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Abstract

The prevalence of Major Depressive Disorder in men is half that of women, yet depression affects approximately 109 mil-
lion men worldwide. Alarmingly, men account for three quarters of suicides in Western countries but are unlikely to seek
help for mental health concerns. It is possible that existing mental health treatments are not engaging or accessible to men.
The aim of this review was to quantify the number of men involved in randomised trials of psychotherapy or lifestyle behav-
iour change targeting depression. Results found men represented 26% of participants in 110 eligible articles compared to
73% women. Men’s representation was low across all intervention characteristics (e.g., delivery mode). No studies used a
completely male sample, compared to 19 studies targeting women only. Men are substantially underrepresented in research

trials targeting depression.
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Major depressive disorder (depression) is a chronic mental
health condition characterised by persistent low mood, loss
of interest in activities, and internalising symptoms of sad-
ness, hopelessness, and guilt (American Psychiatric Associa-
tion [APA], 2013). Between 1990 and 2017, the worldwide
prevalence of depression increased by almost 50% (Liu et al.,
2020) affecting approximately 4.4% of the population (World
Health Organisation [WHO], 2017). COVID-19 has increased
the prevalence of depression globally by approximately 28%
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(Santomauro et al., 2021). Depression is associated with a
range of other mental and physical health conditions including
anxiety (Hirschfeld, 2001), substance use (Hasin et al., 2005),
diabetes, cardiovascular disease, and arthritis (Lotfaliany
et al., 2018; Moussavi et al., 2007), making it a leading cause
of disability worldwide (James et al., 2018).

The prevalence of depression, based on diagnosed cases,
is higher in women than men; in 2015 global prevalence was
5.1% and 3.6% respectively (WHO, 2017). However, gender
plays an important and complex role in depression diagnosis,
with research showing both physicians and family members
display gender bias towards attributing depression to women
rather than men (Bertakis et al., 2001; Brommelhoff et al.,
2004). Similarly, men are potentially underdiagnosed with
depression due to diagnostic criteria not considering male
specific aspects of depression and masculinity leading men
to respond to depression by acting out (Martin et al., 2013;
Magovcevic & Addis, 2008). Notably, gender sensitive
scales which include externalising symptoms of depression
have shown greater sensitivity for detecting change in treat-
ment than traditional scales in some groups of men (Rice
et al., 2013, Rice et al., 2020). Despite this, approximately
109 million men worldwide are currently experiencing tradi-
tional depressive disorders, which highlights the urgent need

@ Springer


http://orcid.org/0000-0002-0890-9898
http://crossmark.crossref.org/dialog/?doi=10.1007/s12144-022-04017-7&domain=pdf

Current Psychology

to support this at-risk subgroup (Global Burden of Disease
[GBD], 2022).

Despite increasing access to mental health care in recent
decades (Harris et al., 2015), men are less likely than women
to seek help for mental health problems, including depres-
sion (Liddon et al., 2018; Oliver et al. 2005; Rice et al.,
2017). One reason for this difference is stigma associated
with mental illness. Some men endorse that mental health
problems and help-seeking are signs of weakness (Judd
et al., 2008; Lynch et al., 2018), also known as negative self-
stigma (Vogel et al., 2006). In part, these views stem from
adherence to traditional masculine norms in most Western
societies, such as stoicism, emotional restraint, and self-
reliance; which are associated with decreased help seeking
(Addis & Mabhalik, 2003; Seidler et al., 2016), poor mental
health status (Primack et al., 2010), and suicidality (Pirkis
et al., 2017).

It is also possible that existing mental health treatments
may not be engaging or accessible to men (Bilsker et al.,
2018; Seidler et al., 2018). When men are diagnosed with
depression, they are often referred to psychotherapy for
treatment. Psychotherapy is a general term used to describe
interventions based on a scientific theoretical background
and that use psychological techniques to reduce symptoms
through modifying motivational, emotional, cognitive,
behavioural, or interpersonal processes (Linde et al., 2015).
Although evidence exists supporting the efficacy of various
types of psychotherapy (Barth et al., 2016), some men have
reported negative attitudes towards treatments (Levant et al.,
2011), viewing psychotherapy as unappealing and anti-
masculine (Berger et al., 2013; Englar-Carlson & Stevens,
2006). Men may also be deterred from certain aspects of
therapy such as personal disclosure, emotional expression,
and vulnerability, due to the impact of dominant masculine
norms (Mabhalik et al., 2003). Further, many services fail
to consider gender and structural barriers, such as time and
resources, and unappealing service environments are com-
mon (Seidler et al., 2018).

According to common wisdom, men are also less likely
than women to participate in research testing interventions
for depression, meaning that less evidence is available to
suggest how interventions or service provision could be
tailored to better address their needs. Whilst some psycho-
therapy reviews for depression neglect reporting gender
outcomes (Newby et al., 2016), others have confirmed their
samples are predominantly female (Berryhill et al., 2019;
Castro et al., 2020; Nieuwsma et al., 2012). In this regard,
‘male gender blindness’ describes how men’s needs are
implicitly overlooked (Seager et al., 2014). When studies
do report gender data, the understanding gained is limited
to the population or intervention investigated (Josephine
et al., 2017). As such, the overall representation of men
across all depression-focused intervention studies remains
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unclear, as are the outcomes of these studies in relation to
addressing the identified gaps in service delivery for men
with depression.

What does engage men

To better engage men, a substantial body of research has
sought to understand what is engaging. Several recommen-
dations have been made by clinicians and researchers regard-
ing how to work therapeutically with men, which generally
focus on themes such as making services gender-sensitive
(APA, 2018; Mabhalik et al., 2012). Substantially less is
known about what specific intervention characteristics are
best practice with men and how this relates to their experi-
ence of depression specifically. Research investigating sex
differences in preferences for therapy has found that men
engage more with treatments that take into account gender-
specific preferences (Seidler et al., 2018). For example, men
have indicated a preference for practical, action-focused
interventions, such as cognitive behaviour therapy (CBT),
over other forms of ‘talk therapy’ or emotion-focused
therapy (Emslie et al., 2007; Seidler et al., 2016). Men
have also indicated a preference for individual over group
therapy (Kealy et al., 2021; Sierra Hernandez et al., 2014).
eHealth interventions (which rely on end users to self-direct
their intervention) have the potential to better engage men
because they are confidential, non-confrontational, and
promote autonomy and self-sufficiency (Berger et al., 2013;
Ellis et al., 2013; Wang et al., 2016). These qualitative dif-
ferences in gender-based preferences are important, but a
gap remains regarding how these preferences reflect study
enrolment rates and engagement practices for men on a
larger scale.

Depression is associated with several lifestyle behaviours
such as physical inactivity (Gianfredi et al., 2020), poor diet
(Molendijk et al., 2018), disturbed sleep (Fang, Tu, Sheng,
& Shao, 2019), and increased alcohol consumption (Church-
ill & Farrell, 2017). Multiple reviews have indicated that
physical activity is an effective strategy for treating depres-
sion (Cooney et al., 2013; Josefsson et al., 2014; Schuch
et al., 2016), and the evidence for interventions based on
improving diet and sleep is growing (Firth et al., 2019; Gee
et al., 2019). Observational evidence suggests men more
frequently present with disruptions in these health behav-
iours rather than the cognitive or emotional symptoms of
depression (Proudfoot et al., 2015). It is often these health
behaviours that act as a prompt for men to seek help (Addis
& Mabhalik, 2003). Thus, lifestyle interventions have been
highlighted as a promising approach for treating depression
in men (Seaton et al., 2017), especially those who conform
to traditional masculine norms (Berger et al., 2013) or are
reluctant to acknowledge that they have depression (Fields
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& Cochran, 2011). A recent review of lifestyle programs
found no studies with substantive mental health support for
men with pre-existing mental health conditions and adequate
power to detect changes in mental health outcomes (Drew
et al., 2020), indicating a current lack of programs specifi-
cally targeting men’s mental health through lifestyle change.

Why it is important to do this review

Although qualitative research exists exploring men’s expe-
rience of depression treatment (Seidler et al., 2018), and
sex differences in depression prevalence have been reported
(Liddon et al., 2018), no study has simultaneously investi-
gated the proportion of males included in intervention trials
targeting depression and examined whether men’s involve-
ment is moderated by key study or intervention characteris-
tics. Research has shown that men will engage in treatment
when it is accessible, appropriate, and engaging (Seidler
et al., 2016). Therefore, it is crucial to understand which
interventions men find most appealing (Addis, 2008).

Thus, we conducted this review to investigate the fol-
lowing research questions: (i) what is the number of males
engaging in trials targeting major depression, (ii) have there
been any published studies targeting males only, or are spe-
cifically designed for men, (iii) do male enrolment rates
differ across certain intervention and trial design charac-
teristics, (iv) have any attempts been made to increase the
involvement of males, (v) are low rates of male involvement
identified as a limitation, and (vi) are studies testing for sex
differences in outcome?

Method

This review followed the Preferred Reporting Items for Sys-
tematic Reviews and Meta-analysis (PRISMA) statement
(Moher, Liberati, Tetzlaff, & Altman, 2010).

Eligibility criteria

1. Types of participants: Adults aged 18 and over who
scored in a clinical range on a validated measure of
depression (e.g., PHQ-9), or were diagnosed with major
depression via interview. See Supplemental material 1
for the cut-off scores used.

2. Types of intervention: Studies were included if they
tested at least one psychotherapy or lifestyle interven-
tion. For this review, an intervention was considered
psychotherapy if it was based on a scientific theoreti-
cal background and used psychological techniques
to reduce symptoms and improve general well-being
through modifying motivational, emotional, cognitive,
behavioural, or interpersonal processes. For inclusion,

it needed to have been performed either as a tailored,
verbal communication process between a patient (or a
group of patients) and a health care professional in direct
or remote (e.g., telephone) contact, or as a less intense or
self-guided intervention using written information mate-
rial (e.g., book or computer program) that the patient
worked through more or less independently (Linde et al.,
2015). Eligible forms of psychotherapy were adapted
based on existing reviews (e.g., CBT, behavioural acti-
vation therapy, problem solving therapy, psychodynamic
therapy, non-directive supporting therapy (e.g., counsel-
ling) (Cuijpers et al., 2021; Cuijpers et al., 2008).

Eligible lifestyle interventions provided patients with
knowledge and skills to promote meaningful changes to
at least one lifestyle behaviour (e.g., physical activity).
Mechanistic studies that manipulated health behaviours
in a lab environment without a clear intent to create last-
ing behaviour change were excluded (e.g., acute impact
of supervised exercise on depressive symptoms).

3. Comparator: Psychotherapy or lifestyle intervention
arms could be compared to a control group or another
intervention.

4. Outcomes: To be eligible, studies needed to explicitly
report a power calculation at 80% to detect a change in
the primary outcome related to depression (e.g., symp-
toms, prevalence, remission rates). Given the large
number of depression trials published, this criterion was
applied to reduce the number of included articles and to
act as a proxy for study quality.

5. Types of studies: The review included randomized trials
published in peer-reviewed, English language journals,
from 2011 to 2021.

Information sources and search

An electronic database search of PsycInfo, Medline,
Embase, and CINAHL was conducted on April 13th 2021.
Search terms were divided into three groups: (a) interven-
tion (e.g., psychotherapy, treatment); (b) study design (e.g.,
RCT, controlled trial, clinical trial); and (c) depression (e.g.,
major depression, MDD, depressive disorder). Medical sub-
ject heading terms were used when possible (e.g., Counsel-
ling/, Major Depression/, Clinical Trials/). Where possible,
the following limits were applied: English language, last 10
years, adults (over 18 years of age), and clinical trials. See
Supplemental material 2 for search syntax and results for
all databases.

Study selection
In the first stage of study selection, one reviewer (JK)

screened 8013 title and abstracts. Following this, three
reviewers (JK, BB, JW) independently screened 1034
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Fig. 1 Participant flowchart

Identification of studies via databases and registers

full-text studies. A sample of 50 studies were screened for
inclusion or exclusion with excellent interrater reliability
(absolute agreement =0.92). Discrepancies were resolved by
the primary author and discussion between reviewers. The
final sample included 110 studies (see Fig. 1).

Data extraction

Three coders (JK, KW, CM) extracted the data from the
eligible studies using a double-coding method. To improve
interrater reliability, three rounds of preliminary coding
with a random sample of 20 studies was conducted, and
discrepancies were discussed as a group to identify areas
of potential concern. Any discrepancies identified dur-
ing the formal coding process were resolved via discus-
sion. Protocol papers were searched for relevant outcomes
where required. Data for research questions 2, 4, and 5
were extracted by one reviewer (JK) reading each arti-
cle and coding as yes or no, and specific responses were
recorded verbatim. The data file for this project is stored in
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Not a primary outcomes paper (n =
181)

the Centre for Open Science data repository. Link: https://
osf.i0/4r6zn/?view_only=9ae914£f335d34f9baa873fa44
eccada6.

Number of participants randomised

Sex of participants Data were extracted for the sex of par-
ticipants as male, female, other, or not reported. Interrater
agreement on this item was >99%. In studies that reported
sex data for a completer’s sample rather than the entire ran-
domised sample, unidentified participants were categorised
as ‘not reported’. A single study used an ‘other’ category for
participants who did not identify as male or female. As such,
for the purpose of this study, where the number of females
was the only sex reported, it was assumed that the rest of the
sample was male (and vice versa).
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Country The country each trial was conducted in was coded
verbatim (agreement = 100%).

Year Year of publication was coded based on the year the
paper was published in a specific issue (agreement =98%).

Co-occurring physical health condition Whether or not stud-
ies included participants with a specific co-occurring physi-
cal health condition, to depression, was coded as yes or no
(agreement=99%).

Co-occurring mental health diagnosis Whether or not
studies included participants with a co-occurring mental
health diagnosis, to depression, was coded as yes or no
(agreement=99%).

Depression determination method The method of diagnos-
ing depression was coded as: screening tool (e.g., PHQ),
clinical/diagnostic interview, or both which was a combi-
nation of screening tool and interview (agreement="77%).

Recruitment method The recruitment method was either
classified as direct, indirect, or a combination of each. In
studies that used direct recruitment, potential participants
were personally invited to participate in the study. In studies
that used indirect recruitment, potential participants were
exposed to non-specific study information (typically char-
acterised by advertisements) and took initiative to register.
A combination of each approach was coded as a separate
category (agreement="77%).

Intervention type Within each study, individual interven-
tions were categorised as psychotherapy, lifestyle, a com-
bined psychotherapy and lifestyle approach, other thera-
peutic interventions, or control groups. Other therapeutic
interventions were those that did not meet the criteria for
being a psychotherapy or lifestyle program, such as medica-
tion. All interventions labelled as control groups, including
usual care, were coded accordingly (agreement=92%).

Intervention style Given the published literature on men’s
potential preference for Cognitive Behaviour Therapy over
other types of therapy, the intervention style in psychother-
apy interventions was coded as either Cognitive Behavioural
Therapy or all other types of psychotherapy interventions
(e.g., psychodynamic therapy, emotion-focused therapy).
Interventions were considered part of the Cognitive Behav-
iour Therapy umbrella of interventions if they were based
on first wave (e.g., behavioural activation), second wave

! Agreement was calculated by dividing the number of discrepancies
by the total number of responses on each item.

(e.g., CBT) or third wave therapies (e.g., Acceptance and
Commitment Therapy). For lifestyle programs, the style was
selected from a range of options, such as physical activ-
ity or diet. However, physical activity programs were the
only style of lifestyle program used outside of those in com-
bined psychotherapy and lifestyle studies or not catego-
rised studies, which used different styles across each arm
(agreement =89%).

Mode of delivery Delivery mode was coded as face-to-face
group, face-to-face individual, distance methods (online/
technology/phone calls/printed materials), and unclear/not
reported. These data were coded based on the primary mode
of delivery, judged by time of contact (agreement=89%).

Contact Whether the intervention required contact with
other people, including professionals, peers, family mem-
bers, was coded into four groups: (1) involved contact with
others, (2) self-guided with minimal contact (e.g., seeing
someone briefly at the beginning or end), and (3) completely
self-guided (agreement=89%).

Sessions per week The total duration of the intervention
was coded in weeks and number of sessions was recorded.
Where necessary, sessions were discrete contacts with indi-
viduals delivering the program, or in the case of self-guided
interventions, modules were considered sessions. These two
variables were combined to create sessions/per week (agree-
ment=75%). Where either number of sessions or length of
intervention was unclear/not reported, sessions per week
could not be calculated.

Data analysis

All analyses were conducted using IBM SPSS Statistics
(version 27) predictive analytics software. Means for quan-
titative variables and percentages for categorical variables
were calculated. To investigate the first research question,
the representation of men was examined as a proportion of
total participants across all studies, and within studies that
allowed males to participate. For the second research ques-
tion, independent samples ¢ tests and analyses of variance
investigated whether the proportion of male participants
across the studies varied by key study or intervention char-
acteristics. Because the RCT design precludes participants
from choosing a particular intervention arm, studies testing
multiple interventions that differed on a particular charac-
teristic (e.g., online mode of delivery vs. face-to-face mode
of delivery) were not included in that particular analysis.
Similarly, studies that explicitly excluded males or females
were also excluded from the moderator analyses.
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Results

Most studies were published in the United States (29%),
followed by the United Kingdom (16%), The Netherlands
(7%), and Germany (6%). The number of studies published
has increased over time, with 10% of studies published in
2011-2012 and 29% published between 2019 and 2021.
Regarding co-occurring conditions with depression, 21%
of studies explicitly recruited participants with a co-
occurring physical health condition, but only 2% targeted
those with co-occurring mental health condition. Approxi-
mately half of the studies diagnosed depression using
both a screening tool and diagnostic interview (51%); a
quarter used a screening tool only (26%); and a quarter
used a diagnostic interview only (23%). The most com-
mon recruitment method was direct recruitment (67%),
followed by a combination of direct and indirect, (20%)
followed by indirect alone (13%).

Regarding intervention characteristics, most studies
tested psychotherapy interventions only (82%), followed by
integrated interventions that included both psychotherapy
and lifestyle components (6%). Only 3% of studies tested
lifestyle approaches exclusively and 10% were not catego-
rised, indicating that intervention types were not consistent
across study arms (e.g., psychotherapy arm vs. lifestyle
arm). In terms of intervention style, the most common
was CBT and third wave cognitive therapies (52%), fol-
lowed by all other types of psychotherapy (20%), followed
by physical activity (3%), and 26% were not categorised
due to differences across study arms. Most studies tested
interventions that were delivered individually face-to-face
(49%) compared to remote interventions (26%, e.g., online/
tech interventions, phone consultations, printed materials)
or face-to-face group sessions (16%). Most studies tested
interventions that involved repeated contact with another
person (86%) with fewer studies involving one-off con-
tact (6%), or no contact at all (4%). Intervention dose was
mostly one session per week (48%), followed by less than
one session per week (30%), and greater than one session
per week (22%; 0.1-7 per week) (Table 1).

Research question 1: what is the representation
of males in psychotherapy and lifestyle
interventions targeting depression?

Across all 110 eligible studies (n=24,397), males repre-
sented 26% (n=6,303) of participants, females represented
73% (n=17,712), 2% (n=381) were unclear, and a sin-
gle participant did not identify as male or female. Within
the 90 (n=20,252) studies that allowed both men and
women to participate, males represented 31% (n=6,303)

@ Springer

of participants compared to 68% (n=13,738) female, and
1% (n=210) were unclear (Table 2).

Research question 2: were any attempts made
to increase the involvement or, and if so, what were
they?

No studies reported any explicit attempt to increase the
involvement of men through targeted strategies.

Research question 3: are males more or less likely
to participate in studies with certain characteristics?
(Tables 3 and 4)

Year

Male involvement did not vary significantly over time (F, g7
= (.19, p=0.83). To account for the escalating publication
rate, studies were analysed in three groups of approximately
equal size. Overall, males represented 30%, 33%, and 32%
of participants in studies published from 2011 to 2015, 2016
to 2018, and 2019 to 2021, respectively.

Co-occurring physical or mental health condition

There was no significant difference in male involvement
between studies targeting participants with a co-occurring
physical or mental health condition (29%) or those without
a co-occurring condition (32%; tg5 = -7.40, p=0.46). The
most common co-occurring physical health conditions tar-
geted were diabetes (4 studies), overweight or obesity (2
studies), and chronic pain (2 studies).

Depression determination method

Male involvement did not differ significantly depending on
the method of diagnosing depression (F), g; = 0.51, p=0.60).
Although trials that used a screening tool only had a higher
proportion of males (35%) compared to trials that used an
interview only (32%), and trials that used both a screening
tool and interview (30%), the difference was not significant.

Recruitment method

Recruitment method did not have a significant influence on
male involvement (F, g; = 1.55, p=0.22). The highest mean
proportion of males were recruited directly (33%), compared
to indirect recruitment (28%), and when a combination of
methods were used (27%).
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Table 1 Characteristics of

included studies

Study characteristic Studies, n Study, %
Country 110 100
United States 32 29
United Kingdom 18 16
Netherlands 8 7
Germany 7 6
Australia 5 5
Other* 40 36
Year
2011-2012 11 10
2013-2014 20 18
2015-2016 24 22
2017-2018 23 21
2019-2021 32 29
Study sample
Female only 19 17
Male only 0 0
Allowed men to participate™® 90 82
Sex data not reported 1 1
Co-occurring physical health condition
Yes 23 21
No 87 79
Co-occurring mental health condition
Yes 2 2
No 108 98
Depression determination method
Screening tool 29 26
Clinical/diagnostic interview 25 23
Both screening tool & clinical/diagnostic interview 56 51
Recruitment method
Direct 74 67
Indirect 14 13
Both direct & indirect 22 20
Intervention type
Psychotherapy 90 82
Lifestyle 3 3
Combined 6 6
Not categorised ° 11 10
Intervention style
CBT & third wave 57 52
All other types of psychotherapy intervention 22 20
Physical activity 3 3
Not categorised ° 28 26
Mode of delivery
Face-to-face Group 18 16
Face-to-face Individual 54 49
Online/tech/phone calls/printed materials 29 26
Unclear/not reported 3
Not categorised ° 5
Contact
Involved contact 95 86
Self-guided with minimal contact 7 6
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Table 1 (continued)

Study characteristic Studies, n Study, %
Completely self-guided 4 4
Not categorised ° 4 4
Sessions per week
<1 23 30
1 37 48
>1 17 22

# Spain (n=4), Finland (n=3), Denmark (n=3), India (n=3), Pakistan (n=3), Brazil (n=3), Iran (n=3),
Japan (n=3), South Korea (n=2), Nigeria (n=2), Switzerland (n=2), Turkey (n=1), Korea (n=1), Can-
ada (n=1), Hong Kong (n=1), Italy (n=1), New Zealand (n=1), Sweden (n=1), Kenya (n=1), Taiwan
(n=1)." Study included> 1 intervention arm that differed on this characteristic (e.g., online vs. face to
face). * Refers to studies which did not restrict eligibility to males or females

Intervention type

In this analysis, studies that tested integrated interventions
and lifestyle interventions alone were combined, as only
one lifestyle intervention allowed men to participate. The
mean proportion of males participating in studies testing
psychotherapy interventions (32%) was higher than in stud-
ies testing integrated interventions or lifestyle interventions
combined (24%), however, the mean difference was not sig-
nificant (t,3=1.32, p=0.19).

Psychotherapy intervention style

Among studies that tested psychotherapy interventions
only, male involvement did not differ between studies test-
ing CBT/Third wave cognitive therapies (33%) compared
to other types of psychotherapy therapy (30%; 45, =0.55,
p=0.58).

Mode of delivery

Mode of delivery did not have a significant effect on male
involvement (F, go = 0.54, p=0.58). The mean number
of males was similar across all three modes: face-to-face
group (28%), face-to-face individual (32%), remote delivery
(online/technology/phone calls/printed materials; 30%). The
various modes included in the remote delivery group were
combined because they are conceptually similar in that they
require low contact.

Contact

There was no difference in male participation between inter-
ventions that involved repeated contacts with intervention
or research staff (32%), compared to self-guided or minimal
contact interventions (29%; t5, =0.46, p=0.65). The self-
guided group consisted of studies that involved some contact
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(e.g., a single face-to-face session followed by 10 online
modules), and completely self-guided interventions. These
two groups were combined because they are conceptually
similar in both requiring low contact and only four studies
tested completely self-guided interventions.

Dose (sessions per week)

No association was detected between male participation and
the dose of the intervention (F, 5, = 0.23, p=0.80). Slightly
more men participated in studies testing interventions that
were delivered using > 1 sessions per week (33%) than < 1
session per week (30%) and 1 session per week (30%).

Research question 4: did any studies specifically
target men only, and/or tested gender-tailored
interventions designed for men?

No studies targeted men only, and by virtue of this no studies
tested interventions that were gender tailored towards men.
Both studies with >90% males were war veteran samples.
The next highest representation of men was 67% in alcohol
dependent individuals followed by 65% in a prison sam-
ple. In contrast, 19 studies explicitly recruited females only
(17%) whilst two others consisted of a 100% female sample
despite allowing men to participate.

Research Question 5: in studies with <40%
males, did the authors identify the lack of men
as a limitation?

Out of 72 studies that had less than 40% males, including
two studies that had complete female samples (but had not
actually excluded men from participating), ten studies (14%)
identified that the underrepresentation of men (or the over-
representation of women) was a limitation. Consistent with
a previous review, underrepresentation was defined as <40%
males (Pagoto et al., 2012).
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Table 2 Participant representation across all studies

Table 4 Male representation across intervention level characteristics

n % (of ran- % (of reported)
domised)
All studies (n=110) 24,397
Male 6,303 26 26
Female 17,712 73 73
Other 1 0 0
Not reported 381 2 n/a
Studies including both 20,252
genders (n=90)
Male 6,303 31 31
Female 13,738 68 69
Other 1 0 0
Not reported 210 1 n/a

Note. 19 studies either recruited women only as the target group or
excluded men from participating. One study didn’t explicitly exclude
men, but had a 100% female sample

Table 3 Male representation across study characteristics

Study characteristic N (%) % Male (M, SD) p-value
Year

2011-2015 35(39) 30(17)

2016-2018 30(33) 33(13)

2019-2021 25(28) 32(18) 0.83
Co-occurring physical or mental health condition

Yes 19 (21) 29(17)

No 71(79) 32(15) 0.46
Diagnosis

Screening tool 19 (21) 35(@17)

Clinical/diagnostic interview 23 (25) 32 (20)

Both 48 (54) 30(12) 0.60
Recruitment method

Direct 58 (64) 34 (17)

Indirect 13 (14) 28 (14)

Both 19 (21) 27(12) 0.22

Research Question 6: how many studies explicitly
reported testing for sex differences in study
outcome, or reported outcomes for men and women
separately?

Out of 90 studies, 12 (13%) explicitly reported testing for
sex differences as a moderator or reported primary out-
comes for men and women separately. Ten of these stud-
ies reported no difference in intervention effect between
males and females, one study reported women performed
better than men, and one study was unclear due to gender
outcomes being reported as part of racial subgroups rather
than male and female groups.

Intervention level N (%) % Male (M, SD)  p-value
Intervention type

Psychotherapy 73 (91) 32(16)

Combined + Lifestyle 709) 24 (10) 0.19
Psychotherapy style®

CBT/ Third Wave 48 (75) 33 (17)

All other types 16 (25) 30(13) 0.58
Mode

Face-to-face (group) 14 (17) 28 (13)

Face-to-face (individual) 45 (54) 32 (16)

Online/tech/phone calls/ 24 (29) 30 (12) 0.58

printed materials

Contact

Involved Contact 76 (88) 32 (16)

Self-guided® 10(12)  29(11) 0.65
Dose (sessions per week)

<1 18 (28) 30(10)

1 3047) 30(19)

>1 16 (25) 33 (16) 0.80

2 Refers to types of psychotherapy only. ® Includes studies that were
self-guided with minimal contact or completely self-guided

Discussion

To our knowledge, this is the first scoping review to quantify
the number of males involved in psychotherapy and lifestyle
interventions targeting depression and identify any key study
characteristics that moderate male involvement. Across all
included studies, men represented only 26% of randomised
participants. The review did not identify any randomised
trials that have tested the efficacy of a psychotherapy or
lifestyle-based intervention specifically targeting depression
in men. In contrast, 19 studies (17%) specifically targeted
females. No study or intervention characteristics moderated
the level of male representation, with males underrepre-
sented across all study types. Despite this, only ten studies
suggested that the lack of male participants was a limitation.

The principal finding that men represent 26% of par-
ticipants in RCTs targeting depression confirms a sig-
nificant translational gap exists in clinical decision mak-
ing for depression. Our results are similar to a review
of psychosocial interventions for suicidal ideation and
behaviour, which are both constructs related to depres-
sion (Nock et al., 2009). The proportion of men in the
trials ranged from 37% in self-harm behaviour follow-up
studies to 48% in school-based interventions (Krysinska
et al., 2017). Although male depression prevalence is
approximately half of female prevalence (WHO, 2017),
with some evidence suggesting this is an underestimation
of male cases (Martin et al., 2013), our results indicate
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males represent less than half of participants. Given men
are less likely to seek help for depression than women
(Addis & Mahalik, 2003), it is not surprising that fewer
men are involved in depression trials than women. This
gap is likely wider outside of research trials, given the men
participating in RCTs are considered ‘help-seekers’ as they
have generally attended a health service and been referred
to the trial or signed up on their own volition. Previous
research has indicated that negative self-stigma associ-
ated with help-seeking (Vogel et al., 2006) may contribute
to men’s underrepresentation in both treatment services
and research (Mahalik & Di Bianca, 2021; Mahalik et al.,
2003). Thus, it is unlikely that the identified group of stud-
ies for the current review provide a good scope of barriers
and facilitators to the engagement of men in the context
of depression.

The current review found no studies testing interven-
tions that were specifically designed for men, or studies
testing standard interventions in male-only environments.
In contrast, 19 studies used completely female samples and
generally targeted peri or post-natal depression. Our results
are similar to other reviews (Castro et al., 2020). For exam-
ple, Strokoff, Halford, and Owen (Strokoff et al., 2016)
conducted a review of 15 studies employing male-targeted
psychotherapy treatment approaches and identified only a
single, small (n=23), randomised study examining a treat-
ment specifically tailored for men (Syzdek et al., 2014). This
study tested the effect of single session gender-based motiva-
tional interviewing on mental health symptoms, stigma, and
help-seeking in a community sample of 23 men with mild
to moderate internalising symptoms; none of the findings
were significant (Syzdek et al., 2014). Similarly, a review of
male-only lifestyle behaviour change interventions retrieved
no studies that: (i) targeted pre-existing mental health condi-
tions, or (ii) were powered to detect changes in mental health
outcomes, or included substantive mental health support
(Drew et al., 2020). Research has shown that men will seek
help when it is accessible, appropriate, and engaging (Sei-
dler et al., 2016). However, men remain unlikely to attend a
full course of psychotherapy (Zimmermann et al., 2017) and
report negative attitudes towards psychotherapy treatments
(Levant et al., 2011). In a sample of Australian men who had
previously attended therapy, a drop-out rate of 44.8% reflects
the current state of services experienced by many men in
Western mental healthcare (Harris et al., 2015; Seidler, Rice,
Ogrodniczuk, et al., 2018; Seidler et al., 2021). Concern-
ingly, recommendations for large-scaled controlled trials
testing tailored treatments for men were made over 15 years
ago (Cochran, 2005). Despite some theoretical advancement
(Addis, 2008), along with recommendations and guidelines
for clinical practice with males (APA, 2018; Mahalik et al.,
2012), our results indicate that development of programs
targeting men’s mental health remains a key area of future
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research. Without evidence based programs, men’s mental
health will perpetually fall short of policy consideration,
clinical attention, and required funding (Seidler et al., 2018).

The representation of men in depression trials has not
increased over the past decade. This finding is somewhat
surprising given the field of men’s health in general has
gained traction in recent years (Addis & Cohane, 2005).
Public health approaches (e.g., Real Men Real Depression)
(Rochlen et al., 2005) play an important part in increas-
ing men’s uptake of mental health services, and appear to
be having some positive effects; men’s help seeking for
mental and substance use disorders increased from 32% in
20062007 to 40% in 2011-2012 (Harris et al., 2015). How-
ever, our results show that an increase in help-seeking is not
translating into participation in research trials. More targeted
recruitment strategies, such as gender-tailored brochures,
are effective for improving men’s attitudes towards help-
seeking, but like public campaigns, they do not guarantee
men will receive an engaging treatment upon seeking help
(Seidler et al., 2018). Indeed, the process of help-seeking
does not solely involve the act of ‘reaching out’, but also the
treatments that follow (Seidler et al., 2016). As such, lower
rates of help-seeking in men may be better attributed to the
lack of engaging, relevant or accessible mental health treat-
ments (Bilsker et al., 2018; Seidler et al., 2018).

Men’s representation did not differ depending on the pres-
ence of a co-occurring mental or physical health condition.
However, targeting men with co-occurring conditions might
still be a valuable engagement strategy. Substance use dis-
orders are highly prevalent in men and co-occurrence with
depression is common (Burns & Teesson, 2002). Simi-
larly, a reciprocal link exists between depression and over-
weight or obesity (Luppino et al., 2010), particularly in men
(Magovcevic & Addis, 2008). In our review, two of the most
common co-occurring physical health conditions targeted
were diabetes and overweight or obesity. Although we found
men’s representation did not differ based on the presence
of co-occurring conditions, it is not surprising given men’s
representation was low overall. As such, offering integrated
programs targeting multiple conditions remains a potential
solution to improving men’s representation in mental health
trials (Kingerlee et al., 2014; McGale et al., 2011).

Interestingly, this review found that men were equally
likely to participate in psychotherapy interventions com-
pared to lifestyle interventions. Observational data indicates
physical activity and healthy eating are two of the top five
strategies men with depression use to manage their mental
health (Proudfoot et al., 2015). Additionally, mental health
promotion can be integrated into lifestyle programs once
men are engaged (Sharp et al., 2018; Sharp et al., 2022).
Despite the proclaimed utility of lifestyle approaches (Sharp
et al., 2018), the low representation of men in these interven-
tions is consistent with a systematic review of male inclusion
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in lifestyle behaviour change programs finding that men
represented only 27% of participants (Pagoto et al., 2012).
These findings may be attributed to the lack of male-only
studies, as men can be deterred by the presence of women
in lifestyle programs (Morgan et al., 2011). To better engage
men, ‘gender-tailored’ programs which specifically account
for men’s unique preferences and values are being developed
and tested (Morgan et al., 2009; Morgan et al., 2011). These
programs have provided promising results for both engage-
ment and effectiveness in treating mental and physical health
(Sharp et al., 2020; Sharp et al., 2021; Young et al., 2012;
Young et al., 2021). Despite this, no gender-tailored lifestyle
programs were found in this review. Men’s representation
was slightly higher (32%) in psychotherapy interventions
compared to lifestyle interventions (24%), but the difference
was not significant, and the lack of male-specific approaches
limits the conclusions that can be drawn. To properly investi-
gate the question of whether men prefer a lifestyle approach
or mental health approach for managing depression, male-
only programs of each type must be developed and tested.
Our finding that men’s representation did not differ
between CBT and other treatment types is inconsistent with
evidence CBT is men’s preferred treatment (Emslie et al.,
2007; Liddon et al., 2018; Seidler et al., 2016), and recom-
mendations by researchers supporting its utility with men
(Englar-Carlson & Stevens, 2006; Spendelow, 2015). For
example, behavioural interventions delivered with the con-
text of CBT, such as behavioural activation (Skarsiter et al.,
2003), are dubbed male-friendly due to their practical and
tangible nature (Brooks, 2010). Recently, a vignette-based
study found gender role socialisation, self-stigma, and atti-
tudes towards professional psychotherapy help negatively
predicted willingness to engage in psychotherapy regardless
of therapy orientation, including CBT (Cole et al., 2019),
suggesting that therapy type is irrelevant for these men.
Comparatively, the men in the current sample are largely
help-seekers, which may suggest that type of therapy is also
irrelevant when help-seeking intentions are present. How-
ever, given men’s representation was low across all pro-
grams, our ability to draw a definitive conclusion is limited.
This review found men’s representation did not dif-
fer across delivery mode, the level of contact with other
people in the intervention, or dose. Specifically, the find-
ing that men’s representation was similar for individual and
group delivery is inconsistent with previous research sug-
gesting men prefer individual therapy (Kealy et al., 2021;
Sierra Hernandez et al., 2014). Moreover, despite recent
research suggesting that online interventions may be par-
ticularly appealing to men (Berger et al., 2013; Ellis et al.,
2013; Wang et al., 2016), our results suggest men were less
likely to engage in online studies compared to those test-
ing face-to-face delivery modes. Similarly, they did not
appear to prefer self-guided interventions to those which

required more regular contact with the intervention team.
However, research investigating preferences for therapy
type (e.g., CBT) and trial characteristics has typically used
survey methods whereby preferences are selected based on
vignettes or prior experience (Cole et al., 2019; Kealy et al.,
2021; Liddon et al., 2018; Sierra Hernandez et al., 2014).
An issue with this approach is that it fails to consider the
impact of multiple intervention characteristics on men’s
choices. Comparatively, our results must be viewed in con-
text of trials comprising many combinations of type, mode,
and length. As such, previous findings regarding preferences
that are independent of other trial components are unlikely
to be translated into real world representation. Ultimately,
our results suggest that men’s preferences are heterogenous
and a suite of intervention options are required that provides
men the ability to choose (Seaton et al., 2017).

Our review found that men’s representation did not dif-
fer between direct or indirect recruitment. Similarly, it did
not differ between the method of determining depression
status (interview, screening tool, or both). When consid-
ered together, these two findings indicate current methods
of recruiting and including men into depression trials are
inadequate. Further, we found that no attempts were made
to increase the involvement of men (e.g., through targeted
recruitment). It is important to conduct more research in
this area as men are more difficult to recruit, because they
are reluctant to admit they have depression (Firth et al.,
2019), are less likely to be diagnosed (Cochran & Rabinow-
itz, 2003; Kessler, 2000; Oliffe & Phillips, 2008), and are
affected by social and self-stigma due to rigid masculine
norms. Yet, targeted efforts to recruit men in male-only
lifestyle programs have demonstrated some success (Seaton
et al., 2017). For example, the SHED-IT (Self-Help, Exercise
and Diet using Information Technology): Recharge program
recruited men with overweight or obesity and depressive
symptoms through gender-tailored advertising (e.g., “lose
weight without giving up beer”) and using the programs
credibility as a university-based intervention for further
appeal (Drew et al., 2021) which aligned with insights from
other gender-tailored programs (Aguiar et al., 2017; Mor-
gan et al., 2011; Morgan et al., 2016). Similar male-specific
recruitment methods, such as using sports language (e.g.,
‘mental fitness’) rather than mental illness are useful in
the mental health context (Cooper et al., 2015). However,
minimal research has been conducted on recruiting men into
gender-neutral programs, particularly for psychotherapy, and
trials typically do not report details on recruitment strategies
making it difficult to know what extent targeted strategies
were used. A potential way of increasing male engagement
without targeted recruitment efforts is using male-specific
psychometric tools to evaluate study eligibility, as men are
often less willing to report depressive symptoms using exist-
ing diagnostic scales (Fields & Cochran, 2011). Scales such
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as the Masculine Depression Scale (MDS; Magovcevic &
Addis, 2008) and Masculine Depression Risk Scale (MDRS-
22; Rice et al., 2013) have been designed to detect exter-
nalising symptoms of depression common in men, but are
yet to be adopted into mainstream research practices (Rice
et al., 2019).

Despite the clear underrepresentation of men in the stud-
ies, very few identified that this was a limitation. Similarly,
few explicitly reported testing for sex as a potential mod-
erator of intervention effects. These results are similar to a
review of psychosocial interventions for suicidal ideation
and behaviour which found 18% of 154 trials reported or
examined differences in gender subgroups and only a sin-
gle study used an all-male sample (Krysinska et al., 2017).
Although psychotherapy outcomes are largely reported as
similar for men and women (Staczan et al., 2017), some
studies have had mixed findings (Ogrodniczuk et al., 2001;
Parker et al., 2011). Crucially, many studies do not report
gender differences in the outcome (Parker et al., 2011),
including several meta-analyses of psychotherapy for depres-
sion (Cuijpers et al., 2021; Cuijpers et al., 2008; Nieuwsma
et al., 2012). This is a considerable limitation (Butler et al.,
20006), especially given men represented only a third of par-
ticipants in this review, and limits generalisability of results.
However, substantially more women are diagnosed with
depression than men (WHO, 2017). One could therefore
expect there to be less men involved in trials of depression.
Yet, depressive disorders affect 109 million men worldwide
(GBD, 2022). As such, the view that men are underrepre-
sented in research trials due to inherently lower prevalence
overlooks the needs of men and reinforces ‘male gender-
blindness’ (Seager et al., 2014).

This review had several strengths. To our knowledge, it
is the first review to quantify the number of men involved in
psychotherapy and lifestyle interventions targeting depres-
sion. Regarding methodology, this reviewed considered
adequately-powered RCTs only, given these are likely to
be given the highest priority for informing evidence-based
practice and guidelines. Finally, all data were extracted by
two reviewers, and the conduct and reporting of the review
adhered to the PRISMA guidelines. This review also has
some limitations. Firstly, due to the considerable size of the
depression literature, relevant subject headings were used
to streamline the search process. Whilst our search was not
exhaustive, we believe it was extensive and the included
studies were likely representative of other studies that may
not have been included. Secondly, by including studies that
were explicitly powered at 80% to detect changes in depres-
sion, studies with adequate sample size may have been
excluded based on not reporting a power calculation. How-
ever, power calculations are important for ensuring existing
effects are able to be detected, using the appropriate amount

@ Springer

of resources, and larger sample sizes provide better popula-
tion estimates (Field, 2013; Noordzij et al., 2010).

Conclusion

The underrepresentation of men in psychotherapy or lifestyle
intervention trials targeting depression is a significant con-
cern given men’s substantial prevalence of depression and
low rates of help-seeking (WHO, 2017). The results of this
review suggest men are equally underrepresented across all
intervention and study characteristics, despite male partici-
pants in trials already potentially having overcome many atti-
tudinal and stigma-related barriers to help-seeking. To better
understand men’s preferences, programs that are specifically
designed for and appeal to men are urgently required, and
research carried out to understand what prompts help seek-
ing in men specifically. Continuing to deliver gender-neutral
programs fails to recognise the needs of men and implicitly
accepting that men participate in depression trials at lower
rates than women is stalling the field of men’s mental health.
This review highlights the need for a concerted effort from
researchers to design and test therapeutic approaches that are
engaging and appealing for men.
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