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ABSTRACT
STAY-AT-HOME FATHERS NAVIGATING DEPRESSION:
A CONSENSUAL QUALITATIVE STUDY
William Caperton, M.A.

Marquette University, 2015

Evidence suggests that the practices through which men are socialized to become
masculine may serve both to restrict their potential in ways that lead to psychological
distress, and also to restrict the ways in which they respond to such distress (Addis &
Mabhalik, 2003; Mahalik, Good, Tager, Levant, & Mackowiak, 2012; O’Neil, 2008).
While we are beginning to understand masculine depression (Cochran & Rabinowitz,
2000; Magovcevic & Addis, 2008) and paternal depression (Paulson & Bazemore, 2010;
Ramachandani & Psychogiou, 2009), almost nothing is known about how SAHFs
experience depression, nor their experiences and beliefs regarding help-seeking and
psychotherapy. The trend towards increased SAHFs does not seem to be slowing
(Latshaw, 2011; Rochlen, McKelly, Whittaker, 2010), and given the impacts of paternal
depression individually, and famillially, a greater understanding of this unique population
is sorely needed.

To that end, this qualitative study focused on how SAHFs experience depression,
including ways in which they have coped, and how they think about help-seeking. Where
they have sought help from mental health professionals, this study also explored their
experiences of psychotherapy. Results indicated that SAHFs who have experienced
depression during their tenure as SAHFs focused on relational distress, isolation, loss of
independence, and social stigma as contributing to their depression. They appeared to
retain a high value on providing for their families, both in the decision to take on the role
of SAHF and in deciding to ultimately seek help for depression. The idea of seeking help
as a means to protect and provide for their families appeared congruent with their
descriptions of masculinity, which recast the SAHF role as being definitionally
masculine. Finally, this growing but still somewhat marginalized group of men appeared
to be building social networks both on- and offline to support their sense of identity and
as a means for coping with the unique stressors they face. Implications for practice, as
well as future areas for research, are discussed.
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Stay-at-Home Fathers Navigating Depression
Chapter |

Statement of the Problem

Men and Depression
Depression has long been thought to affect women at about twice the rate of men.

Population-based studies such as the National Comorbidity Survey (Kessler, McGonagle,
Zhao, Nelson, Hughes, Eshelman, Wittchen, & Kendler, 1995) have found a female-to-
male ratio of 1.69:1, with male respondents reporting a 12.7% lifetime prevalence rate
and female respondents reporting a 21.3% lifetime prevalence rate for major depressive
episodes. However, many theoreticians and researchers interested in men’s mental health
have criticized these findings, arguing that men’s rates of depression may be under-
estimated for a variety of reasons, including clinician bias (Potts, Burnam, & Wells,
1991), and perhaps more importantly, differential symptom patterns within men (Cochran
& Rabinowitz, 2000; Pollack, 2005). Indeed, more recent studies have identified a
phenotypic variant labeled masculine-depression (Magovcevic & Addis, 2008; Zierau,
Bille, Rutz, Bech, 2002). When this form of depression has been included in population-
based data, rates of depression between men and women are approximately equal
(Martin, Neighbors, & Griffiths, 2013). Whatever the sex differences, if any, in
depression, a significant number of men suffer from this often chronic and frequently
debilitating condition.

Research has begun to unpack some of the ways in which masculinity may
intersect with the experience of depression, including how adherence to masculine roles

can impinge upon help-seeking (e.g. Addis & Mahalik, 2003; Mahalik, Good, Tager,



Levant, & Mackowiak, 2012; O’Neil, 2008; Smiler, 2006). As our understanding of
masculinity has evolved, a more nuanced view into the positive and negative aspects of
maintaining this potentially privileged position have been disclosed. In a general sense,
psychological understandings of masculinity have moved from a static, biologically-
determined personality trait position (Terman & Miles, 1936), to a social role position
(Pleck, 1981), to a view of masculinity that emphasizes its socially-constructed, dynamic
nature in which “masculinity” is seen as an institutionally backed form of power
independent of gender (Connell & Messerschmidt, 2005). What has become more
apparent is the paradoxical nature of masculine power and privilege, in which the
socialization practices in place to support masculine ideologies and the social roles
required to “perform” masculine behavior and accrue those privileges, also serve to harm
both men and the communities in which they live.

So called “hegemonic” masculinity has been described as the pattern of practice
that has allowed men’s perceived dominance over women to continue (Connell &
Messerschmidt, 2005), and has been defined as including traits such as assertiveness,
competitiveness, independence, and control (Dec Oster & Heimer, 2006). This
“hegemony” is not without costs, however, and authors have described some of the ways
in which adherence to these traditionally masculine roles can lead to gender-related stress
and strain. Pleck (1981) noted that the masculine role includes some dysfunctional
elements (e.g., reliance on violence), and that masculine strain can derive from not
meeting the role (i.e., discrepancy strain), from trauma experienced during induction into
the role (i.e., trauma strain), and from overly rigid reliance on the role (i.e., dysfunction

strain). O’Neil, meanwhile, has also described the ways in which masculine socialization



requires adherence to restrictive, contradictory, and difficult-to-achieve norms that
ultimately results in the “restriction of a person’s human potential or the restriction of
another person’s potential” (O’Neil, 2008, p. 362). Some authors have argued that
traditional masculine norms regarding the importance of emotional control, dominance,
winning, self-sufficiency, and pursuit of status are imposed upon all men living in the
United States (Hammer, Vogel, & Heimerdinger-Edwards, 2013; O’Neil, 2008;
Wetherell & Edley, 1999).

Along with this evolving understanding of masculinity and masculine-related
gender strain or conflict, has come awareness of the significant need for mental health
services for men, and at the same time the significant barriers and underutilization of
these services by men. Men are less likely than women to seek help for problems as wide
ranging as substance abuse, physical disabilities, traumatic life events, and depression
(Addis & Mahalik, 2003). Men reporting greater masculinity-related conflict experience
greater psychological distress (Cournoyer & Mahalik, 1995), have greater difficulty with
interpersonal intimacy (Fischer & Good, 1997), and have higher rates of depression
(Good, Robertson, Fitsgerald, Stevens, & Bartels, 1996). Additionally, men who identify
with more traditional masculine conceptions (e.g., status-seeking, independence, winning,
dominance) hold more negative views regarding utilizing mental health and career
counseling services (Addis & Mabhalik, 2003; Rochlen & Obrien, 2002). Men seem to
perceive more stigma in seeking help than women (Vogel, Wade, & Hackler, 2007), and
this stigma increases in men with higher levels of identification with traditional

masculine norms (Hammer, Vogel, & Heimerdinger-Edwards, 2012).



In addition, Rochlen (2005) has pointed out that a frequently mentioned challenge
in working with men psychotherapeutically is the incongruence between the “culture of
therapy” and the “culture of masculinity.” Ideal therapy clients have been described as
“emotionally expressive, comfortable with ambiguity and vulnerability, and able to ask
for help” (p. 628), as contrasted with men’s socialization, which tends to promote the
avoidance of emotional expression, a masking of vulnerability, and the need for self-
reliance and toughness (e.g. Addis and Mahalik, 2003; Good, Thompson, & Brathwaite,
2005).

Summarizing, it is evident that the practices through which men are socialized to
become masculine may serve both restrict their potential in ways that lead to
psychological distress, and also to restrict the ways in which they respond to such
distress. Social pressures connected to the establishment and maintenance of the
masculine role may, in fact, lead to a double bind, in which men most in need of help for
depression are least likely to seek it (Good & Wood, 1995). A striking piece of evidence
for this contention can be seen by noting that while men may be less likely to be
diagnosed with depression than women, they are four to 15 times more likely to complete
suicide (Canneto & Cleary, 2012; Vannatta, 1997). This discrepancy points to the urgent
need to more fully understand how it is that men experience depression and the process
of seeking help.

Fatherhood

One particular point of interest in studying men’s depression is in relation to

parenthood. The transition into parenthood can be psychologically difficult for both men

and women, and recent scholarship has focused on the link between fatherhood and



depression (Cox, 2005; Paulson & Bazemore, 2010; Ramchandani, Stein, Evans,
O’connor, 2005). The evidence suggests that between 10-24% of fathers may suffer from
prenatal and postpartum depression (Paulson & Bazemore, 2010). This finding is
concerning both for the men directly impacted by depression, and for their children:
Research has indicated that paternal depression has detrimental impacts on children
longitudinally, including increased association with eventual psychiatric disorders
(Ramachandani & Psychogiou, 2009; Ramachandani, Stein, O’Connor, Heron, Murray,
& Evans, 2008). Fathers experiencing depression have described the onset of difficulties
being connected with situations in which their role or position has appeared fragile,
vulnerable, or contradictory (Madsen, 2009). This potential for fragility is situated within
a context of changing roles and expectations for fathers, moving from the authoritarian
father of the early 20™" century, through the breadwinner, to the engaged and equal-
partner “new father” or “generative father” of today (Lamb, 1995; Madsen, 2003;
Madsen, Lind, & Munck, 2002). These changing father-roles represent one aspect of the
ever-changing nature masculinity (Connell & Messerschmidt, 2005), and fatherhood is a
domain in which masculine norms are expressed and transmitted (Shows & Gerstel,
2009). Given the connection between masculine role conflict and depression (O’Neil,
2008), fathers represent a unique intersection though which to better understand how
strain related to this evolving masculine role may eventuate in depression.

The study of masculinity, parenthood, and depression may be particularly salient
for an increasing minority of parents, the stay-at-home father (SAHF). The U.S. Census
Bureau (2002) reported an 18% increase from 1994 to 2001 in the number of fathers who

stay at home with their children. This number has continued to climb, with the U.S.



Census Bureau (2006, 2012) estimating that between 2006 and 2012, the number of men
who have remained out of the labor force for more than 1 year to take primary
responsibility for their children while their wives work has grown from 143,000 to
176,000. Other research has indicated that these estimates are overly conservative, and
have suggested that the true numbers of primary-caregiving fathers may actually range
between 200,000-1.4 million (Latshaw, 2011). These men may have a less traditional and
more flexible understanding of masculinity (Colombo, 2008; Rochlen, Suizzo, et al,
2008), which could be a protective factor regarding depression. On the other hand, these
individuals are at the vanguard of defining new masculine roles, and their perceived
violation of masculine role norms may lead to prejudice and backlash (Blashill &
Powlishta, 2009; Moss-Racusin, Phelan, & Rudman, 2010; Rochlen et al., 2010). Such
backlash may inculcate feelings of isolation. Social isolation is a common predictor of
paternal depression (Boyce, Condon, Barton, Corkindale, 2007; Condon, Boyce, &
Corkindale, 2004; Deater-Deckard, Pickering, Dunn, & Golding, 1998; Leathers, Kelly,
& Richman, 1997), and SAHFs appear to experience a great deal of isolation both from
other men and from the stay-at-home mothers with whom they interact (Harrington,
Deusen, & Mazar, 2012; Latshaw, 2011; O’Brien 2012).

While we are beginning to understand masculine depression and paternal
depression, almost nothing is known about how SAHFs experience depression, nor their
experiences and beliefs regarding help-seeking and psychotherapy. The trend towards
increased SAHFs does not seem to be slowing (Latshaw, 2011; Rochlen, McKelly,
Whittaker, 2010), and given the impacts of paternal depression individually, and

famillially, a greater understanding of this unique population is sorely needed. To that



end, this study focused on the how SAHFs experience depression, including ways in
which they cope and how they think about help-seeking. Where they have sought help
from mental health professionals, this study also explored what has been helpful and
harmful within these contacts.

Definition of Terms

Before providing a review of the literature, a more in-depth rationale for the
study, and an outlay of the methodology, a brief definition of key terms will be
explicated.

Masculinity. A wider discussion of the history of masculinity will follow in the
literature review; however, it is useful to briefly discuss here the meaning of this term.
Masculinity has been defined in its “hegemonic” form as a reliance on emotional
stoicism, risk taking, status seeking, and the avoidance of anything that could be
considered feminine or homosexual (e.g., David & Brannon, 1976; Levant, 1996; O’Neil,
Helms, Gable, David, & Wrightsman 1986). However, masculinity is also a fluid
construct, consisting of “nested layers of highly situated and contested social practices”
(Addis, Mansfield, Syzdek, 2010, p. 81), and is determined in part by the particular social
surround (Pleck, 1995; Wade, 1998).

For the purposes of this study, | sought to investigate how SAHFs themselves
define masculinity, and thus kept the notion of masculinity as a socially determined
identity that may be defined in multiple ways (Connell & Messerschmidt 2005). Rather
than defining masculinity at the outset, | was interested instead in how this particular sub-

group of men defines masculinity for themselves.



Depression. The term depression encompasses a variety of conditions that differ
in severity, duration, and symptom pattern. The International Classification of Diseases
(ICD; World Health Organization, 2008) and the American Psychiatric Association’s
Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-V; American
Psychiatric Association, 2013) define two broad classes of mood disorders including
depressive disorders and bi-polar disorders. The depressive disorders include major
depressive disorder, dysthymic disorder, and depressive disorder not otherwise specified
(NOS). Additionally, the DSM-V includes depressive disorders due to a medical
condition, substance-induced mood disorder, and mood disorder not otherwise specified
(DSM-V, 2013, 5" Ed.).

Depression is diagnosed based on the extent to which a person endorses
symptoms associated with a depressive episode. A major depressive episode consists of
the presence, for at least two weeks, of five or more of the following symptoms:
depressed mood, diminished interest in all or most activities, weight loss or change in
appetite, sleep difficulties including insomnia or hypersomnia, psychomotor agitation or
retardation, loss of energy, feelings of worthlessness or inappropriate guilt, decreased
concentration, and thoughts of death or suicide (DSM-V, 2013, 5" Ed.).

As the literature review to follow will indicate, men have shown a reluctance to
endorse traditional symptoms of depression for a variety of reasons, and evidence
indicates that some men may experience a phenotypic variant of depression consisting of
more externalizing symptoms than those described by the DSM (Gjerde, Block, & Block,
1988; Levit, 1991; Magovcevic & Addis, 2005; Pollack, 1998). For that reason, this study

sought to include both traditional DSM-type descriptions of depression, as well as those



characterized as “masculine” or “masked” depression. Because of the qualitative nature
of this study, and our interest in inductively developing an understanding of SAHF
experiences, these definitions were not presented to participants in order not to prime
their responses. The literature review that follows will more fully explicate what is meant
by masked depression and masculine depression.

SAHF. The US Census defines a SAHF as “a married father with children under
15 years of old who has remained out of the labor force for more than one year primarily
so he can care for his family while his wife works outside the home” (US Census, 2008).
Unfortunately, this definition excludes many men who act as SAHFs including gay,
single, divorced, or cohabitating fathers, those caring for a child with a long-term
disability, and those fathers who worked as little as one week or looked for work at any
point in the last year (Latshaw, 2011). Other authors have defined a SAHF as a man who
has been at home as primary caregiver for at least 6 months (Merla, 2008), or who has
been at home for at least one year as primary caregiver but may have had external
employment (Doucet, 2004). Some studies have not specified length of time in the SAHF
role, but have operationalized SAHFs as working fewer than 20 hours per week while the
partner works more than 32 hours (Fischer & Anderson, 2012). Other studies have
included any father who self-identified as being a SAHF (Rochlen et al., 2008, 2010).

For the purposes of this study, and based on the recommendations of Latshaw
(2011), participants were included if they self-identified as stay-at-home fathers for
children still living in the home, whose partner or spouse was identified as the primary
wage-earner. Additionally, participants must not have been working in a paid capacity

more than 10 hours per week, and must have had partners/spouses who were working
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outside the home for 32 hours per week or more. Finally, participants also needed to have
experienced a depressed mood, continuously, for at least two weeks during their time as a
SAHF.

Rationale for the Study

As noted above, paternal depression has significant negative impacts on both the
individual who experiences depression, as well as his children and family (Paulson &
Bazemore, 2010; Ramachandani & Psychogiou, 2009; Ramachandani et al., 2008). This
fact is compounded by the difficulty posed by men’s reluctance to seek help for mental
health concerns including depression (Addis and Mahalik, 2003; VVogel, Wester, and
Hammer, 2013), and the fact that men as a group may experience phenotypic variants or
altogether masked depressive episodes (Magovcevic & Addis, 2008; Martin et al., 2013;
Shepard, 2002).

A compelling claim for studying SAHF’s perceptions of the intersection between
masculinity and depression has been made by the British sociologist David Morgan, who
stated that “one strategy for studying men and masculinities would be to study those
situations where masculinity is, as it were, on the line” (1992, p. 99). SAHFs represent a
growing but relatively new adoption of a traditionally feminine role, and by studying
their experiences with depression and help-seeking, we may thus not only begin to
understand the unique challenges they face, but also something more about the evolving
face of masculinity itself. SAHFs are a growing reality in American family life (Doucet,
2004, 2006; Latshaw, 2011, Rochlen et al., 2010; US Census, 2008); however, there is a
paucity of studies on SAHFs broadly, and none specifically examining their experiences

with depression.
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Further, several prominent authors have voiced the need for in-depth, qualitative
understandings both of masculine depression and the treatment preferences and
experiences of men (Mahalik et al., 2012; Moller-Leimkihler & Yucel, 2010; Shepard,
2002; Whorley & Addis, 2006). As seen in the literature review to follow, most of the
research that has been conducted on masculinity and depression has involved White,
middle-class males in fairly traditional roles, and thus the need for studying diverse
aspects of masculinity as they relate to depression is evident. Such study of diverse
masculinities should include not only racially, ethnically, and culturally minority men,
but also those newer forms of masculinity that may not be captured by traditional or
hegemonic forms (e.g. Branney & White, 2008; Valkonen & Hanninen, 2012), which
would clearly include SAHFs.

Another reason to use qualitative methods for such a study is due to the
fluctuating, complex, and meaning-laden nature of masculinity itself (Connell &
Messerschmidt, 2005). In their review of the research on men and masculinity, Whorley
and Addis (2006) reported that 60% of studies were correlational, and only 1.5% used
clinical samples. This reliance on correlational methods has several disadvantages,
including reducing a complex set of social practices (e.g., the development and
maintenance of gender roles) into simplified, two-or-more variable linkages. Perhaps
most importantly, the reliance on correlational methods presumes the existence of
relatively stable, trait-like characteristics, calcifying individuals’ experiences of
masculinity into a snapshot, limited form. Opposing such reductive calcification, there is
a need for research examining how it is that masculine norms, roles, and conflicts evolve

and change over time and context, and how these changes might relate to the
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development, experience, maintenance, and resolution of unique forms of depression. To
that end, qualitative methods are ideal for developing such in-depth and inductive
understandings, particularly of a unique group of men at the vanguard of developing new
masculine roles.

This study contributes to the literature on masculinity and depression through an
in-depth examination into SAHF’s experience of depression, and their patterns, barriers,
and reflections on help-seeking through examining the following areas: 1) SAHF
descriptions of depression during their tenure as SAHF; 2) perceptions of, and barriers to,
help-seeking for depression; 3) SAHF perceptions of helpful and harmful practices in
psychotherapy sought for depression.

In this study, the researcher interviewed SAHFs who endorsed having
experienced depression during their tenure as SAHFs. Data were analyzed using
Consensual Qualitative Research (CQR; Hill, Thompson, and Williams, 1997; Hill,
Knox, Thompson, Williams, Hess, & Ladany, 2005). CQR is discovery-oriented, giving
primacy to participants’ words and experiences as they naturally occur. Given the
uncharted territory regarding SAHFs and depression, CQR provided an ideal means for
developing such knowledge inductively. CQR research strives to develop detailed
descriptions of individual processes and experiences, which are in their infancy in terms
of the literature on masculinity and depression, and which are absent in regards to SAHFs
and depression.

Research Questions
The primary research questions for this study were as follows:

Question 1: How do SAHFs describe their experiences of depression during their tenure
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as primary caregivers?

Question 2: How have these SAHFs considered help-seeking in relation to depression?
o  What are SAHF’s thoughts regarding pursuing mental health treatment?
e What barriers do SAHFs perceive to pursuing such care?

e What has facilitated their seeking such care?

Question 3: If they have pursued mental health treatment, what are SAHF’s experiences
with engaging in psychotherapy for depression?
e Describe helpful/harmful practices experienced in therapy,

e What would SAHFs want other SAHFs to know regarding treatment?

Question 4: How do SAHF’s think about their own masculinity, and how has this
perception changed since taking on the role of SAHF?

SAHFs represent a growing sub-population of men, about whose specific mental
health concerns and perceptions of treatment we know very little. Given the impacts that
depression, untreated, can have both on the depressed individual as well as children
within his care, it is important to begin to bring these experiences into the open. It is
hoped that the results of this study will provide more detailed information for fathers,
therapists, primary care physicians, and pediatricians regarding what to look for in, and
how to best help, SAHFs who are experiencing depression. It is also hoped that by
clarifying and illuminating such experiences, other SAHFs may feel less stigma in

speaking about and seeking help for their own struggles with depression.
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Chapter 11

Review of the Literature

To frame the proposed study of depression and help-seeking among stay-at-home
fathers (SAHFs), a literature of relevant studies will follow. This review will include an
explication of five major frameworks through which male depression has been studied. It
will then discuss the literature on barriers to help-seeking among men, before discussing
the nascent literature on SAHFs, including demographics and descriptions of the role and
stigma experiences. Given the lack of empirical study on depression among SAHFs, it
will include a brief discussion of depression in fathers more generally. Finally, a
theoretical background and rationale for using the proposed methodology (CQR) will be
included before moving to a description of the current study.

Male Depression Frameworks

Sex-differences framework. Depression in men has been studied through a
number of lenses, the first of which is the sex-differences framework. This framework
assumes that the best way to understand depression in men is through comparison with
women on depression-related variables. Research arising from this framework tends to
emphasize depression as a unified illness in both men and women, but has sought to
identify phenotypic variations (that is, differences in the way depression is expressed)
and demographic differences between the sexes.

Prevalence. There have been a number of large-scale epidemiological attempts to
establish the distribution and prevalence of depression, and one of the most consistent
findings is that women seem to suffer from depression at twice the rate as men. The
Epidemiological Catchment Area study (ECAS) (Robins & Regier, 1991) comprised of
19,182 subjects sampled from five population centers in the United States, found that

male respondents (N=8311) were estimated to have a 3.6% lifetime prevalence rate of
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major depressive episode, and a 2.6% lifetime prevalence rate of major depression.
Female respondents (N=10,971) were estimated to have an 8.7% lifetime prevalence rate
of major depressive episode, and a 7.0% lifetime prevalence rate of major depression,
representing a female to male ratio of 2.41:1 and 2.69:1, respectively.

Another large-scale inquiry, the National Comorbidity Survey (NCS; Kessler,
McGonagle, Zhao, Nelson, Hughes, Eshelman, Wittchen, & Kendler, 1995) attempted to
mitigate potential gender-bias in reporting of symptoms by including a nonresponse
survey in which initial non-respondents were offered a financial incentive to participate;
those who did so reported significantly higher rates of both lifetime and current
depression, consistent with research that has shown that persons with psychiatric
disorders are under-represented in surveys (Allgalunder, 1989; Kessler et al., 1995).
Results from this study parallel the Epidemiological Catchment Survey, with male
respondents (N=4009) reporting a 12.7% lifetime prevalence rate and female respondents
(N=4089) reporting a 21.3% lifetime prevalence rate for major depressive episodes, a
female to male ratio of 1.69:1. These results show a comparative narrowing of the
difference in lifetime prevalence rates for depression between men and women, and this
effect is thought to be the result of interviewers having instructions intended to counteract
the proposed tendency of men to forget or minimize depressive symptoms (Kessler et al.,
1994). It is also possible that the follow up non-response survey pulled more men with
histories of depressive episodes into the results, thus raising the overall prevalence rates
for men as compared with the ECAS (Robins & Reiger, 1991). Another important finding
is that there were no consistent sex difference in either chronicity or acute recurrence of

depression within this sample. In other words, while women appear more likely than men
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to have an initial depressive episode, the characteristics of these episodes seem to be
similar between the sexes, a finding that has been confirmed in additional investigations
looking at course and chronicity of depression (e.g. Kendler, Gardner, & Prescott, 2006;
Simpson, Nee, & Endicott, 1997).

Coping strategies. Research has also examined sex-differences in depression in
terms of coping styles. A finding that has consistently emerged is that men and women
seem to have different ways of responding to depressive affect and negative mood, with
women showing greater propensity toward rumination and men showing more
externalizing responses (Butler & Nolen-Hoeksema, 1994; Twenge & Nolen-Hoeksema,
2002; Tamres, Janicki, & Helgeson, 2002). Difficulties with emotion regulation strategies
(or coping styles) including reappraisal, problem solving, acceptance, or attentional
redeployment have all been related to elevated levels of depression (Aldao, Nolen-
Hoeksema, & Schweizer 2010, Campbell-Sills & Barlow 2007) in both men and women.
In a review of the literature on the intersection between gender, emotion-regulation, and
psychopathology, Nolen-Hoeksema points out that rumination has been shown to predict
symptoms and diagnoses of major depression (Aldao et al., 2010; Nolen-Hoeksema,
2012), and has pointed to the different rates of rumination between men and women as
helping explain their different rates of depression diagnoses. A series of meta-analyses
examining sex-differences in coping behaviors for depression supports this contention,
with women being significantly more likely to engage in rumination and wishful thinking
(a type of rumination) than men (Tamres et al., 2002) and in general using a wider range
of emotional regulation strategies than men including rumination, reappraisal, problem

solving, acceptance, and social support (Nolen-Hoeksema & Aldao, 2011).
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However, a clear difficulty with the sex-differences approach is in pulling apart
the biological from the socially influenced nature of gender. Some research has attempted
to control for socialization of gender, suggesting that while women report higher levels of
depression, rumination, and neuroticism than men, lower levels of socialized masculinity
(i.e. low instrumentality/agency) regardless of gender are also predictive of these
variables (Wupperman & Neumann, 2006). This finding is important in demonstrating
that sex differences in depression and emotion regulation strategies may be more likely
socialized than biologically based.

It is also important to note that even though the studies cited above have found
significant differences in coping strategies utilized by women and men, the effect sizes
for these differences tend to be small. In the Tamres et al (2002) meta-analysis, for
example, effect sizes ranged from -.04 to -.32. Thus, it seems that women and men are
more similar than different in their use of coping strategies, and this variable alone does
not seem to account for differences in depression. Given the equivocal results implicating
coping strategies in the establishment of depression, researchers have attempted to define
other models for sex differences in depressive etiology.

Etiology. Kendler, Gardner, and Prescott (2006), having previously established a
developmental model of depression in women (Kendler, Gardner, & Prescott, 2002),
developed a comparative model of the development of depression among men. These
authors utilized data from a two-wave study of male-male and male-female twins from
the Virginia Twin Registry, in which interviews were conducted with 5,629 twin pairs at
least one year apart. The current study utilized data from the 2,935 male-male twin pairs

who completed both interviews. As in their study with female twin pairs (Kendler et al.,
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2002), 18 predictor variables organized into “tiers” approximating five developmental
periods were examined. Using structural equation modeling to examine the predictor
variables, the best-fitting model accounted for 48.7% of the variance in liability to last-
year depression, and results suggested three primary pathways for the development of
depression in men. The first path, internalizing symptoms, was made up of genetic risk
factors, neuroticism, low self-esteem, early-onset anxiety, and past history of major
depression. A second pathway, labeled externalizing symptoms, comprised genetic risk
factors conduct disorder, and substance misuse. The final pathway, adversity and
interpersonal difficulty, comprised predictor variables of low parental warmth, childhood
sexual abuse and parental loss, low education, lifetime trauma, low social support, history
of divorce, past history of major depression, marital problems, and stressful life events.

This model shared many similarities with the model developed for women
(Kendler et al., 2002), suggesting that risk factors and their developmental course are
largely congruent between the sexes. In men, genetic risk factors for major depression
uniquely predicted risk for early-onset anxiety and conduct disorder. Childhood parental
loss appears to have more diverse and potent impacts for men as compared to women:
For women childhood parental loss predicted risk for substance misuse, while for men
such loss predicted all four early adolescent risk factors (neuroticism, low self-esteem,
early-onset anxiety, and conduct disorder) in addition to low educational achievement,
substance misuse, and dependent stressful life events. In addition, low self-esteem seems
to be a more potent variable in men than in women for predicting depression. In women
low self-esteem predicted low educational attainment, while for men this variable

contributed to risk for five downstream variables.
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The finding that self-esteem and early parental loss has greater impacts on men
than women accords with several theoretical approaches to understanding depression in
men. Psychoanalytic models in particular (Blazina, 2001; Pollock, 1998, 2005; Diamond,
2006) suggest that early abnegation of male children’s need for caregiver affirmation and
emotional attunement may lead to problems in self-esteem, which have ripple effects
toward developing both problematic masculine behavior and depression. The finding that
self-esteem is particularly salient as a predictor for depression among men is also
germane to the study of SAHFs, as some research suggests that loss of the traditionally
masculine role of breadwinning leads to decreased self-esteem (Staines, Pottick, &
Fudge, 1986).

The clearest conclusion that can be drawn from the literature on coping strategies
and etiological pathways for depression from the sex-differences framework is that
females tend to rely on rumination more than men in response to depressive affect. The
etiological pathways share more similarities than differences for women and men, though
women may experience greater levels of first-onset depression. Biological differences are
thus far inconclusive, and most of the research thus far cannot differentiate between
socialized and biological explanations for the observed differences.

Symptom differences. Sex-differences in depression between men and women
have also been examined at the symptom level, or the ways in which different sexes
experience depression. Angst and colleagues utilized the DEPRES study dataset,
covering representative samples from six European countries, to examine differences in
depressive symptoms between men and women (Angst, Gamma, Gastpar, Lepine,

Mendelwicz, & Tylee, 2002). Results indicated that women felt the effects of depression
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most notably in terms of their quality of sleep and general health, while men felt the
effects most notably in their decreased ability to work. Frank, Carpenter, and Kupfer
(1988) also observed differential symptom patterns, with women reporting more appetite
and weight increase, more somatization, and increased anger and hostility, while men
demonstrated higher scores on a measure of assertion of autonomy, and a more rapid
treatment response. Kahn, Gardner, Prescott and Kendler (2002), meanwhile, examined
gender differences in the symptoms of depression in opposite-sex dizygotic twin pairs.
Results indicated that women were more likely to experience symptoms of fatigue,
hypersomnia, and psychomotor retardation, while men were more likely to experience
insomnia and agitation. Unlike some of the earlier studies, there were no significant sex-
differences in appetite or weight change or impairment. This study is particularly useful
in examining gender differences due to being able to control to a much greater degree
“nurture” based variables such as early family life, socioeconomic status, and cultural
factors.

Utilizing grounded theory, Danielsson and Johansson (2005) conducted a
qualitative study into the impact of gender on experiences of depression. These
researchers conducted interviews with 8 female and 10 male patients at a healthcare
center in northern Sweden, and found that both gender and sociodemographic
background influenced the experience of depression. For all participants, the perception
of high-demands and expectations underlay narratives of depression. Demands differed
by gender and sociodemographic category: For women with low-education, the family
was foremost, while for middle-class men work engagement was most salient.

Interestingly, highly educated women and men with low income resembled each other in
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their dual commitment to, and perceptions of demands from both family and professional
pursuits. Men in well-paid careers with high educational levels gave highest priority to
work and had difficulty refraining from work even when physically ill. Both women and
men reported physical symptoms, and indicated that these symptoms had initially brought
them in for treatment. Few participants recognized their physical symptoms as potentially
being linked to depression. Narratives of physical ailments differed by gender, with men
tending to describe more intense physical symptoms (centering on the heart, chest pain)
than women (stomach-oriented focus).

One interesting implication of this study is the concordance between highly
educated women and men with low-educational levels on perceiving high demands from
both work and family roles as contributing to their depression. For both of those
positions, there may be issues having to do with gendered role strain leading to
depression. In the case of men in the low-educational bracket, depression emerging from
dual family and work demands may be related to discrepancy strain based on not living
up to the traditional masculine role as provider. This sort of strain could be particularly
germane to stay-at-home fathers who find themselves in the role due to their partner’s
higher earning potential, a common reason given for entering the role (e.g. Rochlen et al.,
2008).

Summarizing sex-differences in symptom patterns, women appear to experience
more psychomotor retardation symptoms including increased sleep, as well as somatic
complaints, while men were more likely to endorse having agitated symptoms, concerns
related to work, and insomnia. Again, however, it is difficult to differentiate the effects of

sex from those of gender role socialization in considering these differences. It may be
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that men are more likely to endorse the specific symptoms delineated due more to
perceptions of social expectations than underlying sex-differences.

Of note for the current study, further research might benefit from investigating the
similarities and differences in depression specifically in men and women who are
operating outside of the dominant gender social role, such as childless women in high-
powered occupations, and stay-at-home fathers.

Masked depression framework. An alternative framework through which men’s
depression has been studied is that of a hypothesized “masked depression.” This
approach assumes that many men presenting with externalizing problems such as anger,
substance abuse, and interpersonal conflict are in fact experiencing underlying
depression. The key assumption underlying this framework is that restrictive masculine
role norms can both exacerbate depression while at the same time making depression
more invisible due to prohibitions against men expressing sadness, grief, and depressive
affect.

Clinicians and researchers working within this framework have noted that while
men experience symptoms consistent with DSM-V demarcations of depression, many
men exhibit masculine-specific features of depression that stem from externalizing
defenses (Gjerde, Block, & Block, 1988; Levit, 1991). Depression has been hypothesized
to be “masked” (or hidden) through expression of anger, irritability, or withdrawal in
response to perceived narcissistic injuries (Pollack, 1998), or through a cycle of internal
rumination and substance abuse (Nolen-Hoeksema, 2002). Men are more likely to engage
in externalizing disorders including problematic anger, substance abuse, and antisocial

personality disorder, which authors have suggested may be a means for expressing
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underlying depression (Cochran & Rabinowitz, 2000). Additionally, the discrepancy in
rates of depression between men and women are smaller in countries that are less tolerant
of antisocial or high-risk behavior (Rosenthal, Goldblatt, & Gorton, 1995), which is
consistent with the notion that these behaviors may in fact be masking depression. When
these externalizing behaviors are not as readily sanctioned, it is possible that symptoms
more consistent with the underlying depression are endorsed and expressed. It remains an
open question whether the culture of modern fatherhood is permissive of these typically
externalizing behaviors or not, and how this permissiveness (or lack thereof) affects
expressions of depression among, especially, stay-at-home fathers.

Several authors have conducted grounded theory studies to investigate men’s
experience of depression, finding tentative support for the masked depression construct
(Brownhill, Willhelm, Barclay, & Schmeid, 2005; Chuick, Greenfeld, Greenberg,
Shepard, Cochran, & Haley, 2009). These studies have indicated that men experience
both typical and atypical symptoms of depression, in a cyclical, intensifying pattern that
often requires external intervention to disrupt, and that their experiences of socialization
makes them reluctant to talk about their depressive symptoms or seek help (Brownhill et
al., 2005; Chuick et al., 2009). Atypical symptoms are thought to be evidence for masked
depression, and are consistent with other literature that has highlighted men’s increased
irritability (Bjork, Doughtery, Moeller, 1997; Pan, Neidig, & O’Leary, 1994), alcohol and
substance abuse (Mahalik & Rochlen, 2006; Miller, Klamen, Hoffmann, & Flaherty,
1996), and increased frequency and intensity of interpersonal conflict (Pollack, 1998).
Utilizing men who have been diagnosed with depression, however, presents problems for

the masked depression framework, inasmuch as the “masking” should theoretically lead
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to an exclusion of a depression diagnosis. These studies, in fact, may more readily
support the notion of a masculine-type depression, which will be explicated in the
following section.

In fact, the difficulty in establishing a true masked depression is necessarily the
case given the nature of our current nosological system and the lack of any reliable
biomarkers for depression. That is, the DSM system relies on an endorsement of
symptoms presumed to be attendant with underlying pathology. Given that masked
depression as a construct proposes that these symptoms would be absent, it seems
impossible to empirically verify the construct at this time. However, the construct of
masked depression appears to be useful clinically, and in fact has been explicated in a
slightly different manner through the masculine depression framework, which will be
examined next.

Masculine depression framework. Another model proposes that rather than
masking depression, many men may experience a phenotypic variant, labeled “masculine
depression.” This framework, too, begins from the perspective that due to masculine
socialization practices that encourage externalization and action and discourage
introspection, men who are depressed, and especially those who adhere more strongly to
traditional masculine norms, are likely to express externalizing behaviors in response to
depressed mood. This model differs from the masked depression model in that it suggests
the expression of externalizing behaviors men display that have been labeled “masked
depression” are instead a variant form of depression. Essentially, authors working from
this framework propose the existence of a different type of depression, typical to more

masculine individuals. Models such as Pleck’s gender role strain theory and O’Neil’s
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work on gender role conflict suggest that, for many men, masculine socialization requires
adherence to restrictive, contradictory, and difficult-to-achieve norms (Pleck, 1981;
O’Neil, 2008). Specific patterns of negative effects related to gender-role strain have
been studied under the rubric of gender-role conflict (see O’Neil, 2008 for review). These
specific patterns include restricted emotional expression, work and family life conflicts,
and problems with developing close male social relationships.

In his exhaustive review on gender role conflict using the Gender Role Conflict
Scale, O’Neil (2008) highlighted 27 studies that have assessed the relationship between
gender role conflict and depression (Blazina & Watkins, 1996; Brewer, 1998; Bursley,
1996; Coonerty-Femiano, Katzman, Femiano, Gemar, & Toner, 2001; Cournoyer &
Mahalik, 1995; Shepard, 2002; Fragoso & Kashubeck, 2000; Good & Mintz, 1990;
Good, Robertson, Fitzgerald, Stevens, & Bartels, 1996; Good & Wood, 1995; Hayahsi,
1999; Kim, Choi, Ha, & O’Neil, 2006; Jo, 2000; Jones, 1998; Kang, 2001; Kelly, 2000;
Magovcevic & Addis, 2005; Mahalik & Cournoyer, 2000; Mertens, 2001; Newman,
1997; Peterson, 1999; Sharpe & Heppner, 1991; Sharpe, Heppner, & Dixon, 1995;
Simonsen et al., 2000; Tate, 1998; and Theodore, 1997 as cited in O’Neil, 2008). All but
three of these studies (Bursely, 1996, Good et al., 2004; Sharpe et al., 1995) showed a
correlation between patterns of gender role conflict and depression, with restrictive
emotionality being the most consistent predictor. These studies provided evidence for
linkage between gender role conflict and depression across diverse racial, sexual-
orientation, and cross-cultural samples of men. Collectively, this research provides

substantial evidence that men who restrict their emotions, restrict their affection towards
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other men, and who struggle with work and family conflicts are more likely to experience
depression.

However, much of this research relied upon correlational designs and measures of
traditional depression, which as noted above, may miss many of the facets to men’s
depression experiences. The fact of a correlation between GRC and depression does not
indicate directionality; it could be that adherence to the patterns associated with GRC
lead to depression, but it could also be that depressed men are more likely to rely on such
norms for other reasons. There may also likely be intervening, contextual variables that
mediate or moderate the role of GRC in the development of depression. From an
interpersonal perspective, for example, one might expect that emotional restriction (RE)
within the context of a marital relationship could lead to a negatively reinforcing cycle of
maladaptive communication, eventuating in feelings of isolation and potentiating
depressive episodes. From a very different perspective, critics have argued that GRC’s
correlation with mental health variables, including depression, is less important than
personality. Trokar et al. (2003) found that compared to personality, GRC explained very
little of the variance in men’s mental health variables, and went on to suggest that GRC
may be linked to biological disposition more than socialization practices. While this is a
contentious point, it presents an area for further clarification in regards to the proposed
and observed linkage between GRC and depression.

Branney and White (2008) have suggested that manifestation of specific
symptoms, or “enacting depression, may be one way in which individuals enact gender.
Given this suggestion, it may be that being prototypically depressed is viewed as

“unmasculine,” and it is a fear of non-masculinity that leads to a masculine-specific
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depression. Emslie and colleagues (Emslie, Ridge, Ziebland, & Hunt, 2006) found that
the most common strategy discussed by men recovering from depression was
reincorporating values associated with hegemonic masculinity (i.e., reestablishing control
and responsibility; being “one of the boys”). On the other hand, a small subset of the
participants in this study viewed their depression and recovery as signs of difference from
others, emphasizing their sensitivity and intelligence. Branney and White (2008) suggest
that some of the symptoms consistent with masculine depression, including interpersonal
conflict and substance abuse, may be ways of “doing” depression that enact a particular
masculine identity. Emslie et al.’s (2006) work complements this notion, and highlights
that different men have different masculinities that are more salient than those associated
with hegemonic masculinity, and the masculine-type depression that would seem to
accompany this role.

Valkonen and Hanninen’s (2012) research complements the work of Emslie et al
(2006) and Branney and White (2008). These authors found that depression was seen, by
male interviewees, as a consequence both of realized and unattained hegemonic
masculinity. Those who saw their depression as a result of unattained hegemonic
masculinity fit into the framework of Pleck’s (1981) discrepancy role strain, in that their
lack of attainment of stereotypical masculine roles led to depression. On the other hand,
those who had realized hegemonic masculinity often described their depression as
resulting from over-reliance on this role, similar to O’Neil’s (2008) work linking gender
role conflict with depression. These men represented the largest subset of the study, and
were labeled “men of duty, who often experienced depression given their workload and

sense of familial responsibility.
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This study also revealed two novel styles of masculinity in relationship to
depression. One group was labeled “Challenging Hegemonic Masculinity,” and these
participants saw masculine norms as barriers to wellness and happiness, viewing their
depression as a consequence of their unwillingness to live up to masculine norms. While
somewhat similar to the Pleck’s discrepancy role strain in that these participants did not
attain the stereotypical masculine norm, these participants differed in that they actively
rejected such norms as being worthy of achievement. This subgroup in particular is
relevant to the current study, in that taking on the role of SAHF can be seen as a rejection
of stereotypically masculine roles. It may be the case, then, that SAHFs who take on the
role identify their unwillingness to live up to traditional masculine norms as causative
factors for depression. On the other hand, these men may feel empowered through
rejecting traditional masculine norms. Similarly, men who are “forced” into the SAHF
role, for whatever reason, may be more closely aligned with the non-attainment of
hegemonic masculinity, and might view this lack as a contributing factor to their
depression. How these depressions might be experienced and expressed remains open for
investigation.

Standardized Measures of Masculine Depression. Attempts have also been made
to develop standardized instruments for measuring masculine depression. Rutz (1999)
proposed a “male depressive syndrome” that is congruent with masculine depression.
This syndrome differs from prototypical depression, and includes sudden and periodic
lowered stress-tolerance, impulsive-aggressive or psychopathic behavior in otherwise
non-psychopathic men, and sudden alcohol and/or drug abuse or their equivalents (e.g.

workaholism, excessive exercising) in otherwise non-abusive men. Rutz’s work has
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resulted in a screening measure, the Gotland Scale of Male Depression, which consists of
typical depressive symptoms and these more masculine-predominating symptoms. The
scale has shown good reliability (Bech 2001; Zierau, 2002), and is divided into two
factors labeled “distress” and “depression” (Zierau, 2002). The distress subscale includes
items of being stressed, aggressiveness, irritability, feelings of displeasure,
overconsumption of alcohol or related substances, behavior changes, and greater
tendency to self-pity. The depression subscale includes items of being burned out,
tiredness, difficulty making decisions, sleep problems, hopelessness, and family history
of depression or suicide (Moller-Leimkuhler, Heller, & Paulus, 2007). The scale has
shown satisfactory convergent validity due to being correlated with the WHO-5, a
measure of depression developed by the World Health Organization (Spearmen’s Rho=-
0.56; p=0.00) (Bech, 1998; Moller-Leimkuhler, Heller, & Paulus, 2007).

Magovcevic and Addis (2008) developed a masculine depression scale,
operationalizing the construct as a specific set of responses to negative affect that are
influenced by restrictive masculine social roles. This scale is comprised of two factors
which measure both prototypical and masculine (e.g. externalizing) symptoms of
depression. The measure has been found to have good internal consistency (.96 for Factor
1-Internalizing and .77 for Factor 2—Externalizing symptoms) and support for the two-
factor structure has been established (Magovcevic & Addis, 2008). Factor 2 has been
found to correlate moderately with traditional depression measures and is strongly
correlated with rigid adherence to masculine gender norms.

Overall, research involving the Gotland scale and the MDS suggests that a

phenotypic variant consistent with masculine depression does exist. This variation may
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not be limited to biological males, but is correlated with measures of traditional
masculinity (e.g. Moller-Leimkihler& Ycel, 2010). While the development of these
scales has been beneficial in bringing more attention to the unique ways in which men
may experience and express depression, they are not without limitations. The GMDS has
been critiqued for its limited clinical utility and for psychometric shortcomings
(Diamond, 2008; Magovcevic & Addis, 2008), and studies have repeatedly failed to
validate its hypothesized a priori factor structure (Moller-Leimkuhler et al., 2007;
Moller-Leimkuhler & Yucel, 2010; Rice, 2012). Also, the fact that the GMDS has been
used to diagnose masculine depression in females (Moller-Leimkuhler & Yucel, 2010)
calls into question the theoretical underpinnings of this proposed framework, which
suggests males are uniquely exposed to masculine socialization practices resulting in
such a syndrome.

The MDS, meanwhile, presents much more rigorous psychometric data, but also
has notable limitations. Due to the small sample size in the validation study, the scale is
unable to differentiate symptom patterns beyond an externalizing/internalizing binary.
There remains a need for scales that have more utility in differentiating the theorized
symptoms of a masculine depression.

Masculine depression framework: Critique. There are also problems with the
way the masculine depression framework has been studied on the whole. Most of the
research has utilized convenience samples of college-attending, Caucasian males, and
thus very little is known about the ways masculinity influences the experience and
expression of depression in men of color. Another key limitation of the work within the

masculine depression framework is that it has primarily examined depression as a final
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endpoint, rather than looking at the ways in which masculine role norms may influence
the development of pre-syndromal experiences that may lead, eventually, to a full-blown
Axis 1 disorder. Kendler’s (2006) work has helped illustrate an etiological pathway for
depression among men as a group, but work deconstructing the various ways in which
particular masculine norms influence such development has been lacking.

What has not been measured is how SAHFs might score on such measures of
masculine depression. It is likely that there is a wide variability of adherence to
masculine norms within this subpopulation, which may thus lead to a wide range of
expressions of depression. However, such research has not yet been conducted.

Gendered responding framework. One final lens through which depression in
men has been studied is the gendered responding framework. This framework has
proposed that masculinity may play a role in how men respond not only to depression as
a specific disorder, but in how they respond to negative affect more broadly. Addis
(2008) developed this framework as a means for integrating the response-styles
framework of Nolen-Hoeksema (2012) discussed earlier with research on the social
construction and social learning of gender. Gendered responding suggests that gender
should influence how individuals respond to negative affect given that emotional
experiencing and responding are contexts within which a great deal of gender
socialization and learning takes place (Eisenberg, Cumberland, Spinrad, 1988; Fischer,
2000). Addis and colleagues suggest that the specific, discrete emotions expressed in
response to negative affect are a function of the context in which the affect is experienced
(Barret, 2006; Green & Addis, 2012). It is within a gendered social context that

expressions of negative affect may become socially problematic, and thus it is these
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gendered contexts which may account for the particular (externalizing) ways in which
men respond to negative affect and depression. Authors working from this perspective
suggest that because emotion socialization is a gendered process, individual differences
in adherence to gender norms will affect how people respond to core negative affect and
in turn the likelihood of presenting with prototypical depression (Addis, 2008; Barrett,
2006; Green & Addis, 2012). This suggests that externalizing behaviors such as violence,
substance abuse, and risk-taking commonly associated with males (Addis & Mahalik,
2003; O’Neil, 2008) can be understood as gendered responses to negative affect, taking
place within a social sphere characterized by the salience of gendered behaviors. Again,
this may account for the linkage between adherence to masculine role norms or
“hegemonic” masculinity, and externalizing pathologies (Addis and Mahalik, 2003;
O’Neil, 2008). In many ways, the gendered responding framework is an extension of the
work within the response styles (Nolen-Hoecksema, 2012) and masculine depression
frameworks, but with a more clarified understanding of the underlying emotional
processes that lead to specific masculine responses and expressions of depression. It
differs from the response styles framework in not focusing only on how people respond
to depressed mood, taking into account the notion that many men are reluctant to
acknowledge such mood states within themselves. It also differs from the masculine
depression framework in providing a theory for why such a masculine-form of depression
might develop, as elucidated below.

This framework draws on the work of contemporary research in emotion that
views different emotions, including depressed mood, not as discrete entities or “kinds”

but as phenomena that emerge through a socialized reflective process in response to more
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basic core-affect (Barrett, 2006). Barrett (2006) describes core affect as equivalent to a
“neurophysiological barometer of the individual’s relation to an environment at a given
point in time” (p. 31). Specific emotions, in turn, are thought to arise when conceptual
knowledge about emotion is reflected on and applied to the core affect. This knowledge
is socially derived, learned, context-specific, and influenced by language (Barrett, 2006).
Bringing this perspective into focus in the context of masculinity and depression, then,
suggests that what it means to a man when his core affect is negatively valenced will be
influenced by the gender norms and practices specific to the given social context. To
illustrate, one could consider how a man might respond to the negative affect attending
grief related to the death of a loved one, loss of a high-powered corporate job, or loss of
children in a custody battle. Each of these contexts presents a separate set of gendered
expectations that will influence how the underlying negative affect is ultimately
understood, reflected upon, and acted upon.

There is a good deal of evidence supporting the contention that recognizing and
responding to emotions are processes through which gendered learning takes place.
Mothers appear to be more contingent in their responding to their sons’ expression during
play, matching their sons’ expressions more than their daughters’ expressions (Malatesta
& Haviland, 1982; Tronick & Cohn, 1989), and responding more contingently to their
sons’ than their daughters’ smiles (Malatesta & Haviland, 1982). Both mothers and elder
siblings mentioned feeling states more frequently to 18-month-old girls than boys, and
reported that at 24 months girls referred to more feeling states than boys (Dunn,

Bretherton, & Munn, 1987). Fathers, too, have been observed to be more likely to discuss
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emotion with daughters (Greif, Alverez, Ulman, 1981). These observations support the
contention that emotional responding is a learned process that is gender-dependent.

Masculine restriction of emotional expression may also be socialized. Eiesenberg,
Fabes, Schaller, Carlo, et al. (1991) found that parents’ restriction of their sons’
expression of negative emotions was positively correlated with those children
experiencing personal distress rather than sympathy. Male children whose mothers
emphasized control of emotions including sadness and anxiety showed relatively high
levels of physiological markers of distress (heart rate and skin conductance) when
viewing an empathy-inducing film. At the same time, these same boys reported low
distress in response to the film, suggesting that while they were experiencing distress they
did not want others to know about it.

Green and Addis (2012) conducted a study with adult participants further
investigating both physiological and self-report evidence for the gendered responding
framework. Specifically, they exposed men to video stimuli of negative affect and
recorded self-report and physiological changes in response to these stimuli. Results
suggested that men with greater levels of conformity to masculine norms were more
likely to respond with a fearful/avoidant response to images of another man displaying
gender-incongruent emotions including tearfulness and sobbing. This study thus provides
initial validation for the notion that men, as a result of socialization, may be fearful or
avoidant of negative affect, consistent with the gender-responding framework. It is
especially noteworthy that these effects were demonstrated at the physiological level, and
provides one possible mechanism underlying emotional restriction in men (Mahalik,

2000; O’Neil, 2008; Shepard, 2002). That is, men who adhere to traditional masculine
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norms may be inhibiting emotional expression due to fear in the presence of other’s
negative affect. As the authors note, whether this process is conscious or unconscious
remains unclear.

Wong and Rochlen (2005) take a slightly different approach in attempting to
understand men’s emotional behavior, and specifically critique the notion that emotional
restriction is all bad as has often been postulated in the literature on masculinity and
depression (Brooks, 1988; Pollack & Levant, 1998). While Addis (2008), Green and
Addis (2012) and Jakupcak (2003) have shown that men may be socialized to fear their
own emotions, especially negative affect, Wong and Rochlen utilize a process-model of
emotional expression and non-expression, as developed by Kennedy-Moore and Watson
(1999). This model suggests a pathway through which covert emotional experience is
translated into overt emotional expression, and may provide a more nuanced way in
which to understand masculine emotional restriction and its consequences, including
depression.

The process-model proposes that covert emotional experience undergoes a five-
step cognitive evaluative process including pre-reflective reaction; awareness of affective
response; labeling and interpretation of response; evaluation of response as acceptable;
and perceived social context for expression. This model corresponds