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STATEMENT OF THE ISSUES

Men of color are a rapidly growing segment of the U.S.
population. Comprising 28 percent of the male popula-
tion in 2000, they are expected to increase 143 percent
by the year 2050 when they will represent 47 percent of
men. Hispanic and Asian American/Pacific Islander men
represent the fastest growing groups of men.1 While
men of color have made significant progress in society,
they still face many challenges.

The medical and behavioral sciences have recently
focused on one such challenge – the state of men’s men-
tal health – and uncovered hidden secrets. Mental
health disorders are pervasive and persistent. They can
make the routines of life difficult and painful. At their
worst, they can significantly shorten a person’s life.

For a variety of individual and institutional reasons,
men of color face significant barriers to quality mental
health care and, for the most part, are not benefiting
from the scientific advances in mental health. These
barriers often lead men of color to delay treatment.
When they finally enter treatment, men of color tend to
enter care with more serious problems due, in part, to
lack of early preventive or routine treatment. Receiving
unequal treatment – fewer visits and inappropriate serv-
ices – it is not surprising that the treatment outcomes
for men of color are not up to par.

In addressing mental health issues, men (especially
men of color) must challenge the cultural credos of
strength and silence. Too often men of color view 
psychological distress and the treatment of it as a per-
sonal weakness or failure. They suffer in silence and
mental disorders manifest in ways that sometimes lead
to dire consequences for men, their families, and 
society at large. 

OVERVIEW OF INDICATORS AND TRENDS

THE NUMBERS
Mental illness is one of the most serious and least
understood diseases of modern life. About 20 percent of
Americans suffer from a mental disorder each year.2

Depression is the most common mental health problem
in the U.S. and is often used (as in this paper) to illus-
trate the depth and breadth of the problem. 

One in ten men of color will suffer from major
depression in their lifetime. Approximately 8 percent 
of men of color experience major depression each year.
These are substantial numbers since many people do
not seek treatment for their mental health problems.
Only two-thirds of people with depression seek treat-
ment and, of those who seek treatment, only 1 in 10
receives adequate care.3

Although African American men have lower rates of
depression than white or Hispanic men, and men, in gen-
eral, have lower rates of depression than women, these
low numbers are likely to be an undercount. Prevalence
estimates of mental illness are generally not representative
of all men of color. For various reasons, including distrust
and wariness of government or formal data collection and
sampling procedures limited to non-institutionalized
populations, men of color appear to be underrepresented
in depression prevalence estimates.

Lower depression estimates may also reflect the fact
that men often present their depressive symptoms differ-
ently than women. Women often express their depression
through feelings of sadness, worthlessness, and excessive
guilt, while men may express distress through physical
illness, drug or alcohol abuse, and antisocial or other
high-risk behaviors (e.g., smoking, gambling, hyperten-
sion, diet, physical inactivity, unprotected sexual
activity).4 It has long been suspected that high rates of
substance abuse and smoking are related to major
depression in men. Men with depression also tend to
report problems with fatigue, irritability, sleep distur-
bances, or loss of interest in work or hobbies. These gen-
der differences in presenting problems – leading to inac-
curate diagnoses for men and screening questions which
focus too heavily on psychological symptoms – have sig-
nificantly failed to identify men with mental disorders.5

GETTING INTO CARE
Men are less likely to seek care than women. Older
Asian American men are more likely to enter treatment
through a social service referral while younger Asian
Americans enter through interpersonal means (self-
referral, family, or friends).6 Men of color, particularly
African Americans, are more likely than white men to
be referred to mental health treatment through coercive
means.7, 8, 9 This is especially true for younger African
American males who are often referred through social
and legal systems.
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When entering treatment through voluntary means,
such as self-referral, 75 percent of those with a mental
health problem first seek out a primary care physician.10

Among patients with depression, 90 percent are treated
by health care providers.11 For this reason, primary 
care physicians are often seen as the “gatekeepers” 
to treatment.

Another important community-based source for men
of color is the clergy. Forty percent of people with a men-
tal health problem turn to the clergy for direction and
help.12, 13 The clergy and other community-based sources
of care serve a vital function since men are less inclined
than women to seek treatment from a mental health spe-
cialist such as a psychiatrist or an outpatient clinic.14, 15

Emergency rooms also serve as entry ways to mental
health care for men of color, especially for African
American men and those who are uninsured.16, 17

Disturbingly, data from emergency room visits indicate
differential treatment – African American men receive
lower actual evaluation time in emergency rooms com-
pared to others.18, 19 The high use of the emergency room
is also related to coercive entry to services. The police
are involved in more than one-third of emergency room
admissions20 and this police involvement has been
found to correspond to higher rates of involuntary 
psychiatric hospitalization for men of color.21, 22,23,24

BARRIERS TO TREATMENT
Stigma. The Surgeon General identified stigma as the
“most formidable obstacle to future progress in the
arena of mental health”25 because it impedes men from
accessing the care they need. As indicated by studies 
of African American men, concerns about stigma often
cause men to delay or drop out of treatment, even when
they perceive a need for help.26 On the professional side,
providers, such as primary care physicians, are also
affected by stigma because it hinders them from appro-
priately diagnosing and treating disorders.

Lack of training and coordination among service
providers. The primary care physician is an important
resource for people seeking help. Unfortunately, primary
care physicians often lack the training to diagnose men-
tal health disorders, and the results have a profound
effect on men of color. One study found that physicians
were able to accurately identify only 67 percent of
patients with depression. If the depression occurred in
conjunction with a general medical illness, the physi-

cians’ accuracy dropped to 29 percent.27 Cultural and
racial differences between physician and patient may
compound the diagnostic challenge. Evidence suggests
that when patients differ racially and culturally from
primary care providers, they tend to receive fewer men-
tal health services.28

There is limited financial incentive for primary care
physicians to treat depression. The already difficult task
of diagnosis is further complicated by a population of
men who may present with complex or more serious
problems resulting from lack of early diagnosis and treat-
ment. Treatment plans are time consuming to develop
and implement and insurance reimbursement rates are
minimal and restrictive. The structure of the managed
care system often serves as a disincentive to refer patients
for more specialized psychiatric care and further impedes
the coordination of vital services for patients.

The clergy are a valuable and trusted source of com-
munity-based social support, assistance, and informa-
tion. They are an important contact for 40 percent of
people seeking help for a mental health problem. Yet a
study in the mid-1980s noted that among 8 groups of
mental health providers, the clergy was the least able to
identify suicide lethality,29 and they referred only 10 
percent of the people seeking help to a specialist.30, 31

There is an important need to link the clergy to clinical
mental health services to ensure those with serious
mental illnesses receive appropriate treatment. 

Lack of insurance coverage. In addition to attitudi-
nal barriers, institutional barriers prevent men of color
from accessing services and receiving care in a timely
manner. One of the most notorious barriers is health
insurance — or the lack of it. Men are less likely than
women to have health insurance. Hispanic men (46 per-
cent) are more than twice as likely to be uninsured as
white men (17 percent) and 28 percent of African
American and 26 percent of Asian American/Pacific
Islander men are uninsured.32

Most of the insurance coverage in the U.S. is offered
through job-based programs. Yet many men, particular-
ly lower income men, work in jobs that do not offer
employer-sponsored health insurance. These include
part-time, temporary, and contract jobs. Despite being
employed at higher rates, Hispanic men tend to work
for small businesses or businesses that do not offer
health insurance.  Even when job-based health insur-
ance is available, Hispanic men, like many men of color,
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cannot afford to pay the premiums and, once again, 
fall to the wayside of the uninsured.33

The Medicaid program serves as the safety net for
families in poverty, but its benefits are generally not
available to adults without dependent children. Even
qualified immigrants are reluctant to apply for Medicaid
erroneously believing it will impact future citizenship
applications or for fear they will have to repay the 
benefits at a later date.34

The Indian Health Service is intended to close the
insurance gap for American Indians/Alaska Natives, yet
only one out of five is covered through the health plan
because a majority of the population does not live within
easy access to the service areas (reservations).35

Mental health parity. Even if people can afford
health insurance, it is not always possible to receive
adequate mental health care from current health benefit
plans. Many insurance companies either exclude mental
health services from health care packages altogether or
impose severe restrictions on the amount and types of
services people can purchase. Restrictions can include
limitations on the number of inpatient days and 
outpatient visits for mental health treatment and biased
reimbursement schedules. For example, private health
insurance coverage for mental disorders is often limited
to 30-60 inpatient days per year, compared to 120 days
or unlimited days for physical illnesses. Optimally 
effective psychotherapy is generally delivered in 12-20
sessions, yet this widely accepted standard often
exceeds the limits of health care plans.36

Managed care. Managed care organizations may
decrease access into mental health care by their concen-
trated efforts to control costs. The person of color and
physician of color who live or work in poor communi-
ties do not coincide with the targeted “ideal popula-
tions” of managed care organizations by virtue of their
high costs. Since the poor are less likely to receive pre-
ventive care and they live in “high-stress” or “high-risk”
environments, they are viewed as expensive, high users
of health care. For similar reasons, managed care com-
panies limit access to physicians of color, especially
those who work in low-income communities. Recent
research has shown that physicians of color are more
willing to treat patients of color, Medicaid patients, and
the uninsured.37 As a result, they are likely to have com-
plex cases that require extensive procedures, large vol-
umes of medication, and multiple referrals. From a man-

aged care perspective, the profile of patients for a physi-
cian of color goes against the preference for an “ideal
physician”: one who performs low-cost procedures and
prescribes few medications.38 Driven by considerations to
contain costs, managed care companies discourage high-
end users and providers of underserved populations from
participating in plans, thus perpetuating racial and eco-
nomic disparities in access to mental health care.

Language. Non- or limited-English speakers make
up 18 percent of the total U.S. population and language
is a major deterrent to service for this population.39 Half
the Asian American/Pacific Islander population is ham-
pered in their efforts to access mental health care
because of a language barrier.40 Thirty-nine percent of
the Hispanic population was born in a foreign country,41

many of whom cannot access needed services because
they cannot communicate in English.

CONSEQUENCES

MEN ARE NOT BEING SCREENED AND
ARE NOT GETTING EARLY TREATMENT FOR
MENTAL DISORDERS
The failure to receive early outpatient care seems to be
related to increasing rates of hospitalization and lengths
of stay among men of color.  The barriers to treatment
and inattention to societal stressors that impact men of
color, particularly African American men, may be result-
ing in disproportionate numbers of men of color being
institutionalized in mental and correctional facilities. 

Little research has been conducted on determinants
of severe mental illness among inmates, particularly 
reasons for the grave disparities by race. The inpatient
treatment rate for male prisoners is double the rate that
occurs in the general population of males, suggesting 
the presence of more severe psychological problems.42, 43

Other estimates suggest that one in seven male prison-
ers has a psychotic illness or major depression, and one
in two male prisoners has an antisocial personality-
disorder.44 What remains to be examined is how much
of the severe mental illness among inmate populations
is preventable and whether the high rates of mental 
illness especially among inmates of color reflects 
systemic or cultural biases among providers and 
within diagnostic instruments. 
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INCREASE OF MISDIAGNOSED CASES
AND INADEQUATE TREATMENT
Large epidemiologic surveys of people in the communi-
ty suggest that the true rates of schizophrenia in the
general population are similar between people of color
and whites.45 Yet African Americans continue to be over-
diagnosed and, to a lesser extent, Asian Americans and
Hispanics – especially men – as schizophrenic.46, 47

Research studies between the 1970s and 1990s report
misdiagnosed schizophrenia rates as high as 86 percent
among African Americans.48, 49 Evidence suggests that
doctors do not elicit enough information to make the
appropriate diagnosis when working with African
American patients and doctors are not considering the
cultural context of the symptomatology exhibited. This
is especially true when the race of the physician and
patient differ – doctors do not give as many prompts 
for information, nor are doctors attuned to nonverbal 
or emotional cues.50

Racism and distrust also compound and affect the
process of proper diagnosis and treatment. In its report,
“Unequal Treatment: Confronting Racial and Ethnic
Disparities in Healthcare” (2003), the Institute of
Medicine found evidence that stereotyping, biases, and
uncertainty on the part of health care providers contin-
ue to result in disparate treatment for people of color.
Men of color have a long and checkered history of
health care service which has led to deep fears and mis-
trust of health care providers. This is particularly true of
African American men.51 Some of the most profound
concerns swirl around the fear of involuntary commit-
ment. Racial stereotyping, hostility, and distrust are 
factors leading to the misdiagnosis of schizophrenia
among African American men and the excessive 
medication and restraints used on African American
men with mental disorders.52

Hispanics and African Americans are 50 percent less
likely to receive needed treatment than whites.53, 54, 55

Whites have more than three times as many visits for
high-intervention services staffed by psychiatrists/psy-
chologists as African Americans or Hispanics.56 African
Americans are more often assigned to low-intervention
services staffed by mental health workers rather than
specialists/psychiatrists. Are African Americans being
seen by the appropriate level of providers? The lower
rates of satisfaction and successful treatment suggest
that the answer is no. 

Questions remain about whether people of color
receive appropriate medication. Early studies suggested
that people of color were overmedicated as a racial
response to control “deviant” behavior and not as an
effort to improve mental health status.  Current research
studies suggest that people of color are less likely to
receive newer, more effective drugs in the treatment of
psychiatric disorders, and when they do receive medica-
tion, the dosages are often over-prescribed.57, 58, 59, 60

As noted earlier, restrictions in health insurance plans
discourage referrals for specialized psychiatric services
and reduces the likelihood of appropriate treatment. 

PREMATURE DEATH
Men of color have shorter life expectancy rates than the
national average for men (76.7 years) and white men
(74.5 years). Hispanic men can expect to live 4.9 years
less than white men. African American men have a life
expectancy of 67.6 years compared to the national 
average of 76.7 years and American Indian/Alaska Native
men have the lowest life expectancy rates among all men
– 66.1 years. One of the causes of the shorter 
life span is a high rate of suicide among some men of
color. Men are over four times more likely to die from
suicide as women, and suicide is one of the top 10 causes
of death among men.61 It is the second leading cause of
injury-related deaths for American Indian/Alaska Native
and Asian American/Pacific Islander males. An estimated
80-90 percent of suicide deaths can be attributed to a
serious mental disorder.62 While suicide rates for most
men have plateaued in recent years, the rates dramatically
increased for three specific groups of men between 1999
and 2000: Asian American/Pacific Islander men age 65+
increased by 17 percent; American Indian/Alaska Native
men age 65+ increased 22 percent; and Hispanic men 
age 15-24 years increased by 11 percent.

Depression is also linked to high rates of heart dis-
ease. Patients with a history of depression are four times
more likely to have a heart attack than patients without
depression63 and it is considered a risk factor on par
with obesity, tobacco, and high cholesterol. Heart dis-
ease is the leading cause of death for men of all races.

COSTS
Depression is one of the 10 costliest illnesses in the
U.S.64 and one of the most burdensome diseases in the
world.65 The direct costs of mental health services and
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treatment were estimated to be $12 billion annually in
1990. Another $8 billion was estimated to be the cost of
premature deaths due to depression66 and $44 billion in
productivity losses for employers. Workers with depres-
sion cost employers 42 percent more in productivity
losses than workers without depression.67 As incredible
as it seems, these are underestimates of the true situa-
tion because it excludes costs paid directly by the indi-
vidual. A subsequent analysis revealed a $4 billion per
year benefit (mostly to employers) if depression were
accurately identified and treated.68

STRATEGIES TO IMPROVE MENTAL
HEALTH CARE

REDUCE STIGMA THROUGH HEALTH EDUCATION
AND PUBLIC AWARENESS CAMPAIGNS
Targeted efforts toward reducing stigma among men of
color are needed. Community-based campaigns should
be tailored to the social and cultural environment of the
community in addition to being responsive to issues 
of masculinity and manhood. 

IMPROVE ACCESS TO SCREENING
AND PREVENTIVE CARE
Deleterious outcomes may be avoided with screening
and early treatment. Screening tools should be tailored
for various populations, accounting for differences in
symptomology by ethnicity. Outreach to men of color
should be conducted by trusted community messengers.

DEVELOP CULTURAL AND MENTAL
HEALTH COMPETENCIES
Educate primary care physicians and other front-line
service providers to recognize the different symptoms
presented by men of color and develop appropriate treat-
ment plans.  Seventy-five to ninety percent of people with
mental health concerns turn to a primary care physician
as the first point of contact. The responsibility of being 
a “gatekeeper” to mental health services demands that
physicians (a) recognize non-traditional symptoms of
depression and other forms of mental illness; (b) routine-
ly screen for depression among high-users of health serv-
ices; and (c) develop communication skills to elicit
detailed and accurate information from patients which, 
in turn, will lead to more accurate diagnoses.

DEVELOP MENTAL HEALTH CARE
PERFORMANCE STANDARDS FOR INSURERS
Identify and develop standards of performance for men-
tal health care which are similar to protocols for physi-
cal illnesses. These standards should include 
percentages of patients screened, diagnosed, receiving 
medication, and referred to mental health specialists.
Deviations from expected numbers and percentages 
of patients served should be reviewed.

Referrals to specialists, type and length of treatment
and follow-up, and medication protocols should coin-
cide with accepted standards of practice by the
American Psychiatric Association, American
Psychological Association and the U.S. Department of
Health and Human Services, Agency for Healthcare
Research and Quality.

INCREASE THE DIVERSITY OF THE MENTAL
HEALTH WORKFORCE
Although the number of ethnic service providers is 
relatively low, research on ethnic-matching has yielded
encouraging results. For example, there are only 70
Asian American/Pacific Islander (AA/PI) providers for
every 100,000 AA/PI compared to 173 per 100,000 in
the white population. Only 2 percent of psychiatrists, 
2 percent of psychologists, and 4 percent of social
workers identify themselves as African American. 69

Providers of color are more likely to treat patients of
color and are more likely to work in geographic areas of
high need. It is particularly important in addressing 
mental disorders that patients have a good working rela-
tionship with their provider. Ethnically matched providers
may be more likely to share similar backgrounds, cultural
norms, and values with their patients than other
providers, facilitating communication and trust between
patients and providers. There is a critical need for multi-
lingual providers. Indeed, the presence of ethnically con-
gruent providers seems to increase the rate of self-referrals
and referrals by family and friends. Additionally, people of
color remain in treatment for longer periods of time when
being served by providers of similar ethnicity.70, 71, 72

Ethnic service providers are more prevalent at the
lower intervention levels as aides and counselors, and less
prevalent at the higher levels as psychiatrists or psycholo-
gists.  Ethnic service providers are needed at all levels, par-
ticularly at the specialist level (psychiatrists and psycholo-
gists) to treat as well as to inform practice and training.
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RECOGNIZE AND SUPPORT THE ROLE OF
THE CLERGY AS AN IMPORTANT MENTAL
HEALTH RESOURCE
Forty percent of the population turns to the clergy for
help with mental health problems. The clergy are 
accessible to and often more culturally aligned with the
community than other mental health resources. Mental
health training for clergy could include the use of diag-
nostic screening material and information about how
and when to make referrals to mental health specialists.

EXAMINE ISSUES RELATED TO THE AVAILABILITY
AND APPROPRIATENESS OF MEDICATION
Even for those with insurance coverage, access to newer
medications with fewer side effects may be limited due
to drug formularies. For those without insurance, the
high cost of medication particularly newer drugs is
unaffordable. Among mental health specialists, dispens-
ing medication is limited to psychiatrists. This may be a
barrier to medication since there are so few psychiatrists
and even fewer psychiatrists of color. In geographical
areas where access to psychiatrists is limited, options for
dispensing medications through other specialists should
be examined. In addition, practice guidelines and 
quality assurance efforts need to address the problem of
over-prescribing medications to people of color. 

DEVELOP A COORDINATED SYSTEM OF CARE
Linkages among criminal justice, substance abuse treat-
ment facilities, human services, clergy and faith-based
organizations, health care providers, and mental health
providers are needed to ensure that there are multiple
entry ways to care and that individuals can be referred
to the appropriate level of providers. A coordinated care
system is also important in creating a support system
that doesn’t allow individuals to fall through the gaps.

BUILD THE KNOWLEDGE BASE ON MENTAL
HEALTH AND MEN OF COLOR
There is very little data or published research on the men-
tal health status and needs of men of color. The portrait of
mental health status among men of color is deduced from
two separate collections of research: (1) ethnic/race
research and (2) gender research.  Historically, men of
color have low response rates in survey research studies
and it is difficult to capture the needs of this diverse group.

Comprehensive data needs to be routinely collected

and reported for the general population of men as well
as institutionalized men in order to capture the true
depth of need of the different groups. There is presently
great variability in screening, diagnostic, and treatment
services among mental health facilities (including cor-
rectional facilities), suggesting a large unmet need
among men of color.

CONCLUSION
Mental health disorders are pervasive and extensive.
They touch on virtually every part of a person’s life. To
address each barrier independently would be to ignore
the complex interplay among social, cultural, and 
psychological factors that influence mental health and
mental illness. While the recommendations above are
listed separately, it is important to remember that each
one is related to the others and must be viewed as 
an intricate thread woven through the fabric of mental
health services for men of color.
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