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This study examined demographic, socioeconomic, and psychosocial factors 
associated with symptoms of depression, anxiety, and suicide attempts among 
men in Switzerland, using nationally representative population data from the 
Swiss Health Survey 2022. Understanding men’s mental health disparities is 
essential, as men are often underdiagnosed and less likely to seek psychological 
help despite high suicide rates. Data from 10,761 individuals registered as male 
were analyzed. All analyses applied the survey weights provided by the SFO to 
ensure representativeness of approximately 3.55 million adult men living in private 
households across all Swiss regions. Depressive symptoms were assessed using 
the Patient Health Questionnaire-9 (PHQ-9) and anxiety symptoms with the 
Generalized Anxiety Disorder-7 (GAD-7). Lifetime suicide attempts were assessed 
through self-report. Weighted linear and logistic regression models examined 
associations between mental health outcomes and demographic (age, language 
area, partnership status), socioeconomic (income, employment, education), and 
migration-related factors, including sexual orientation. Higher symptom levels 
were associated with younger age, lower income, unemployment, and single 
relationship status. Men identifying as non-heterosexual and those with a migration 
background reported significantly higher scores on both the PHQ-9 and GAD-7 
compared to heterosexual and Swiss-born men. Regional and language differences 
were evident, with elevated symptom levels among French-speaking participants. 
Transgender and non-binary individuals registered as male exhibited particularly 
elevated symptom levels of anxiety and depression. These findings highlight 
persistent disparities in men’s mental health across social and demographic 
groups in Switzerland. Population-level screening, improved access to gender-
sensitive mental health services, and targeted prevention programs addressing 
social and economic vulnerability are warranted. Future national surveys should 
also incorporate measures of masculinity norms and gender role attitudes to better 
capture underlying mechanisms contributing to men’s mental health outcomes.
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1 Introduction

Male mental health has historically received insufficient attention 
in healthcare, policy, and research (Bilsker et al., 2018). Despite 
increasing awareness, it remains a critical yet frequently overlooked 
public health issue (Möller-Leimkühler, 2002; McKenzie et al., 2018; 
Rice et al., 2018; Walther, 2025). Epidemiological studies consistently 
report lower prevalence rates of depression (Salk et al., 2017) and 
anxiety (Watterson et al., 2017) among men compared to women. At 
the same time, men account for a disproportionate share of suicide 
deaths, highlighting a persistent gender paradox in mental health 
outcomes (Bilsker et al., 2018; Hedegaard et al., 2018; Rice et al., 2024). 
In many Western countries, suicide rates among men can be up to 
seven times higher than among women (Bilsker et al., 2018). Untreated 
psychological conditions in men are associated with substantial 
functional impairment, comorbidity, and premature mortality—often 
occurring during the most economically and socially productive 
phases of life (Möller-Leimkühler, 2002).

Mental health outcomes are shaped by an interplay of biological, 
psychological, and social factors. Beyond genetic vulnerability and 
physiological mechanisms, psychosocial environments and gendered 
expectations strongly influence how psychological stress develops, is 
perceived, and is expressed (Kirkbride et al., 2024). Gender identity 
and gender roles play a central role in this process, as individuals often 
enact and internalize culturally defined norms of masculinity and 
femininity that shape emotional regulation, coping strategies, and 
health-related behaviors (Hammarström et al., 2014). In men, gender 
role conflict—the psychological strain resulting from rigid, restrictive, 
or contradictory male role expectations—has been associated with 
poorer mental health outcomes and emotional dysfunction (Möller-
Leimkühler, 2002; Seidler et al., 2016; Rice et al., 2018; Walther, 2025). 
Similarly, traditional masculinity norms, such as self-reliance, 
emotional restraint, and aversion to vulnerability, have been identified 
as key barriers to recognizing and communicating distress (Tedstone 
Doherty and Kartalova-O’Doherty, 2010; Rice et al., 2018).

Beyond individual-level norms and role expectations, this line of 
research has been extended by scholarship on masculinities, 
conceptualizing masculinities as relational and hierarchical social 
processes, including multiple coexisting masculinities, with some 
forms culturally privileged over others (Connell and Messerschmidt, 
2005; Messerschmidt, 2019). In this framework, hegemonic masculinity 
refers to historically and contextually embedded patterns of 
masculinity that perpetuate unequal gender relations, defined in 
relation to other (non-hegemonic) masculinities and femininities 
rather than as a fixed set of traits (Connell and Messerschmidt, 2005). 
The same framework explicitly includes subordinated and marginalized 
masculinities—i.e., masculinities positioned lower in the alleged 
hierarchy and/or devalued through intersections with, e.g., sexuality, 
class, ethnicity, or age (Connell and Messerschmidt, 2005; 
Messerschmidt, 2019). Conceptualizing men’s mental health through 
this lens emphasizes that distress and coping are shaped by the social 
consequences of proximity to, or divergence from hegemonic 
masculine ideals (Connell and Messerschmidt, 2005; 
Messerschmidt, 2019).

These gendered processes are closely intertwined with stigma 
surrounding mental illness. Many men fear that acknowledging 
psychological distress will be perceived as weakness, potentially 
conflicting with societal ideals of masculinity (Seidler et al., 2016). 

Such stigma not only affects help-seeking behavior (Möller-
Leimkühler, 2002) but may also shape symptom expression and 
reporting. Emerging evidence suggests that male-typical 
manifestations of distress—such as irritability, risk-taking, or 
substance use—are less likely to be recognized as indicators of 
depression or anxiety within clinical and diagnostic frameworks (Rice 
et al., 2018; Walther, 2025). As a result, mental health problems among 
men may be underdiagnosed and undertreated, and prevalence 
estimates based on self-report or service contact may underestimate 
the actual burden of mental illness in male populations.

Importantly, men do not represent a homogeneous group. 
Intersectionality provides a critical framework for understanding 
heterogeneity in men’s mental health by emphasizing how gender 
interacts with other social categories, including sexual orientation, 
ethnicity, socioeconomic status, and migration background 
(Hammarström et al., 2014; Opozda et al., 2024). For instance, 
individuals with non-heterosexual orientations experience 
disproportionately high rates of depressive symptoms and generalized 
anxiety disorder (GAD) (Wang et al., 2007a, 2007b, 2014; Chakraborty 
et al., 2011; Malik et al., 2023). Social exclusion, discrimination, and 
minority stress have been identified as key mechanisms driving these 
disparities (Courtenay, 2000). Evidence from Swiss and international 
studies consistently demonstrate an elevated mental health burden 
among sexual minority men, underscoring the need for population-
based analyses that capture within-group diversity in men (Wang et 
al., 2007a, 2014).

From a masculinities perspective, these intersectional disparities 
may be understood as reflecting differential social positioning within 
hierarchies of masculinity. Men who diverge from culturally 
dominant, hetero- and cis-normative masculine ideals—such as 
sexual minority men or gender-diverse individuals registered as 
male—may be positioned in subordinated (marginalized) masculinity 
categories, which are associated with reduced social legitimacy and 
increased exposure to chronic stressors (Connell and Messerschmidt, 
2005; Messerschmidt, 2019). Such positioning may shape the 
vulnerability to mental health problems and the ways in which distress 
is expressed, recognized, and responded to within healthcare systems 
and broader social contexts.

At the same time, masculinities scholarship cautions against 
conceptualizing masculinity exclusively in terms of risk or deficit. 
Strength-based perspectives emphasize that certain practices that are 
traditionally thought of as masculine—such as responsibility for 
others, action-oriented forms of care, and (functional) forms of self-
reliance—may function as psychological resources, if they are flexibly 
enacted and socially supported (Kiselica and Englar-Carlson, 2010). 
Incorporating such perspectives allows for a more differentiated 
understanding of men’s mental health, acknowledging that 
masculinities can operate both as a source of vulnerability and as a 
potential resource depending on context, rigidity of expression, and 
social valuation.

Addressing men’s mental health therefore requires an integrated 
public health perspective that considers social determinants, structural 
inequities, and the cultural context in addition to individual-level risk 
factors (Brooks, 2001; Rice et al., 2024). This perspective is particularly 
relevant in Switzerland, a linguistically and culturally diverse country 
with four national languages and pronounced regional identities. 
Specific cultural contexts may shape exposure to stressors, norms of 
emotional expression, and access to care. Prior research has 
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demonstrated regional differences in physical and mental health 
outcomes across Swiss language areas (Schulz et al., 2013; Roser et al., 
2019), highlighting the importance of considering the regional context 
in population-based mental health research.

Although several studies based on the Swiss Health Survey (SHS) 
have examined mental health-related outcomes, most have focused on 
specific exposures or subdomains, such as work-related stress (Scholz-
Odermatt and Zyska Cherix, 2024), or unemployment and over-
indebtedness (Hämmig, 2024), or mental health service utilization 
(Dey and Jorm, 2017), often without gender as a central analytic 
variable. Even when gender is included, research typically emphasizes 
comparisons between men and women—for example, in disordered 
eating (Forrester-Knauss and Zemp Stutz, 2012) or body dissatisfaction 
(Richard et al., 2016)—rather than examining heterogeneity within 
male populations. To date, no population-based study in Switzerland 
has systematically investigated men’s mental health across intersecting 
dimensions such as gender identity, sexual orientation, socioeconomic 
factors, and regional or linguistic background using nationally 
representative data.

The present study addresses this gap by analyzing male 
respondents from the most recent SHS (2022). Specifically, we aim to 
(1) estimate the prevalence of anxiety, depression, and suicide attempts 
among men in Switzerland and (2) identify sociodemographic, sexual 
orientation, and regional factors associated with these outcomes. By 
explicitly focusing on within-group diversity among men—including 
cisgender, transgender, and non-binary individuals registered as 
male—this study extends existing Swiss mental health research 
beyond binary gender comparisons. In doing so, it provides novel, 
population-based evidence on intersectional and regional profiles 
within male populations and contributes to a more nuanced 
understanding of men’s mental health in the Swiss public health 
context. The findings are intended to inform public health policy and 
guide the development of prevention and intervention strategies 
tailored to the needs of diverse male populations.

2 Materials and methods

2.1 Data source

Data were drawn from the SHS 2022 [Bundesamt für Statistik 
(BFS), 2023], a nationally representative, population-based survey 
conducted by the Swiss Federal Statistical Office (FSO). The SHS 
follows a cross-sectional design and is administered every 5 years to 
assess health-related behaviors, chronic conditions, and psychosocial 
well-being in the resident population of Switzerland. The survey uses 
a stratified random sampling procedure to ensure representativeness 
across all linguistic regions and major demographic strata.

Data collection was carried out via computer-assisted telephone 
interviews (CATI) followed by a self-administered online or paper 
questionnaire. The FSO applies post-stratification weights based on 
age, sex, nationality, and region to correct for differential response 
probabilities and ensure that estimates reflect the adult population 
living in private households in Switzerland. Detailed documentation 
on survey design, quality control, and data reliability is available from 
the FSO [Bundesamt für Statistik (BFS), 2023].

The psychometric quality of key measures within the SHS has 
been evaluated in previous cycles, demonstrating acceptable internal 

consistency and criterion validity for large-scale population use [Roser 
et al., 2019; Bundesamt für Statistik (BFS), 2023].

2.2 Participants

The present analysis included 10,761 individuals who were 
registered as male in civil status records, aged 15 years or older, and 
residing in Switzerland at the time of the survey. Participants were 
included regardless of their current gender identity to capture within-
group variability among all individuals registered as male. Cases with 
missing data on key variables (depression, anxiety, or suicide attempt) 
were excluded from analyses.

To ensure population-level representativeness, all analyses applied 
the official survey weights provided by the FSO [Bundesamt für 
Statistik (BFS), 2023]. After weighting, the analytic sample 
corresponded to an estimated 3.55 million adult men living in private 
households across Switzerland.

Demographic variables included age, educational attainment, 
employment status, income, partnership status, language region 
(German, French, or Italian), migration background (Swiss-born vs. 
foreign-born), and sexual orientation (heterosexual vs. 
non-heterosexual).

2.3 Measures

For the purpose of statistical analyses, anxiety and depressive 
symptoms (Generalized Anxiety Disorder-7 [GAD-7] and Patient 
Health Questionnaire-9 [PHQ-9] sum scores) were treated as 
continuous variables. Lifetime suicide attempt was modeled as a 
dichotomous variable. Sociodemographic variables comprised a 
combination of continuous (age, employment rate, net monthly 
household income, number of persons in household), ordinal 
(educational attainment), and categorical variables (gender identity, 
sexual orientation, employment status, partnership status, migration 
status, nationality, residential area, and language region). Categorical 
variables were dummy-coded as appropriate for inclusion in the 
regression models.

2.3.1 Anxiety symptoms
Anxiety symptoms were assessed with the GAD-7 (Spitzer et al., 

2006), which measures the frequency of seven anxiety-related 
symptoms over the past 2 weeks on a 4-point Likert scale (0 = not at 
all to 3 = nearly every day). Total scores range from 0 to 21, with 
higher scores representing greater symptom burden. Following 
established interpretative cut-offs, scores of 10 or above indicate 
moderate or higher anxiety levels. The GAD-7 has demonstrated 
excellent reliability and validity in community samples, and internal 
consistency in the SHS 2022 data was high (Cronbach’s α = 0.89).

2.3.2 Depressive symptoms
Depressive symptoms were assessed using the PHQ (Kroenke et 

al., 2001), a widely used screening instrument for depression in 
population-based surveys. The PHQ-9 measures the frequency of nine 
core depressive symptoms during the past 2 weeks on a 4-point scale 
(0 = not at all to 3 = nearly every day), yielding total scores from 0 to 
27. Higher scores indicate greater symptom severity. Scores ≥ 10 
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reflect at least moderate depressive symptomatology. In the SHS 2022, 
the PHQ-9 demonstrated high internal consistency (Cronbach’s 
α = 0.86) and strong construct validity across previous SHS waves 
[Bundesamt für Statistik (BFS), 2023].

2.3.3 Suicidal behavior
Suicidal behavior was assessed through a standardized item from 

the SHS self-completion questionnaire: “Have you ever attempted to 
take your own life?” (yes / no). Responses were coded dichotomously 
(1 = yes, 0 = no). This question corresponds to the suicide-attempt 
item used in the World Health Organization (WHO) World Mental 
Health Surveys (Nock et al., 2008) and provides a validated, ethically 
appropriate indicator of lifetime suicide attempts in population-based 
research. While it does not assess suicidal ideation or planning, it 
captures the key behavioral component of suicidal acts as defined in 
epidemiologic research.

In the SHS, this assessment included follow-up questions for 
respondents reporting a suicide attempt, asking whether they had 
discussed the attempt with (1) someone in their private social network, 
(2) a physician or other healthcare professional, (3) a counselor or 
institution, or (4) no one. Each of these items was answered with the 
response options applies or does not apply.

All instruments were administered as part of the standardized 
self-completion module and underwent translation and back-
translation into German, French, and Italian according to FSO 
protocols to ensure linguistic and conceptual equivalence.

2.4 Sampling and procedures

The SHS has been conducted every 5 years since 1992 by the 
FSO. The sampling framework is based on cantonal and 
municipal resident registers, which are updated quarterly with 
information from telephone service providers. A stratified 
random sampling design is employed, with the cantons serving 
as strata. The sample allocation ensures a minimum sample size 
for all major regions. The target population includes individuals 
aged 15 years and older living in private households, 
encompassing foreign nationals who have held a residence or 
short-stay permit for at least 12 months.

In 2022, the national sample included 60,651 individuals, of 
whom a net sample of 10,000 was designated for national estimates. 
Several cantons and the city of Zurich opted for sample extensions to 
support regional analyses, adding 1,000 additional telephone 
interviews with foreign nationals. In total, 21,930 telephone interviews 
were completed, yielding a response rate of 36.2% [Bundesamt für 
Statistik (BFS), 2023].

The SHS uses a mixed-mode design to optimize participation. 
Most respondents completed CATI lasting approximately 37 min. 
For participants unable to participate by phone, computer-assisted 
face-to-face interviews (CAPI) were offered (n = 3). Proxy 
interviews were conducted when health or language barriers 
prevented direct participation (n = 686; 3%). After the interview, 
respondents were invited to complete a self-administered 
questionnaire, either online (74%) or on paper (26%), resulting in 
19,137 returned questionnaires and a response rate of 90.1%. 
Interviews were conducted in German, French, and Italian between 
January 17 and December 22, 2022, with data collection evenly 

distributed throughout the year to minimize seasonal bias 
[Bundesamt für Statistik (BFS), 2023].

Data quality was ensured through multiple procedures 
[Bundesamt für Statistik (BFS), 2023]. Real-time plausibility checks 
were embedded within the CATI system, and manual consistency 
checks were performed during data cleaning. Demographic variables 
(e.g., age, gender, household composition) were verified through 
linkage with register data. The final dataset was validated for 
completeness, internal consistency, and accuracy before release.

All procedures complied with Swiss data protection laws and the 
Declaration of Helsinki. Participation was voluntary, and all data were 
fully anonymized prior to analysis. Informed consent was obtained 
from all participants. Ethical oversight and approval were provided by 
the FSO, which serves as the data owner and coordinating body for 
the SHS.

2.5 Analyses

2.5.1 Weighting
Data from the SHS 2022 are representative of the Swiss population 

aged 15 years and older living in private households [Bundesamt für 
Statistik (BFS), 2023]. To obtain accurate population estimates, survey 
weights provided by the FSO were applied to correct for the sampling 
design, differential response probabilities, and demographic 
composition. After weighting, the dataset represented 7,182,252 
individuals, corresponding to the total resident population of 
Switzerland.

For the present analyses, only individuals recorded as male were 
included (N = 3,549,209), encompassing cisgender men, transgender 
men, and individuals registered as male in civil status records who 
identified as non-binary or with an unspecified gender identity.

The weighting procedure consisted of three main steps 
[Bundesamt für Statistik (BFS), 2023]. First, design weights were 
calculated to correct for unequal selection probabilities across cantons. 
Second, nonresponse adjustments were applied using model-based 
weights that accounted for predictors of participation. Finally, 
calibration weights aligned the sample distributions with known 
population parameters, including region, age, gender, nationality, 
marital status, and household size. This multistage process corrected 
for regional disproportionalities and ensured that the weighted data 
accurately reflected the demographic structure of the Swiss resident 
population.

2.5.2 Statistical analysis
The analyses were conducted using IBM SPSS Statistics (IBM 

Corp, 2022) version 30.0.0.0 and Microsoft Excel version 2,108 
(Microsoft, 2025). Figures were created using Python version 3.12.4 
(Python Software Foundation, 2024) in a Jupyter environment 
(Jupyter Team, 2015) with matplotlib version 3.9.0 (Hunter, 2007) and 
pandas version 2.2.2 (McKinney, 2010).

All analyses were conducted using weighted data, applying the 
official survey weights provided by the FSO to ensure 
representativeness of the Swiss adult male population. Descriptive 
analyses included absolute (n) and relative frequencies (%), as well as 
means (M), standard deviations (SD), and ranges, where applicable.

To identify associated factors of depressive and anxiety symptoms, 
multiple linear regression analyses were conducted using continuous 
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PHQ-9 and GAD-7 scores as dependent variables. Categorical factors 
with more than two levels were dummy-coded. Regression results are 
presented as unstandardized coefficients (B), standard errors (SE), 
standardized coefficients (β), t-values, p-values, and 95% confidence 
intervals (CIs). Multicollinearity among associated factors was 
assessed using variance inflation factors (VIFs). All VIF values were 
well below conventional thresholds (all VIFs < 2), indicating no 
multicollinearity concerns.

For suicidal behavior, a binary logistic regression was performed 
with lifetime suicide attempt (yes/no) as the dependent variable. 
Results are reported as B, SE, Wald statistics, p-values, exponentiated 
coefficients (Exp[B]), and 95% CIs. Odds ratios (ORs) were used to 
compare the relative strength of each factor.

3 Results

3.1 Sample characteristic

For the present analyses, data from the telephone interviews and 
self-administered questionnaires of the SHS 2022 were merged, 
including only respondents who participated in both components. All 
analyses were conducted using the weighted data as described in 
Section 2.5.

The analytic sample included all individuals recorded as male in 
civil status records (N = 3,549,209, weighted). This population 
consisted of:

	 1.	 Cisgender men (99.33%; n = 3,481,960),
	 2.	 Transgender men, i.e., individuals assigned female at birth who 

now identify as male (0.50%; n = 17,448), and
	 3.	 Individuals registered as male but identifying with a non-binary 

or unspecified gender identity (0.17%; n = 6,392).

In addition, 43,408 respondents did not report their current 
gender identity but were classified as male according to the civil status 
register and therefore included in the analysis. Individuals with a 
female gender identity were excluded.

This inclusive approach allowed for a comprehensive examination 
of the diversity within the male population, reflecting both cisgender 
and gender-diverse individuals recorded as male. To facilitate 
subgroup analyses, a categorical gender identity variable was created, 
distinguishing between cisgender, transgender, and non-binary/other 
male-registered participants. The sociodemographic characteristics of 
the weighted sample are presented in Table 1.

3.2 Anxiety symptoms

Among men included in the weighted sample, 7.3% (n = 256,895; 
5,866 missing responses) reported experiencing anxiety symptoms 
within the past 12 months. Of these, 145,721 respondents reported 
having received a medical diagnosis of GAD, corresponding to a 
weighted prevalence of 4.1%.

The mean GAD-7 score was M = 2.82 (SD = 3.41; 53,378 missing 
responses). Symptom-severity classification based on standard cut-off 
values indicated that 76.7% (n = 2,682,164) of men reported no 
symptoms, 18.1% (n  = 637,939) reported mild symptoms, 3.5% 

(n = 123,916) reported moderate symptoms, and 1.5% (n = 51,813) 
reported severe symptoms.

For the association analyses, the GAD-7 total score was used as 
the dependent variable in a multiple linear regression model (see 
Supplementary Table S1). All sociodemographic variables examined 
were significantly associated with GAD symptoms.

As illustrated in Figure 1, gender identity emerged as the strongest 
associated factor: men with a non-binary identity (while registered as 
male) showed the highest symptom levels, followed by transgender 
men. Additional relevant factors associated with higher symptom 
levels (β ≈ 1) included residing in Italian-speaking regions, 
unemployment, and second-generation or higher migration 
background. Conversely, being in a partnership and higher 
educational attainment were associated with lower GAD-7 scores, 
indicating protective effects.

3.3 Depressive symptoms

Among men in the weighted sample, 6.3% (n = 224,908; 6,533 
missing responses) reported experiencing depressive symptoms 
within the past 12 months. Of these, 148,633 respondents indicated 
having received a medical diagnosis of depression, corresponding to 
a weighted prevalence of 4.2%.

The mean PHQ-9 score was M = 3.71 (SD = 4.03; 81,382 missing 
responses). According to established PHQ-9 cut-off values, 69.2% 
(n = 2,401,829) of men reported no symptoms, 22.8% (n = 790,659) 
reported mild symptoms, 4.9% (n = 169,011) reported moderate 
symptoms, 2.3% (n = 79,839) reported moderately severe symptoms, 
and 0.8% (n = 27,667) reported severe symptoms.

For the association analyses, the PHQ-9 total score was used as 
the dependent variable in multiple linear regression models (see 
Supplementary Table S2). All sociodemographic variables were 
significantly associated with depressive symptom levels.

As illustrated in Figure 2, men with a non-binary identity (while 
registered as male) exhibited the highest PHQ-9 scores, followed by 
transgender men. Additional relevant factors associated with higher 
symptom levels (β ≈ 1) included unemployment, non-heterosexual 
orientation, second- or higher-generation migration background, and 
residing in Italian-speaking regions. Conversely, being in a partnership 
and higher educational attainment were associated with lower PHQ-9 
scores, suggesting protective effects.

3.4 Suicidal behavior

Data on lifetime suicide attempts (11,024 missing responses) 
indicated that 2.6% (n = 91,981) of men reported one suicide attempt, 
and 0.7% (n = 26,463) reported multiple attempts. The vast majority 
(96.7%) reported no history of suicide attempts.

Among respondents who had attempted suicide, 43.3% 
(n = 51,020) reported having spoken to someone in their private social 
network about the attempt, whereas 56.6% (n = 66,605) had not done 
so. Regarding contact with healthcare professionals, 56.2% 
(n = 66,102) indicated that they had discussed their attempt with a 
physician or healthcare provider, while 43.8% (n = 51,523) had not. 
When asked about counseling or institutional support, 92.3% 
(n = 108,584) reported having received support, whereas 7.7% 
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TABLE 1  Weighted sociodemographic characteristics of male participants in the Swiss health survey 2022.

Variable Weighted descriptive statistics

Age M (SD); Median [Range]

48.02 (18.86); 48 [15–100]

Sexual orientation N(%)

 � Heterosexual 3,112,577 (92.6)

 � Homosexual 100,299 (3.0)

 � Bisexual 55,610 (1.7)

 � Other, not specified 92,999 (2.8)

Marital status

 � Single1 1,758,053 (49.5)

 � With partner2 1,791,157 (50.5)

Persons in household

M (SD); Median [Range]

2.67 (1.36); 2 [1–12]

Nationality

 � Swiss at birth 2,614,201 (73.7)

 � Non-Swiss 935,008 (26.3)

Migration status

 � Without 2,182,199 (62.0)

 � First generation 1,038,549 (29.5)

 � ≥2. Generation 300,999 (8.5)

Education

 � Compulsory education (9 years incl. primary school) 468,187 (13.3)

 � Secondary school level II 1,483,875 (42.0)

 � Tertiary school 1,576,827 (44.7)

Employment status

 � Non-employable person (e.g., pensioners) 944,035 (26.6)

 � Unemployed 78,470 (2.2)

 � Employed 2,526,317 (71.2)

Employment rate (%)

M (SD); Median [Range]

89.89 (23.21); 100 [1–100]

Net monthly household income3

M (SD); Median [Range]

8,576.06 (12,718.70)

7,000 [0–400,000]

Residential area

 � Urban 2,192,129 (61.8)

 � Intermediate (dense peri-urban area and rural zones) 788,709 (22.2)

 � Rural 568,371 (16.0)

Language areas

 � German-speaking Switzerland 2,568,603 (72.4)

 � French-speaking Switzerland 836,550 (23.6)

 � Italian-speaking Switzerland 144,056 (4.1)

Values are based on weighted data representing the adult male population in Switzerland (N = 3,549,209). Missing data: sexual orientation (n = 187,724); migration status (n = 27,462); 
education (n = 20,320); employment status (n = 387); employment rate (n = 1,029,745); and net monthly household income (n = 2,048,634).
1single = single, widowed, divorced, unmarried, dissolved registered partnership.
2with partner = married, registered partnership.
3in CHF.
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FIGURE 1

Associated factors of generalized anxiety disorder (GAD-7) based on regression coefficients. Green dots represent protective factors and red dots 
indicate factors associated with higher symptom levels. The 95% confidence intervals are not visible due to the narrow range.

FIGURE 2

Associated factors of depression (PHQ-9) based on regression coefficients. Green dots represent protective factors and red dots indicate factors 
associated with higher symptom levels. The 95% confidence intervals are not visible due to the narrow range.
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(n = 9,041) had not sought such help. Finally, 78.2% (n = 91,942) 
stated that they had not spoken to anyone about their suicide attempt, 
while 21.8% (n = 25,683) reported having shared their experience with 
someone (without specification).

Binary logistic regression analyses were conducted with lifetime 
suicide attempt (yes/no) as the dependent variable (see 
Supplementary Table S3). All examined sociodemographic variables 
were significantly associated with suicide attempts.

As illustrated in Figure 3, transgender men had an OR = 5.94, 
indicating nearly six times higher odds of having attempted suicide 
compared with cisgender men. Men with non-binary or “other” 
gender identities showed similarly elevated odds (OR = 4.43). 
Non-heterosexual men were approximately 2.29 times more likely to 
have attempted suicide than heterosexual men. Regional differences 
were also observed: men living in German-speaking regions showed 
higher odds relative to those in Italian-speaking regions (OR = 2.04), 
while men in French-speaking areas had 1.61 times higher odds than 
those in German-speaking regions. Additionally, not being in a 
partnership and lower educational attainment were associated with 
increased odds of lifetime suicide attempts (both OR ≈ 1.96).

4 Discussion

4.1 Sociodemographic and cultural risk 
profiles in men’s mental health

Using nationally representative data from the SHS 2022, this study 
examined the prevalence and correlates of generalized anxiety, 
depression, and suicide attempts among men in Switzerland. The 

findings reveal distinct yet partially overlapping vulnerability patterns 
shaped by demographic, socioeconomic, and psychosocial factors, 
underscoring the heterogeneity of mental health burden within male 
populations.

Gender-diverse individuals registered as male in civil status 
records showed the highest overall psychological burden. Men with 
non-binary or “other” gender identities showed consistently higher 
symptom levels and higher odds across all outcomes, while 
transgender men had the highest odds of suicide attempts and 
comparably high symptom levels for depression and anxiety. These 
findings indicate that gender identity—a social construct reflecting 
one’s internal sense of self (Hambruch et al., 2025)—is closely 
associated with mental-health disparities among men. These 
disparities can be interpreted in light of masculinities theories, which 
highlight how deviation from hegemonic masculine norms is socially 
sanctioned and associated with increased psychosocial vulnerability. 
This pattern is consistent with international evidence documenting 
substantially higher rates of depression, anxiety, and suicidality among 
gender minorities compared with cisgender individuals (Chakraborty 
et al., 2011; Hirsch et al., 2017; Burns et al., 2018; Borgogna et al., 2019; 
Guz et al., 2021). Our results extend this literature by demonstrating 
that such disparities are also evident in a nationally representative 
Swiss sample of men.

Similarly, men identifying as non-heterosexual displayed higher 
symptom levels and higher odds across depression, anxiety, and 
suicidality. This finding underscore persistent mental health inequities 
among sexual and gender minorities (SGM) and aligns with previous 
population-based evidence from Switzerland and other Western 
countries showing increased prevalence of mental health problems 
among sexual minority men (Wang et al., 2007b, 2014; Malik et al., 

FIGURE 3

Associated factors of suicide attempts based on odds ratios. The 95% confidence intervals are not visible due to the narrow range.
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2023). These disparities are commonly explained through minority 
stress processes, including stigma, discrimination, and social 
exclusion, which may exacerbate psychological vulnerability 
(Courtenay, 2000). In addition, divergence from hegemonic, 
heteronormative masculinity ideals may further contribute to distress 
among SGM men, positioning sexual minority men in subordinated 
or marginalized masculinity categories within gender hierarchies 
(Connell and Messerschmidt, 2005; Messerschmidt, 2019).

Masculinity norms, transmitted through family, education, and 
media (Inckle, 2014; Affleck et al., 2018; Rice et al., 2018), shape 
emotional expression, coping, and health-related behaviors. Symptoms 
such as irritability, agitation, or risk-taking—frequently observed in 
men—do not always align with conventional diagnostic criteria for 
depression or anxiety (Möller-Leimkühler, 2003; Addis, 2008; Bilsker 
et al., 2018; Walther, 2025). As a result, some men externalize, 
minimize or deny psychological distress (Seidler et al., 2016; Rice et 
al., 2018), reframing symptoms in ways that remain compatible with 
dominant masculinity norms. Recent conceptual work further 
suggests that male-typical expressions of distress may contribute to 
systematic underrecognition and underdiagnosis of mental health 
problems among men (Walther, 2025).

Research has consistently shown that traditional masculine role 
norms hinder help-seeking among men (Möller-Leimkühler, 2002; 
Seidler et al., 2016). While help-seeking behaviors are relevant for 
understanding underrecognition and delayed care, they were not 
directly examined in the present study and are therefore discussed 
here solely as a contextual framework for interpreting prevalence 
patterns. Seeking professional help typically involves multiple stages, 
ranging from symptom recognition to the decision to seek care 
(McLaren et al., 2023; Hammer et al., 2024). However, many men 
avoid professional assistance because they associate it with weakness 
or femininity (Vandello and Bosson, 2013). Instead, they may rely on 
coping strategies congruent with traditional masculinity norms, such 
as alcohol use, emotional suppression, or excessive self-reliance 
(Spendelow, 2015; Whittle et al., 2015), which may partly explain why 
comorbidity of depression and anxiety with substance-use disorders 
is more common among men than among women (Bolton et al., 
2009). In line with this research, population-based studies from 
Turkey indicate that men are less likely than women to seek 
psychological support, even when mental health needs are evidently 
present (Güney et al., 2024; Ercan et al., 2025). These findings provide 
illustrative evidence for gendered help-seeking patterns, while 
reflecting downstream service-utilization processes within a specific 
cultural and healthcare context.

Beyond gender-related factors, structural and socioeconomic 
factors emerged as salient associated factors of men’s mental health. 
Unemployment was associated with higher levels of depression and 
anxiety, whereas being non-employable (e.g., retired or permanently 
disabled) was linked to increased odds of suicide attempts. 
Interestingly, unemployment itself was not associated with higher 
suicide risk, potentially reflecting buffering mechanisms such as 
Switzerland’s social-welfare system or cultural differences in stigma 
surrounding job loss. Although unemployment is generally 
associated with elevated suicide risk (Milner et al., 2014), this 
relationship often attenuates when socioeconomic covariates are 
taken into account (Fergusson et al., 2007). The duration and 
subjective meaning of unemployment—factors not captured in the 
present data—may further modulate risk (Milner et al., 2013). Given 

that achievement and productivity are central components of 
hegemonic masculine identity, prolonged exclusion from the labor 
market may be particularly distressing for men who strongly endorse 
conventional masculinity norms (Milner et al., 2013; Rice et al., 
2018, 2024).

Systemic biases in healthcare may further compound this 
vulnerability. Previous research suggests that physicians spend less 
time with male patients and are less likely to inquire about emotional 
distress (Courtenay, 2000; Brooks, 2001; Möller-Leimkühler, 2002; 
Dey and Jorm, 2017; Walther, 2025), potentially contributing to 
underdiagnosis and delayed treatment among men (Borowsky et al., 
2000). Such mechanisms may reinforce observed prevalence patterns 
and contribute to unmet mental health needs in male populations.

A Switzerland-specific pattern also emerged with respect to 
language region. Men from Italian-speaking regions reported moderately 
higher anxiety and depressive symptoms, whereas those from French-
speaking regions showed the highest prevalence of suicide attempts 
compared with German-speaking men. These findings are consistent 
with evidence of micro-cultural differences across Swiss language 
regions in stress perception, emotion expression, and responses to loss 
of autonomy in illness contexts (Schulz et al., 2013; Roser et al., 2019).

Beyond linguistic variation, Swiss language regions also differ in 
aspects such as socioeconomic structures and health-system 
organization. Previous research has documented region-specific 
differences in morbidity profiles, access to ambulatory and inpatient 
care, and overall patterns of healthcare use, which may shape 
differential exposure to stressors as well as opportunities for early 
detection and support (Busato and Künzi, 2008; Bähler et al., 2020). 
Such contextual characteristics may contribute to regional 
vulnerability or protection regarding men’s mental health, without 
implying direct causal mechanisms. Regional characteristics therefore 
appear to represent an important contextual factor in men’s mental 
health and warrant consideration in both epidemiological research 
and intervention planning.

Migration background also played a role. Men with second- or 
higher-generation migration status showed higher symptom levels 
and higher odds for depression and anxiety but only slightly higher 
odds of suicide attempts. This pattern aligns with evidence suggesting 
that second-generation migrants often experience higher levels of 
discrimination and weaker community ties than first-generation 
migrants, whose migration is frequently selective for health and 
resilience (Mindlis and Boffetta, 2017; Kiselev et al., 2020). Over time, 
this initial health advantage may diminish, underscoring the 
importance of preventive efforts tailored to later-generation migrant 
populations.

Some associated factors showed limited practical relevance despite 
statistical significance. The number of household members displayed 
inconsistent associations, and household income, although statistically 
significant due to the large sample size, showed only minimal effect 
sizes across outcomes, suggesting limited clinical importance.

Conversely, several factors appeared protective across outcomes. 
Being in a relationship was consistently associated with lower levels of 
anxiety and depression and reduced odds of suicide attempts, 
highlighting the buffering role of emotional and social support. From 
a positive masculinity perspective, relational commitment and social 
responsibility may represent socially valued masculine practices that 
function as protective resources rather than sources of strain (Kiselica 
and Englar-Carlson, 2010).
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Higher educational attainment was also linked to more favorable 
mental-health outcomes. Moreover, living in intermediate or rural 
areas was associated with fewer depressive symptoms and suicide 
attempts, although rural residence was slightly related to higher 
anxiety levels. These findings are consistent with mixed international 
evidence on urban–rural mental health differences (Weeks et al., 2004; 
Probst et al., 2006; Peen et al., 2010; Bonnell et al., 2022) and point to 
the contextual complexity of geographic influences.

Taken together, these results underscore that masculinity is 
multifaceted and context-dependent, shaped by intersecting social, 
cultural, and structural forces. Gender and sexual identity remain 
underassessed in population health research (Bragazzi et al., 2022; 
Hambruch et al., 2025). By including both cisgender and gender-
diverse men in a large representative sample, the present study 
contributes to closing that gap and advances understanding of mental 
health disparities within diverse male populations.

Importantly, these relative differences within male populations 
should not be misinterpreted as indicating low levels of psychological 
distress among men who are more closely aligned with hegemonic 
masculinity norms. International evidence consistently demonstrates 
that men, despite reporting lower prevalence of depression and 
anxiety than women, show substantially higher suicide rates and 
greater engagement in externalizing behaviors, including substance 
use and risk-taking (Shah et al., 2007; Nock et al., 2008; Seedat et al., 
2009). This observation has been documented across a wide range of 
cultural contexts and underscores that mental health vulnerability 
among men may be expressed in forms that are less likely to be 
captured by symptom-based screening instruments (Oliffe et al., 2020; 
River and Flood, 2021). In this sense, closer alignment with hegemonic 
masculinities may be associated with relative advantages in social 
legitimacy and reduced minority stress, while simultaneously 
reinforcing dysfunctional norms of emotional restraint and self-
reliance that delay help-seeking and contribute to elevated suicide risk. 
Comparisons with women in the studies mentioned above further 
highlight that lower symptom prevalence among men does not equate 
to lower overall mental health burden, but rather reflects gendered 
patterns of distress expression, recognition, and response within 
healthcare systems.

4.2 Limitations and future directions

Several limitations should be considered when interpreting these 
findings. First, the study relied on self-reported measures, which may 
introduce response bias or underreporting of sensitive information 
such as mental health symptoms or suicidal behavior. Although the 
PHQ-9 and GAD-7 are validated instruments with strong 
psychometric properties, they are screening tools rather than 
diagnostic assessments. Second, the cross-sectional design precludes 
causal inferences, and observed associations should therefore be 
interpreted as correlational. Third, despite rigorous weighting and 
quality control, nonresponse and sampling biases may persist, 
particularly among hard-to-reach populations such as men with severe 
mental illness or marginalized gender identities. Fourth, the study did 
not include direct measures of masculinity norms, gender role conflict, 
or minority stress, which may help explain observed disparities.

In addition, although standard assumptions of regression analyses 
were considered in the present study, formal diagnostic tests were 

limited. Independence of observations is ensured by the individual-
level sampling design of the SHS, and multicollinearity among 
associated factors was empirically assessed and found to be negligible. 
Other assumptions of the logistic regression, such as linearity of the 
logit for continuous factors and the influence of individual outliers, 
were not formally tested. However, given the large, weighted 
population-based sample and the predominantly categorical 
specification of factors, potential violations are unlikely to 
meaningfully affect the reported associations.

Future research should therefore move beyond symptom-based 
assessments and incorporate contextual and cultural indicators, 
including beliefs about masculinity, emotional expression, and help-
seeking behavior. Evidence consistently links stronger endorsement of 
traditional masculinity norms with reduced emotional openness and 
lower help-seeking (Möller-Leimkühler, 2002; Seidler et al., 2016; Rice 
et al., 2018). Integrating such constructs into large-scale health surveys 
would enable a more nuanced understanding of how gender 
socialization shapes men’s mental health and would inform the 
development of gender-sensitive prevention and intervention strategies.

5 Conclusion

This study provides the first population-based overview of men’s 
mental health in Switzerland, identifying consistent sociodemographic 
and cultural association patterns across depression, anxiety, and 
suicidality. Language region, employment status, gender identity, and 
migration background emerged as central associated factors, while 
higher education and being in a partnership were consistently 
protective. Although most associations were moderate in magnitude, 
they highlight the multifactorial nature of men’s mental health and the 
importance of addressing both individual- and structural-level factors.

Traditional masculinity norms and gender socialization may 
obscure the true prevalence and expression of psychological 
distress among men, contributing to underdiagnosis and delayed 
support. Addressing these cultural and behavioral dimensions is 
essential for developing inclusive prevention and intervention 
strategies that reflect the diversity of men’s experiences. Future 
research and policy efforts should therefore integrate gender-
sensitive and intersectional frameworks to improve early detection, 
support, and treatment for men at risk of mental illness or 
suicidality.

Overall, these findings provide an empirical basis for targeted 
public health initiatives and inform the development of gender-
sensitive mental health policies in Switzerland.

Data availability statement

Access to the Swiss Health Survey 2022 dataset is restricted. The 
anonymized microdata are available only upon request from the Swiss 
Federal Statistical Office for research purposes under a data use 
agreement. Public sharing of individual-level data is not permitted in 
accordance with Swiss data protection laws. Requests to access these 
datasets should be directed to the Swiss Federal Statistical Office, 
Neuchâtel, Switzerland. Data access information is available at: https://
www.bfs.admin.ch/bfs/en/home.html. Any further inquiries can be 
directed to the corresponding author.

https://doi.org/10.3389/fpsyg.2026.1725181
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org
https://www.bfs.admin.ch/bfs/en/home.html
https://www.bfs.admin.ch/bfs/en/home.html


Laskowski et al.� 10.3389/fpsyg.2026.1725181

Frontiers in Psychology 11 frontiersin.org

Ethics statement

The studies involving humans were approved by Federal 
Statistical Office, Swiss Federal Department of Home Affairs, 
Neuchâtel, Switzerland. The studies were conducted in accordance 
with the local legislation and institutional requirements. Written 
informed consent for participation was not required from the 
participants or the participants’ legal guardians/next of kin because 
the analysis was based on fully anonymized secondary data 
provided by the Swiss Federal Statistical Office as part of the Swiss 
Health Survey 2022. No identifiable personal information was 
accessible to the researchers, and all data collection procedures were 
conducted under the authority and ethical oversight of the Swiss 
Federal Statistical Office in accordance with Swiss data protection 
regulations.

Author contributions

NL: Visualization, Project administration, Formal analysis, Data 
curation, Writing  – review & editing, Writing  – original draft, 
Conceptualization, Software, Methodology. RM: Methodology, 
Conceptualization, Validation, Writing – review & editing, Resources, 
Writing  – original draft. MT: Resources, Validation, Funding 
acquisition, Writing – review & editing, Writing – original draft. GP: 
Writing – review & editing, Supervision, Writing – original draft, 
Resources, Validation, Methodology.

Funding

The authors declared that financial support was not received for 
this work and/or its publication.

Conflict of interest

The authors declared that this work was conducted in the absence 
of any commercial or financial relationships that could be construed 
as a potential conflict of interest.

Generative AI statement

The authors declared that Generative AI was not used in the 
creation of this manuscript.

Any alternative text (alt text) provided alongside figures in this 
article has been generated by Frontiers with the support of artificial 
intelligence and reasonable efforts have been made to ensure accuracy, 
including review by the authors wherever possible. If you identify any 
issues, please contact us.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated 
organizations, or those of the publisher, the editors and the 
reviewers. Any product that may be evaluated in this article, or claim 
that may be made by its manufacturer, is not guaranteed or endorsed 
by the publisher.

Supplementary material

The Supplementary material for this article can be found online 
at: https://www.frontiersin.org/articles/10.3389/fpsyg.2026.1725181/
full#supplementary-material

References
Addis, M. E. (2008). Gender and depression in men. Clin. Psychol. Sci. Pract. 15, 

153–156. doi: 10.1111/J.1468-2850.2008.00125.X

Affleck, W., Carmichael, V., and Whitley, R. (2018). Men’s mental health: social 
determinants and implications for services. Can. J. Psychiatr. 63, 581–589. doi: 
10.1177/0706743718762388

Bähler, C., Rapold, R., Signorell, A., Reich, O., Panczak, R., and Blozik, E. (2020). 
Regional differences in healthcare costs at the end of life: an observational study using 
Swiss insurance claims data. Int. J. Public Health 65, 969–979. doi: 10.1007/
s00038-020-01428-w

Bilsker, D., Fogarty, A. S., and Wakefield, M. A. (2018). Critical issues in men’s mental 
health. Can. J. Psychiatr. 63, 590–596. doi: 10.1177/0706743718766052

Bolton, J. M., Robinson, J., and Sareen, J. (2009). Self-medication of mood disorders 
with alcohol and drugs in the National Epidemiologic Survey on alcohol and related 
conditions. J. Affect. Disord. 115, 367–375. doi: 10.1016/j.jad.2008.10.003

Bonnell, L. N., Clifton, J., Rose, G. L., Waddell, E. N., and Littenberg, B. (2022). 
Urban–rural differences in mental and physical health among primary care patients with 
multiple chronic conditions: a secondary analysis from a randomized clinical trial. Int. 
J. Environ. Res. Public Health 19:15580. doi: 10.3390/ijerph192315580

Borgogna, N. C., McDermott, R. C., Aita, S. L., and Kridel, M. M. (2019). Anxiety and 
depression across gender and sexual minorities: implications for transgender, gender 
nonconforming, pansexual, demisexual, asexual, queer, and questioning individuals. 
Psychol. Sex. Orientat. Gend. Divers. 6, 54–63. doi: 10.1037/sgd0000306

Borowsky, S. J., Rubenstein, L. V., Meredith, L. S., Camp, P., Jackson-Triche, M., 
and Wells, K. B. (2000). Who is at risk of nondetection of mental health problems 
in primary care? J. Gen. Intern. Med. 15, 381–388. doi: 10.1046/j.1525-1497. 
2000.12088.x

Bragazzi, N. L., Khamisy-Farah, R., and Converti, M. (2022). Ensuring equitable, 
inclusive and meaningful gender identity- and sexual orientation-related data 
collection in the healthcare sector: insights from a critical, pragmatic systematic 
review of the literature. Int. Rev. Psychiatry 34, 282–291. doi: 
10.1080/09540261.2022.2076583

Brooks, G. R. (2001). Masculinity and men’s mental health. J. Am. Coll. Heal. 49, 
285–297. doi: 10.1080/07448480109596315

Bundesamt für Statistik (BFS) (2023). Schweizerische Gesundheitsbefragung 2022. 
Übersicht. Neuchâtel: Bundesamt für Statistik (BFS). Available online at: https://dam-
api.bfs.admin.ch/hub/api/dam/assets/28625352/master (Accessed March 4, 2025).

Burns, R. A., Butterworth, P., and Jorm, A. F. (2018). The long-term mental health risk 
associated with non-heterosexual orientation. Epidemiol. Psychiatr. Sci. 27, 74–83. doi: 
10.1017/S2045796016000962

Busato, A., and Künzi, B. (2008). Primary care physician supply and other key 
determinants of health care utilisation: the case of Switzerland. BMC Health Serv. Res. 
8:8. doi: 10.1186/1472-6963-8-8

Chakraborty, A., McManus, S., Brugha, T. S., Bebbington, P., and King, M. (2011). 
Mental health of the non-heterosexual population of England. Br. J. Psychiatry 198, 
143–148. doi: 10.1192/bjp.bp.110.082271

Connell, R. W., and Messerschmidt, J. W. (2005). Hegemonic masculinity rethinking 
the concept. Gend. Soc. 19, 829–859. doi: 10.1177/0891243205278639

Courtenay, W. H. (2000). Constructions of masculinity and their influence on men’s 
well-being: a theory of gender and health. Soc. Sci. Med. 50, 1385–1401. doi: 10.1016/
s0277-9536(99)00390-1

Dey, M., and Jorm, A. F. (2017). Social determinants of mental health service 
utilization in Switzerland. Int. J. Public Health 62, 85–93. doi: 10.1007/s00038-016-0898-5

https://doi.org/10.3389/fpsyg.2026.1725181
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org
https://www.frontiersin.org/articles/10.3389/fpsyg.2026.1725181/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fpsyg.2026.1725181/full#supplementary-material
https://doi.org/10.1111/J.1468-2850.2008.00125.X
https://doi.org/10.1177/0706743718762388
https://doi.org/10.1007/s00038-020-01428-w
https://doi.org/10.1007/s00038-020-01428-w
https://doi.org/10.1177/0706743718766052
https://doi.org/10.1016/j.jad.2008.10.003
https://doi.org/10.3390/ijerph192315580
https://doi.org/10.1037/sgd0000306
https://doi.org/10.1046/j.1525-1497.2000.12088.x
https://doi.org/10.1046/j.1525-1497.2000.12088.x
https://doi.org/10.1080/09540261.2022.2076583
https://doi.org/10.1080/07448480109596315
https://dam-api.bfs.admin.ch/hub/api/dam/assets/28625352/master
https://dam-api.bfs.admin.ch/hub/api/dam/assets/28625352/master
https://doi.org/10.1017/S2045796016000962
https://doi.org/10.1186/1472-6963-8-8
https://doi.org/10.1192/bjp.bp.110.082271
https://doi.org/10.1177/0891243205278639
https://doi.org/10.1016/s0277-9536(99)00390-1
https://doi.org/10.1016/s0277-9536(99)00390-1
https://doi.org/10.1007/s00038-016-0898-5


Laskowski et al.� 10.3389/fpsyg.2026.1725181

Frontiers in Psychology 12 frontiersin.org

Ercan, U., Apaydın, E., and Alkan, Ö. (2025). Breaking the silence on late-life 
depression: uncovering the drivers of help-seeking in Türkiye’s ageing population. BMC 
Geriatr. 25:894. doi: 10.1186/s12877-025-06587-0

Fergusson, D. M., Boden, J. M., and Horwood, L. J. (2007). Unemployment and 
suicidal behavior in a New Zealand birth cohort. Crisis 28, 95–101. doi: 
10.1027/0227-5910.28.2.95

Forrester-Knauss, C., and Zemp Stutz, E. (2012). Gender differences in disordered 
eating and weight dissatisfaction in Swiss adults: which factors matter? BMC Public 
Health 12:809. doi: 10.1186/1471-2458-12-809

Güney, E., Aydemir, A. F., Iyit, N., and Alkan, Ö. (2024). Gender differences in 
psychological help-seeking attitudes: a case in Türkiye. Front. Psychol. 15:1289435. doi: 
10.3389/fpsyg.2024.1289435

Guz, S., Kattari, S. K., Atteberry-Ash, B., Klemmer, C. L., Call, J., and Kattari, L. 
(2021). Depression and suicide risk at the cross-section of sexual orientation and 
gender identity for youth. J. Adolesc. Health 68, 317–323. doi: 10.1016/j.
jadohealth.2020.06.008

Hambruch, H. R., Laskowski, N. M., Juster, R.-P., Halbeisen, G., and Paslakis, G. 
(2025). An expert perspective on diversity-oriented standards for assessing 
sex and gender in clinical research. Front. Psychol. 15:1448487. doi: 10.3389/fpsyt.2024. 
1448487

Hammarström, A., Johansson, K., Annandale, E., Ahlgren, C., Aléx, L., 
Christianson, M., et al. (2014). Central gender theoretical concepts in health research: 
the state of the art. J. Epidemiol. Community Health 68, 185–190. doi: 10.1136/
jech-2013-202572

Hammer, J. H., Vogel, D. L., Grzanka, P. R., Kim, N., Keum, B. T., Adams, C., et al. 
(2024). The integrated behavioral model of mental health help seeking (IBM-HS): a 
health services utilization theory of planned behavior for accessing care. J. Couns. 
Psychol. 71, 315–327. doi: 10.1037/cou0000754

Hämmig, O. (2024). Overindebtedness, unemployment, and poor mental health – and 
the role of sense of control: a population-based Swiss study. Front. Public Health 
12:1324402. doi: 10.3389/fpubh.2024.1324402

Hedegaard, H., Curtin, S. C., and Warner, M. (2018). Suicide Rates in the United States 
Continue to Increase. NCHS Data Brief 309. Available online at: https://www.cdc.gov/
nchs/data/databriefs/db309_table.pdf#2 (Accessed August, 2025).

Hirsch, J. K., Cohn, T. J., Rowe, C. A., and Rimmer, S. E. (2017). Minority sexual 
orientation, gender identity status and suicidal behavior: serial indirect effects of Hope, 
hopelessness and depressive symptoms. Int. J. Ment. Heal. Addict. 15, 260–270. doi: 
10.1007/s11469-016-9723-x

Hunter, J. D. (2007). Matplotlib: a 2D graphics environment. Comput. Sci. Eng. 9, 
90–95. doi: 10.1109/MCSE.2007.55

IBM Corp. (2022). IBM SPSS statistics. New York: IBM.

Inckle, K. (2014). Strong and silent: men, masculinity, and self-injury. Men 
Masculinities 17, 3–21. doi: 10.1177/1097184X13516960

Jupyter Team (2015). Jupyter. Available online at: https://jupyter.org (Accessed 
October 15, 2024).

Kirkbride, J. B., Anglin, D. M., Colman, I., Dykxhoorn, J., Jones, P. B., Patalay, P., et al. 
(2024). The social determinants of mental health and disorder: evidence, prevention and 
recommendations. World Psychiatry 23, 58–90. doi: 10.1002/wps.21160

Kiselev, N., Pfaltz, M., Haas, F., Schick, M., Kappen, M., Sijbrandij, M., et al. (2020). 
Structural and socio-cultural barriers to accessing mental healthcare among Syrian 
refugees and asylum seekers in Switzerland. Eur. J. Psychotraumatol. 11:1717825. doi: 
10.1080/20008198.2020.1717825

Kiselica, M. S., and Englar-Carlson, M. (2010). Identifying, affirming, and building 
upon male strengths: the positive psychology/positive masculinity 
model of psychotherapy with boys and men. Psychotherapy 47, 276–287. doi: 10.1037/
a0021159

Kroenke, K., Spitzer, R. L., and Williams, J. B. W. (2001). The PHQ-9 validity of a brief 
depression severity measure. J. Gen. Intern. Med. 16, 606–613. doi: 10.1046/j. 
1525-1497.2001.016009606.x

Malik, M. H., Iqbal, S., Noman, M., Sarfraz, Z., Sarfraz, A., and Mustafa, S. (2023). 
Mental health disparities among homosexual men and minorities: a systematic review. 
Am. J. Mens Health 17:15579883231176646. doi: 10.1177/15579883231176646

McKenzie, S. K., Collings, S., Jenkin, G., and River, J. (2018). Masculinity, social 
connectedness, and mental health: men’s diverse patterns of practice. Am. J. Mens Health 
12, 1247–1261. doi: 10.1177/1557988318772732

McKinney, W. (2010). “Data structures for statistical computing in Python.” in 
Proceedings of the 9th Python in science conference, 56–61.

McLaren, T., Peter, L. J., Tomczyk, S., Muehlan, H., Schomerus, G., and Schmidt, S. 
(2023). The seeking mental health care model: prediction of help-seeking for depressive 
symptoms by stigma and mental illness representations. BMC Public Health 23:69. doi: 
10.1186/s12889-022-14937-5

Messerschmidt, J. W. (2019). The salience of “hegemonic masculinity.”. Men 
Masculinities 22, 85–91. doi: 10.1177/1097184X18805555

Microsoft (2025). Microsoft excel LTSC MSO. Redmond, WA: Microsoft Corporation.

Milner, A., Page, A., and LaMontagne, A. D. (2013). Long-term unemployment and 
suicide: a systematic review and meta-analysis. PLoS One 8:e51333. doi: 10.1371/journal.
pone.0051333

Milner, A., Page, A., and Lamontagne, A. D. (2014). Cause and effect in studies on 
unemployment, mental health and suicide: a meta-analytic and conceptual review. 
Psychol. Med. 44, 909–917. doi: 10.1017/S0033291713001621

Mindlis, I., and Boffetta, P. (2017). Mood disorders in first- and second-generation 
immigrants: systematic review and meta-analysis. Br. J. Psychiatry 210, 182–189. doi: 
10.1192/bjp.bp.116.181107

Möller-Leimkühler, A. M. (2002). Barriers to help-seeking by men: a review of 
sociocultural and clinical literature with particular reference to depression. J. Affect. 
Disord. 71, 1–9. doi: 10.1016/s0165-0327(01)00379-2

Möller-Leimkühler, A. M. (2003). The gender gap in suicide and premature death or: 
why are men so vulnerable? Eur. Arch. Psychiatry Clin. Neurosci. 253, 1–8. doi: 10.1007/
s00406-003-0397-6

Nock, M. K., Borges, G., Bromet, E. J., Cha, C. B., Kessler, R. C., and Lee, S. (2008). 
Suicide and suicidal behavior. Epidemiol. Rev. 30, 133–154. doi: 10.1093/epirev/mxn002

Oliffe, J. L., Broom, A., Rossnagel, E., Kelly, M. T., Affleck, W., and Rice, S. M. (2020). 
Help-seeking prior to male suicide: bereaved men perspectives. Soc. Sci. Med. 
261:113173. doi: 10.1016/j.socscimed.2020.113173

Opozda, M. J., Galdas, P. M., Watkins, D. C., and Smith, J. A. (2024). Intersecting 
identities, diverse masculinities, and collaborative development: considerations in 
creating online mental health interventions that work for men. Compr. Psychiatry 
129:152443. doi: 10.1016/j.comppsych.2023.152443

Peen, J., Schoevers, R. A., Beekman, A. T., and Dekker, J. (2010). The current status of 
urban-rural differences in psychiatric disorders. Acta Psychiatr. Scand. 121, 84–93. doi: 
10.1111/j.1600-0447.2009.01438.x

Probst, J. C., Laditka, S. B., Moore, C. G., Harun, N., Powell, M. P., and Baxley, E. G. 
(2006). Rural-urban differences in depression prevalence: implications for family 
medicine. Fam. Med. 38, 653–660.

Python Software Foundation (2024). Python. Available online at: https://www.python.
org/ (Accessed October 15, 2024).

Rice, T., Livshin, A., Rihmer, Z., Walther, A., Bhuiyan, M., Boude, A. B., et al. (2024). 
International trends in male youth suicide and suicidal behaviour. Acta Neuropsychiatr. 
36, 402–422. doi: 10.1017/neu.2024.37

Rice, T. R., Shah, L. D., Trelles, P., Lin, S. K., Christensen, D. S., Walther, A., et al. 
(2018). Mental health of the male adolescent and young man: the Copenhagen 
statement. World J. Pediatr. 14, 224–232. doi: 10.1007/s12519-018-0155-5

Richard, A., Rohrmann, S., Lohse, T., and Eichholzer, M. (2016). Is body weight 
dissatisfaction a predictor of depression independent of body mass index, sex and age? Results 
of a cross-sectional study. BMC Public Health 16:863. doi: 10.1186/s12889-016-3497-8

River, J., and Flood, M. (2021). Masculinities, emotions and men’s suicide. Sociol. 
Health Illn. 43, 910–927. doi: 10.1111/1467-9566.13257

Roser, K., Mader, L., Baenziger, J., Sommer, G., Kuehni, C. E., and Michel, G. (2019). 
Health-related quality of life in Switzerland: normative data for the SF36v2 questionnaire. 
Qual. Life Res. 28, 1963–1977. doi: 10.1007/s11136-019-02161-5

Salk, R. H., Hyde, J. S., and Abramson, L. Y. (2017). Gender differences in depression 
in representative national samples: Meta-analyses of diagnoses and symptoms. Psychol. 
Bull. 143, 783–822. doi: 10.1037/bul0000102

Scholz-Odermatt, S. M., and Zyska Cherix, A. (2024). Work-related mental health problems 
in Switzerland. J. Occup. Environ. Med. 66, 421–432. doi: 10.1097/JOM.0000000000003076

Schulz, P. J., Hartung, U., and Riva, S. (2013). Causes, coping, and culture: a 
comparative survey study on representation of back pain in three Swiss language 
regions. PLoS One 8:e78029. doi: 10.1371/journal.pone.0078029

Seedat, S., Scott, K. M., Angermeyer, M. C., Berglund, P., Bromet, E. J., Brugha, T. S., 
et al. (2009). Cross-national associations between gender and mental disorders in the 
World Health Organization world mental health surveys. Arch. Gen. Psychiatry 66, 
785–795. doi: 10.1001/archgenpsychiatry.2009.36

Seidler, Z. E., Dawes, A. J., Rice, S. M., Oliffe, J. L., and Dhillon, H. M. (2016). The role 
of masculinity in men’s help-seeking for depression: a systematic review. Clin. Psychol. 
Rev. 49, 106–118. doi: 10.1016/j.cpr.2016.09.002

Shah, A., Mrcpsych, M. B., Bhat, R., and Mckenzie, S. (2007). Elderly suicide rates: 
cross-national comparisons and association with sex and elderly age-bands. Med. Sci. 
Law 47:244–252. doi: 10.1258/rsmmsl.47.3.244

Spendelow, J. S. (2015). Men’s self-reported coping strategies for depression: a systematic 
review of qualitative studies. Psychol. Men Masculinity 16, 439–447. doi: 10.1037/a0038626

Spitzer, R. L., Kroenke, K., Williams, J. B. W., and Löwe, B. (2006). A brief measure for 
assessing generalized anxiety disorder. Arch. Intern. Med. 166:1092. doi: 10.1001/
archinte.166.10.1092

Tedstone Doherty, D., and Kartalova-O’Doherty, Y. (2010). Gender and self-reported 
mental health problems: predictors of help seeking from a general practitioner. Br. J. 
Health Psychol. 15, 213–228. doi: 10.1348/135910709X457423

https://doi.org/10.3389/fpsyg.2026.1725181
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org
https://doi.org/10.1186/s12877-025-06587-0
https://doi.org/10.1027/0227-5910.28.2.95
https://doi.org/10.1186/1471-2458-12-809
https://doi.org/10.3389/fpsyg.2024.1289435
https://doi.org/10.1016/j.jadohealth.2020.06.008
https://doi.org/10.1016/j.jadohealth.2020.06.008
https://doi.org/10.3389/fpsyt.2024.1448487
https://doi.org/10.3389/fpsyt.2024.1448487
https://doi.org/10.1136/jech-2013-202572
https://doi.org/10.1136/jech-2013-202572
https://doi.org/10.1037/cou0000754
https://doi.org/10.3389/fpubh.2024.1324402
https://www.cdc.gov/nchs/data/databriefs/db309_table.pdf#2
https://www.cdc.gov/nchs/data/databriefs/db309_table.pdf#2
https://doi.org/10.1007/s11469-016-9723-x
https://doi.org/10.1109/MCSE.2007.55
https://doi.org/10.1177/1097184X13516960
https://jupyter.org
https://doi.org/10.1002/wps.21160
https://doi.org/10.1080/20008198.2020.1717825
https://doi.org/10.1037/a0021159
https://doi.org/10.1037/a0021159
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.1177/15579883231176646
https://doi.org/10.1177/1557988318772732
https://doi.org/10.1186/s12889-022-14937-5
https://doi.org/10.1177/1097184X18805555
https://doi.org/10.1371/journal.pone.0051333
https://doi.org/10.1371/journal.pone.0051333
https://doi.org/10.1017/S0033291713001621
https://doi.org/10.1192/bjp.bp.116.181107
https://doi.org/10.1016/s0165-0327(01)00379-2
https://doi.org/10.1007/s00406-003-0397-6
https://doi.org/10.1007/s00406-003-0397-6
https://doi.org/10.1093/epirev/mxn002
https://doi.org/10.1016/j.socscimed.2020.113173
https://doi.org/10.1016/j.comppsych.2023.152443
https://doi.org/10.1111/j.1600-0447.2009.01438.x
https://www.python.org/
https://www.python.org/
https://doi.org/10.1017/neu.2024.37
https://doi.org/10.1007/s12519-018-0155-5
https://doi.org/10.1186/s12889-016-3497-8
https://doi.org/10.1111/1467-9566.13257
https://doi.org/10.1007/s11136-019-02161-5
https://doi.org/10.1037/bul0000102
https://doi.org/10.1097/JOM.0000000000003076
https://doi.org/10.1371/journal.pone.0078029
https://doi.org/10.1001/archgenpsychiatry.2009.36
https://doi.org/10.1016/j.cpr.2016.09.002
https://doi.org/10.1258/rsmmsl.47.3.244
https://doi.org/10.1037/a0038626
https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1001/archinte.166.10.1092
https://doi.org/10.1348/135910709X457423


Laskowski et al.� 10.3389/fpsyg.2026.1725181

Frontiers in Psychology 13 frontiersin.org

Vandello, J. A., and Bosson, J. K. (2013). Hard won and easily lost: a review and 
synthesis of theory and research on precarious manhood. Psychol. Men Masculinity 14, 
101–113. doi: 10.1037/a0029826

Walther, A. (2025). Gender-biased diagnosis and treatment of depression: considering 
our blind eye on men’s depression. Int. J. Equity Health 24:190. doi: 10.1186/
s12939-025-02569-1

Wang, J., Häusermann, M., Ajdacic-Gross, V., Aggleton, P., and Weiss, M. G. (2007a). High 
prevalence of mental disorders and comorbidity in the Geneva gay men’s health study. Soc. 
Psychiatry Psychiatr. Epidemiol. 42, 414–420. doi: 10.1007/s00127-007-0190-3

Wang, J., Häusermann, M., Vounatsou, P., Aggleton, P., and Weiss, M. G. (2007b). 
Health status, behavior, and care utilization in the Geneva gay men’s health survey. Prev 
Med (Baltim) 44, 70–75. doi: 10.1016/j.ypmed.2006.08.013

Wang, J., Häusermann, M., and Weiss, M. G. (2014). Mental health literacy and the 
experience of depression in a community sample of gay men. J. Affect. Disord. 155, 
200–207. doi: 10.1016/j.jad.2013.11.001

Watterson, R. A., Williams, J. V. A., Lavorato, D. H., and Patten, S. B. (2017). 
Descriptive epidemiology of generalized anxiety disorder in Canada. Can. J. Psychiatr. 
62, 24–29. doi: 10.1177/0706743716645304

Weeks, W. B., Kazis, L. E., Shen, Y., Cong, Z., Ren, X. S., Miller, D., et al. (2004). 
Differences in health-related quality of life in rural and urban veterans. Am. J. Public 
Health 94, 1762–1767. doi: 10.2105/ajph.94.10.1762

Whittle, E. L., Fogarty, A. S., Tugendrajch, S., Player, M. J., Christensen, H., Wilhelm, K., 
et al. (2015). Men, depression, and coping: are we on the right path? Psychol. Men Masculinity 
16, 426–438. doi: 10.1037/a0039024

https://doi.org/10.3389/fpsyg.2026.1725181
https://www.frontiersin.org/journals/psychology
https://www.frontiersin.org
https://doi.org/10.1037/a0029826
https://doi.org/10.1186/s12939-025-02569-1
https://doi.org/10.1186/s12939-025-02569-1
https://doi.org/10.1007/s00127-007-0190-3
https://doi.org/10.1016/j.ypmed.2006.08.013
https://doi.org/10.1016/j.jad.2013.11.001
https://doi.org/10.1177/0706743716645304
https://doi.org/10.2105/ajph.94.10.1762
https://doi.org/10.1037/a0039024

	Associated factors of depression, anxiety, and suicide behavior among men in Switzerland: findings from the Swiss health survey 2022
	1 Introduction
	2 Materials and methods
	2.1 Data source
	2.2 Participants
	2.3 Measures
	2.3.1 Anxiety symptoms
	2.3.2 Depressive symptoms
	2.3.3 Suicidal behavior
	2.4 Sampling and procedures
	2.5 Analyses
	2.5.1 Weighting
	2.5.2 Statistical analysis

	3 Results
	3.1 Sample characteristic
	3.2 Anxiety symptoms
	3.3 Depressive symptoms
	3.4 Suicidal behavior

	4 Discussion
	4.1 Sociodemographic and cultural risk profiles in men’s mental health
	4.2 Limitations and future directions

	5 Conclusion

	References

