females in every country but
China.3 In the case of China the higher female rate is driven
by females in rural areas where a lack of opportunities and
the ready availability of pesticide are leading to fatal incidents
of self poisoning.4 In such areas the vast majority of women
are illiterate5 and have low political participation. 

In some countries in Asia, the Caribbean, and Central
America female suicides between the ages of 15-19 outnum-
ber those of males.6 In these regions young women are more
vulnerable to sexual violence, spend less time in school, and
have fewer economic opportunities than young men.7

In western countries however, figures for female suicides
are consistently lower than those for men. This is often attrib-
uted to the methods of suicide employed by males, which
tend to result in greater fatalities.8

This paper considers other factors which may contribute to
the higher rate of male suicide; such as abuse of alcohol
among young men and gender socialisation, which discour-
ages young men from seeking help for emotional issues,
meaning that mental health problems go unnoticed in many
cases.

Mental illness
It is widely believed that the majority of suicides have a

psychological illness at the time of their death. Studies of
suicide victims have found that 40%-70% had a mood disor-
der.9 Despite this 75% of men had not accessed a health
service in the month prior to their suicides.10 Males tend to
deal with emotional problems by themselves, often using
alcohol to self-medicate.11 The dangers of alcohol abuse are
well documented and there is compelling evidence to
suggest that such abuse is associated with suicide.12-14

Alcohol consumption in Ireland
During the period 1989-1999 alcohol consumption per

capita in Ireland increased by 41%.15 Increases in alcohol
consumption per head have been associated with suicide
among 15-24 year olds.16 A recent Irish study showed that
the majority of male suicides had alcohol in their blood
system and levels tended to be higher in those below the age
of 30.17

Studies have also shown an association between alcohol
consumption and major depression.18,19 Alcohol abuse signif-
icantly lowers a person’s mood, particularly in the case of
someone with major depressive disorder.12 The disinhibiting
effects of alcohol, on such individuals, may result in suicidal
acts which may have been thought of previously, but never
acted on.12 Had these people accessed mental health
services to tackle their depression there is a chance they may
not have taken such drastic measures.

The Department of Health and Children20 recommend that
adolescent addiction services be delivered separate from
adult addiction services and that these services be: delivered
locally, holistic in approach, and with family involvement. The
Department21 also recommend that addiction problems
should only be treated by mental health services in cases
where there is a primary mental health problem. Though the
former recommendation may prove helpful in the treatment of
adolescent addiction, by increasing family involvement, it is
difficult to envisage any possible benefits gained by the latter
recommendation, particularly when so many addiction prob-
lems coincide with mental health problems. Neither is this
recommendation likely to reduce the stigma attached to such
services. 

Stigma
The Health Service Executive and the Department of

Health and Children cite the stigma surrounding mental
health problems as a barrier to seeking help for many young
people.22 One Irish study found that young single men, those
over 65 and people from the farming community were the
least understanding about depression.23 An Australian study
found that 39% of male students would not use a formal
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service for emotional or personal problems.24 The most impor-
tant barrier to use of these services was concern over
confidentiality.24 Other studies have found that anticipated
shame and embarrassment were barriers to the use of mental
health services among young men.25,26 Barney et al27 surveyed
1,312 adults in an Australian community and found that many
would be embarrassed to seek professional help and feared
the negative reaction seeking such help might cause. Stigma,
therefore, can cause people to delay seeking treatment so
that they are not labelled ‘mentally ill’. Another issue, however,
is that men feel particularly stigmatised when it comes to
expressing themselves emotionally.28 Evidence suggests that
this may be due to gender socialisation.

Gender socialisation
Gender socialisation occurs through expectations by

parents, teachers, peers, and the media, about what consti-
tutes masculinity.29 Though there is little difference between
the emotions men and women experience30 there is a large
difference in the acceptability of expressing these emotions.
At a young age boys are required to restrict their vulnerable
or caring emotions.29 It is almost axiomatic that men do not
show their feelings. 

Studies have shown that men show more restricted
emotionality and restricted affection than women.31 Leverenz32

writes of a masculine, competitive arena; where less than
masculine behaviour can lead to public humiliation. In such
an environment it is important to maintain a ‘stiff upper lip’. In
a study of American college students, the primary barrier to
use of counselling services was male students’ socialisation
to be independent and conceal their vulnerability from
others.25 As men are socialised to ignore their feelings, poor
health can emerge suddenly.33

Many men find it difficult to speak to their doctors about
stress or mental health problems.34 Young men are signifi-
cantly less willing than other groups to contact their GP
about psychological issues.35 One study in the US found that
young men considered asking for help a sign that they had
‘lost’ and that losing was unacceptable for a man.36 Men are
also less likely, than women, to talk to family and friends about
their problems and are less likely to use psychiatric services.37

Instead, they deal with emotional problems by externalising
them and ‘acting out’.38

Men view depression as a threat to their masculinity.34,37

When males do access psychiatric services it is often
through means which do not compromise their masculine
self-concept, such as suicide attempts and panic attacks.39

Young men are also significantly more likely than women or
older men to dismiss depression as ‘feeling sorry for them-
selves’40 and are less likely than women to recognise a mental
health problem.36,41

Looking at modern Ireland one might ask is gender social-
isation as much of an issue today as in previous decades?
Although gender roles may be less rigid, in terms of occupa-
tion and opportunity, there is no evidence to suggest that
men have become more expressive or more willing to discuss
emotional problems. Although there have been huge changes
in Irish society in the past 20 years, the willingness of Irish
men to seek help for emotional issues seems to be unaf-
fected. In fact there is evidence which indicates that social
change itself is a factor in suicide.

Social change
The World Health Organisation identified the problems

experienced by adolescent boys as a result of “…changes in
the roles of boys and men in society, accompanied by
changes in developmental and economic possibilities and
opportunities”.42 Durkheim43 argues that abrupt transitions in
society result in ‘anomie’, a term which describes a break-
down of social norms, and an increased suicide rate. There
is some research to suggest that countries undergoing
economic and social change do experience increased
suicide rates.44 This effect can be seen in Eastern Europe,45

China46 and Ireland.47 Kelleher,47 looking at suicide rates from
1970-1985, suggests that the increase may be due to
changes in the cohesiveness of Irish society as well as
changes in the values of Irish society. Ireland experienced an
increase of 154% in male youth (15-24) suicide rates
between the years 1980-1990.48 In Britain, factors most
consistently associated with rises in young male suicide are
increases in divorce, declines in marriage and increases in
income inequality.49 During the period 1970-1990 marriage
rates in Ireland fell from 7% to 5.1%.50 The separation rate in
Ireland nearly doubled between the years 1986-199651 and,
in later years, inequality became more pronounced as the
economy boomed.52

A lack of awareness and knowledge
A recent study in primary and secondary schools in Dublin

found that students showed little awareness of the role of
mental health professionals in treating individuals with prob-
lem behaviour.53 Other Irish studies have found that young
people do not know where to get help for depression.28,36,54,55

This is consistent with international studies.25,36 These stud-
ies indicate that mental health promotion is in need of revision
and young people need to be better educated about mental
illness; as this gap in information is creating a barrier to their
use of mental health services.

How is the problem of suicide being dealt with?
The government’s response to the rise of suicides among

young people has been to set up organisations to monitor
and investigate the trend. The National Task Force on
Suicide, the National Suicide Research Foundation, the Irish
Association of Suicidology and the National Suicide Review
Group were all established between 1995-1998. In addition,
a number of regional health boards have published suicide
prevention strategies.

The National Strategy for Action on Suicide Prevention
2005-2014, listed priority areas of service development in
the 2005 Reach Out report.22 The report’s objectives focused
on: response to self-harm, mental health service provision,
alcohol and substance abuse, marginalised groups, prisons,
police response to suicidal behaviour, victims of abuse,
supports for young men, supports for older people, and
restricting access to means of suicide.

Most of the attention and focus of the Government’s
response to suicide has been concerned with how to deal
with the factors which drive suicide, such as: unemployment,
alcohol and drug misuse, physical abuse, and confusion over
sexual orientation; as well as the services which are in place
to care for people with a mental illness. The need to target
poverty and social exclusion has also been emphasised as a
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means of reducing the suicide rate in Ireland.56 While such
areas are hugely important we should bear in mind that much
less attention has been paid to the issue of stigma and young
people’s reluctance to use mental health services. No matter
what improvements are made to the infrastructure of mental
health services it will not make an impact unless young
people are willing to use them.

What can be done?
The Reach Out report22 mentions the importance of remov-

ing the stigma attached to mental illness but does not specify
how this is to be carried out. The World Health Organisation57

recommends community care as a way of limiting the stigma
of being treated for a mental illness. This surrenders to, rather
than confronts, the stigma attached to mental illness. Patients
should not be stigmatised by receiving treatment, regardless
of the context of that treatment. Instead, strategies to dimin-
ish stigma should be initiated, such as: education, advocacy,
and open discussion of mental illness.

There is a need for mental health education at all stages of
the school curriculum, with particular emphasis on reducing
stigma.58 Young men need to know how to deal with their
negative feelings constructively, instead of numbing them
with alcohol or engaging in high risk activities. They also need
to be made aware of the signs of mental illness, so that they
may recognise poor health in themselves and others. More
information needs to reach young men in terms of the mental
health services that are available to them. The role of GPs,
counsellors, and psychiatrists should be clearly explained to
them. Also, there should be a clear and easy-to-follow proto-
col for young men who want to get in contact with these
professionals.

In Australia, ORYGEN Youth Health was launched in 2002.
The organisation provides a series of programmes to assist
young people with mental health problems. These include a
24-7 youth access team, which assesses those referred to
triage and offers crisis response, and a Youth Participation
Programme which encourages young people to become
mental health advocates.59 In Austria, a programme focusing
on training teachers to recognise problems in students was
launched in 2001. The programme entitled ‘Step by Step’
was evaluated favourably by the schools involved.60 Another
Australian initiative, ‘Beyondblue’, aims to destigmatise mental
illness by increasing public awareness. Analysis of its
progress suggests that there have been improvements in
social attitudes towards depression.61

Since 2001 social, personal and health education (SPHE)
has been taking place in primary schools and in the junior
cycle of post-primary schools in Ireland.62 The aims of SPHE
are to promote self-esteem and well being, to enable
students to make responsible decisions, and to develop skills
for living in communities.62 One module of SPHE focuses on
‘Emotional health’ and emphasises the importance of recog-
nising feelings and respecting the feelings of oneself and
others. It would be worthwhile to include a segment on help
seeking, as this is a key issue in promoting mental well being. 

Aware also run an education programme in schools. The
program, which is called ‘Beat the Blues’, is designed to
inform young people about depression. In seven academic
years, over 100,000 students nationwide have been spoken
to.63

Structural stigma also needs to be addressed. While 20%-
30% of all health disability is related to mental health
problems, mental health services have access to only 7% of
the national health budget.64 Furthermore this percentage has
decreased from 10.6% in 1990.64 At a time when suicide in
Ireland is climbing, this cannot be justified. 

Stigma is also a problem in the workplace. Research has
shown that while one third of Ireland’s workforce has had
depression,65 workers are reluctant to disclose depression to
their employers for fear of negative consequences.66,67 This
feeds into public and self-stigma of depression and needs to
change. Employers must support workers who disclose
mental health problems in order to create an atmosphere of
tolerance for mental health issues. If workers feel safe
disclosing their problems to employers, it may set a prece-
dent for disclosure to other people who are in a position to
help. 

Conclusion
Ireland has seen a rapid increase in suicide rates in young

people, and young men in particular. While much attention
has been paid to what is causing this increase in terms of
stressors, little attention has been paid to the barriers which
prevent young men from seeking help. These barriers include
gender socialisation, stigma, and a lack of awareness about
mental health professionals and the services that they offer.
Policymakers need to address these issues in order for any
preventative strategies to be effective.

In order to properly educate young people about mental
illness it is necessary to incorporate mental health education
into the school curriculum as early as possible. Teachers,
parents, and policymakers need to place the same emphasis
on mental health as they would on physical health; for it is
these groups who will be instrumental in changing the way
mental illness is discussed and, therefore, perceived. 

Open discussion of mental illness will not only inform
young people; it will also help to de-stigmatise mental illness
generally. Stigma is an enormous obstacle for people in need
of mental health services. A fear of being labelled makes
many people reluctant to seek treatment. The message to
young people needs to be loud and clear: having mental
health problems is nothing to be ashamed of.

Declaration of interest: This research was funded by the
voluntary organisation Aware. 

References
1. Amnesty International. Mental Illness: The Neglected Quarter – Children. 2003.
2. Health Service Executive. National Service Plan 2006.
3. Schmidte A et al. Suicide rates in the world (Update). Retrieved October 1, 2006
from www.alt.uniwuerzburg.de/IASR/suicide-rates.htm   
4. Philips MR, Li X, Zhang Y. Suicide rates in China, 1995-1999. The Lancet 2002;
359; 9309: 835-840.   
5. Jowett J. Patterns of literacy in the People’s Republic of China. Earth and
Environmental Sc 1989; 18(4): 417-427.   
6. Wasserman D, Cheng Q, Jiang G. Global suicide rates among young people aged
15-19. World Psychiatry 2005; 4(2): 114-120. 
7. Nugent R. Youth in a Global World. Population Reference Bureau 2006. Retrieved
October 1, 2006 from www.phishare.org/files/4456_YouthInAGlobalWorld.pdf
8. Beautrais AL. Suicide and serious suicide attempts in youth: a multiple-group
comparison study. Am J Psychiatry 2003; 160: 1093-1099.   
9. Aware. Suicide in Ireland: A global perspective and a national strategy. 1998.
10. Department of Public Health. Suicide in Ireland: A national study. 2001.
11. Brownhill S, Wilhelm K, Barclay L, Schmied V. Big build: hidden depression in men.
Aust NZ J Psychiatry 2005; 39(10): 921-931.   
12. Farren CK, Martin S. Alcohol and suicide: Interim findings. Aware. 2004. 
13. Windle M. Suicidal behaviours and alcohol use among adolescents: A
developmental psychopathology perspective. Alcohol Clin Exp Res 2004; 28(1): 29. 
14. Pridemore WA. Heavy drinking and suicide in Russia. Soc Forces 2006; 85(1):
413-430.  

Ir J Psych Med 2007; 24(2): 67-70

69

6. Perspective/Burke/AH2.qxd  03/09/2007  16:58  Page 3



15. Strategic Task Force on Alcohol. Interim Report. Dublin: Department of Health and
Children. 2002.
16. Diekstra R. Suicide and parasuicide: A global perspective. In: Montomery S,
Goeting NLM (Eds). Current approaches: Suicide and attempted suicide – risk factors,
management and prevention. Southampton: Duphar Laboratories, 1991.   
17. Bedford D, O’ Farell A, Howell F. Blood alcohol levels of persons who died from
accidents and suicide. IMJ 2006; 99(3): 80-83.   
18. Patten SB, Charney DA. Alcohol consumption and major depression in the
Canadian population. Can J Psychiatry 1998; 43: 502-506.   
19. Kelder SH et a;. Depression and substance use in minority middle school students.
Am J Public Health 2001; 91(5): 761-766.   
20. Department of Health and Children. Working Group on treatment of under 18 year
olds presenting to treatment services with serious drug problems. 2004.  
21. O’Connor J. Report of the Expert Group on Mental Health Policy: A Vision for
Change. Dublin: Stationary Office 2006.   
22. Health Service Executive. Reach Out. 2005.   
23. McKeon P. Public attitudes to depression: A national survey. AWARE, 1999.  
24. Donald M, Dower J, Lucke J, Raphael B. The Queensland young peoples’ mental
health survey report. Centre for Primary Health Care, School of Populations Health and
Department of Psychiatry; University of Queensland, Brisbane, Australia 2000. 
25. Davies J et al. Identifying male college students’ perceived health needs, barriers
to seeking help, and recommendations to help men adopt healthier lifestyles. J Am Coll
Health 2000; 48: 259-267.   
26. Wilson CJ, Rickwood D, Ciarrochi J, Deane F. Adolescent barriers to seeking
professional psychological help for personal-emotional and suicidal problems.
Conference Proceedings of the 9th Annual Conference for Suicide Prevention Australia
2002.   
27. Barney, LJ, Griffiths KM, Jorm AF, Christensen, H. Stigma about depression and its
impact on help-seeking intentions. Aust NZ J Psychiatry 2006; 40: 51-4.  
28. Burke S, Kerr R, McKeon P. Male secondary school student’s attitudes towards
using mental health services. Submitted 2006. 
29. Cherry M, Cournoyer RJ, Defranc W, Mahalik JR, Napolitano JM. Men’s gender role
conflict and use of psychological defenses. J Couns Psychol 1998; 45: 247-255.  
30. Prior PM. Gender and mental health. London: Macmillan 1999.  
31. Zamarripa MX, Wampold BE, Gregory E. Male gender role conflict, depression and
anxiety: Clarification and generalizability to women. J Couns Psychol 2003; 50(3): 333-
338.  
32. Leverenz  D. Manhood and the American renaissance. Ithaca: Cornell University
Press 1989.  
33. O’Neill J. Patterns of gender role conflict and strain: Sexism and fear of femininity
in men’s lives. Pers Guid J 1981; 203-210.  
34. Richardson N. Getting inside men’s health. Health Promotion Department, South
Eastern Health Board, 2004. 
35. Gavigan P, Carr A, McKeon, P. Urban public attitudes to the treatment of
psychological problems and depression in general practice. Ir Med J 2000; 93(7): 200-
202. 
36. Timlin-Scalera RM, Ponterotto JG, Blumberg FC, Jackson MA. A grounded theory
study of help-seeking behaviours among white male high school students. J Couns
Psychol 2003; 50(3): 339-350.  
37. Cleary A. Young men on the margins: suicidal behaviour amongst young men. The
Katharine Howard Foundation 2005.    
38. Kilmartin CT. The Masculine Self. New York: Macmillan 1994.  
39. Heifner C. The male experience of depression. Perspect Psychiatr Care 1996;
33(3); 10-18.  
40. McKeon P, Carrick S. Public attitudes to depression: a national survey. Ir J Psychol
Med 1991; 8: 116-121.   

41. Begley M, Chambers D, Corcoran P, Gallagher J. The male perspective: Young
men’s outlook on life. Suicide Prevention Office: The National Suicide Research
Foundation 2003.  
42. World Health Organisation. Working with Adolescent Boys: Report of a
workshop.1999. Retrieved September 26 from www.who.int/child-adolescent-
health/New_Publications/ADH/Boys_Report/WHO_FCH_CAH_00.9.htm   
43. Durkheim E. Suicide: A study in sociology. 1987
44. Sainsbury P, Jenkins J, Levey A. The social correlates of suicide in Europe. In:
Farmer R, Hirsch S (Eds.). The suicide syndrome. London: Croom Helm. 1980: 38-53.  
45. Mackinen IH. Effect on suicide rate of having reduced unemployment is uncertain.
BMJ 1999; 318(7188): 941.  
46. Chan KP, Hung SF, Yip PS. Suicide in response to changing societies. Child
Adolesc Psychiatr Clin N Am 2001; 10(4): 777-95.  
47. Kelleher MJ, Daly M. Suicide in Cork and Ireland. Br J Psychiatry 1990; 157: 533-
538. 
48. Lester D. Adolescent suicide from an international perspective. Am Behav Sci
2003; 46: 1157-1170.   
49. Gunnell D, Middleton N, Whitley E, Dorling D, Frankel S. Why are suicide rates
rising in young men but falling in the elderly? – a time series analysis of trends in
England and Wales 1950-1998. Soc Sci Med 2003; 57; 595-611.  
50. Central Statistics Office. 2006. Births, Deaths and Marriages. Retrieved October
15, 2006 from www.cso.ie/statistics/bthsdthsmarriages.htm  
51. McKeown K, Sweeney J. Family well-being and family policy: a review on benefits
and costs 2001. Retrieved October 18, 2006 from www.parentalequality.ie/
pe_resources/pdf/famrev.pdf   
52. Kirby P. The Celtic Tiger in Distress. Basingstoke: Palgrave, 2002.
53. Hennessy E, Heary A. Children’s understanding of ADHD: Perceptions of causes
and interventions’, presented at the 17th Biennial Meeting of the International Society
for the Study of Behavioral Development; August 2002; Ottawa, Canada.   
54. Keeley HS, Kelleher MJ. Youth attitudes to services in Ireland. Psychiatr Bull R Coll
Psychiatr 1998; 22(4): 257. 
55. National Suicide Research Foundation. Young People’s Mental Health. 2004. 
56. Department of Health and Children. A Vision for Change. 2006.  
57. The World Health Organisation. Mental Health: New Understanding. New Hope.
2001.  
58. Amnesty International. Mental Illness: The Neglected Quarter. 2003. 
59. ORYGEN Youth Health. 2006. Retrieved October 1, 2006 from www.orygen.org.au
60. Mental Health Europe. 2002. Mental Health Promotion of Adolescents and Young
People. Retrieved October 10, 2006 from www.mhe-
sme.org/files/Directory%20Mental%20Health%20Promotion%20of%20Adolescents%
20&Young%20People.pdf   
61. Hickie IB. Reducing the burden of depression: are we making progress in Australia?
Med J Aust 181(7): S4-S5.
62. Social, Personal and Health Education. 2006. Retrieved October 5, 2006 from
www.sphe.ie   
63. Beat the Blues. Aware 2006. Retrieved November 5, 2006 from
www.aware.ie/online%20books/btb.html 
64.  Mental Health Commission. Annual Report. 2002.  
65. McKeon P, Mynett-Johnson L, Claffey E. Prevalence of Depressive Illness in Ireland:
A National Survey. Aware 1993.   
66. McKeon P, McLoughlin D, Carrick S. Employees’ Attitude to Depression: What they
tell their boss. Abstract proceedings to World Federation of Mental Health, World
Congress 1995.  
67. Ballon D. Should I tell the boss? Disclosing a psychiatric condition in the workplace.
J Addict Ment Hlth 2001; 4(1): 13.    

Ir J Psych Med 2007; 24(2): 67-70

6. Perspective/Burke/AH2.qxd  03/09/2007  16:58  Page 4


