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In November 2014, the New York-based
Members of the World Federation of
Societies of Biological Psychiatry’s Task
Force on Men’s Mental Health, Timothy
Rice M.D., Julia Golier M.D., Leo Sher,
M.D., and Zoltan Rihmer, M.D., Ph.D. of
Budapest, Hungary developed a statement
on future directions concerning the impact
of childhood and adolescent adversities
in the field of men’s mental health. We
wished to describe the unique vulnerability of boys and young men to childhood
physical abuse and other types of psychological trauma and to develop therapeutic
recommendations to address this vulnerability. The following assessments regarding
the current state of knowledge in the field
were made.

TARGETS OF PHYSICAL ABUSE AND
TRAUMA
Whereas girls are most likely to be the
victims of sexual abuse, boys are much
more likely to experience physical abuse
and trauma (1). This stands across all levels of abuse severity, from slapping and
hitting to kicking in, burning, and scalding (2). Boys are much more likely to be
admitted to hospitals for serious physical abuse than girls (P < 0.0001) (3). Male
youth are additionally more likely to witness and to be involved in urban violence
than females (4), with low-income children
and adolescents are at greatest risk (5).

CENTRAL NERVOUS SYSTEM
VULNERABILITY
Abuse directly alters the physiology of
the developing central nervous system (6)
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and disrupts development across multiple
functional domains, including the physiological, cognitive, emotional, and social
(7). For example, abuse confers specific
deficits within the emotion regulation system (8), a neural system that is fundamentally implicated in childhood psychiatric disorders (9). Because testosterone
and other male sex hormones also disrupt
this system through both direct organizational and activational effects upon its
neural correlates (10), the consequences of
abuse may have a lower threshold to clinically present in boys relative to girls. Male
sex hormones additionally effect global
delays in central nervous system structural
maturation and development (11). These
delays present to boys a greater window
of developmental vulnerability to internal
and environmental insult relative to girls.
Vulnerable components include dopaminergic tracts and other central nervous system subsystems, which may account for the
increased prevalence of attention-deficit
hyperactivity disorder (ADHD) among
boys than among girls (11). We may
deduce that this increased vulnerability to
insult includes an increased vulnerability
to the environmental insults of abuse and
trauma.
Select populations of men may be at
even greater vulnerability. For example,
the short allele of the serotonin transporter gene (5-HTTLPR), which produces lower/dysregulated central serotonin
turnover, is significantly associated with
cyclothymic and irritable affective temperaments (12). Individuals who carry the
short allele and who have experienced

childhood trauma are more vulnerable not
only for later major depression but also for
impulsive, hostile, irritable, and aggressive
personality traits (13, 14). The constellation of trauma and the 5-HTTLPR is a
well-documented precursor of auto- and
hetero-aggressive behavior (14, 15).
Suicide attempters with cyclothymic
and irritable affective temperaments report
significantly more frequently childhood
physical and/or sexual abuse (16). Major
mood disorder patients who report childhood physical or sexual abuse show higher
rate of irritable and cyclothymic affective temperaments and higher Beck hopelessness score than those without this
adversity (17). These findings suggest that
besides impulsivity (18), cyclothymic or
irritable temperaments are further mediating variables between these early negative life events and adult suicidal behavior. This gene–environment interplay may
be of specific importance to men given
their increased rates of physical abuse and
trauma relative to women.

NEUROENDOCRINOLOGICAL
VULNERABILITY
Trauma in children additionally affects the
hypothalamic–pituitary–adrenal (HPA)
axis by increasing basal cortisol levels
and reducing HPA responsivity to stressors (19). Preliminary evidence suggests
that boys may be more vulnerable to
these trauma-induced alternations of normal physiology than girls (20, 21). These
alterations have negative effects on both
the body (cushinoid response, immunological dysfunction) and the mind. For
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example, chronically elevated corticosteroid concentrations impair serotonergic
neurotransmission and raise risk for psychopathology (22). Boys’ vulnerability to
abuse may be best understood within a
unified mind–brain medical model (23).

EXTERNALIZING BEHAVIOR
Perhaps, as a consequence of these neurophysiologic considerations, following
trauma, girls present to their environment
as more adjusted (24). Girls experience
more internalizing symptoms (depression,
anxiety, and post-traumatic stress disorder
symptoms) than their male counterparts,
and thus they generally receive less environmental attention. The increased attention which externalizing symptoms and
behaviors grab toward boys is regrettably
often negative. Externalizing behaviors can
induce anger in parents and contribute to
the differential aggression directed at boys
relative to girls (25). When parental anger
manifests as abuse, a positive-feedback
cycle is produced that invites further externalization and further abuse (26).
Too often, externalizing children may be
labeled “bad” by parents, health care workers, and legal professionals alike. They may
be placed in traditional behavioral management programs, which reduce target
behaviors (27) but which may not optimally address the developmental deficits
wrought by childhood trauma, including
those in emotion regulation (8). These
individuals may not appreciate the role of

trauma and emotion regulation deficits in
these children; they may additionally be
unaware of or have no access to the major
evidence-based treatments for childhood
trauma (Table 1). In many cases, children
with externalizing behaviors are placed on
antipsychotics (28), which may have significant physiological and psychological consequences for these children while failing
to address the underlying effects of abuse
and trauma. Children are more vulnerable to the metabolic and endocrinologic
adverse effects of these agents relative to
adults (29, 30). Boys may be particularly
affected by the psychological consequences
of these medications, which include longterm meanings concerning autonomy and
motivation. Boys with histories of abuse
and trauma have a special need to maintain a sense of who they are, of their rights
to autonomy and privacy, of their humanity, and of the meaningfulness of their
experiences (31). Insufficient attention to
traumatic etiologies underlying externalizing behaviors may be particularly developmentally deleterious in the boys and
young men who go on to become men of
this world.

much greater risk for placement in the
juvenile justice system (33). In America, as many as 95% of youth in the
juvenile justice system had experienced
trauma, and there is a direct correlation
between traumatic exposure and the degree
of delinquency (35) mostly among this
male population.
Among male adolescents in juvenile
detention placements, a history of abuse
was significantly correlated with having
fathered a child as an adolescent (36).
Addressing trauma may prevent perpetuation of a cycle of insufficient resources
for children. These adolescent fathers may
have special needs and be a particular target
for helpful interventions (37). Preexisting
services for adolescent fathers (38) may
be a unique means of helping both adolescent males and vulnerable young male
infants and toddlers who carry the gendered vulnerabilities to trauma that we
have discussed.
Given these findings and assessments,
the following recommendations were
made.

THE JUSTICE SYSTEM
The juvenile justice system is overwhelmingly a male-populated system (33). These
youth have a much higher frequency of
trauma histories throughout the world,
including sub-Saharan Africa (34). A history of trauma places children at a

Education is paramount. Both the lay
public and professionals involved in the
wellbeing of children will benefit from
education concerning the unique vulnerability of male children and adolescents to physical abuse and trauma. Public health initiatives are of benefit to

PREVENTIONS TO REDUCE
CHILD/ADOLESCENT ADVERSITIES

Table 1 | Interventions for childhood trauma rated as either effective or promising (32).
Child–Parent Psychotherapy (CPP)

Dyadic, attachment-based intervention for children up to age 5 traditionally employed over year-long course in
weekly sessions. Developed from infant–parent psychotherapy within psychoanalytic perspective

Trauma Affect Regulation: Guide For

Seven-step skill-based intervention over 10–12 individual or group sessions. Targets trauma-induced

Education and Therapy (TARGET)

responses employing the FREEDOM acronym (Focus, Recognize triggers, Emotion self-check, Evaluate
thoughts, Define goals, Options, and Make a contribution)

Trauma-Focused Cognitive-Behavior

12–16 session intervention employing the PRACTICE acronym (Psychoeducation and parenting skills,

Therapy (TF-CBT):

Relaxation, Affective expression and regulation, Cognitive coping, Trauma narrative development and
processing, In vivo gradual exposure, Conjoint parent–child sessions, and Enhancing safety and future
development) through child, parent, and conjoint sessions.

Cognitive-Behavioral Intervention for

Skill-based intervention with interpersonal elements for application in middle and high school settings in 10

Trauma in Schools (CBITS)

group sessions

Parent–Child Interaction Therapy (PCIT)

Combines behavioral, play therapy, and parent education for children aged 2–7 years and their caregivers.
Two stages (relationship development and discipline training) enable benefits of traditional play therapy and
behavioral treatment.

Trauma and Grief Component Therapy

10–24 sessions for adolescents aged 12–20 years drawing from draws upon cognitive-behavioral theory and

for Adolescents (TGC T-A)

social provisions theory.

Frontiers in Public Health | Child Health and Human Development

January 2015 | Volume 3 | Article 4 | 2

Rice et al.

the lay public. Fathers should be integrated into population-based interventions
(39), despite the difficulties with which
such an aim is appreciated to entail (40).
Providers in all of the diverse service systems involved in the wellbeing of children and youth, including legal professionals, child welfare agencies, the foster
system, and beyond, should have sufficient training. They should understand the
role of abuse and trauma in childhood
as it pertains to men’s overall development. Police and mental healthcare professions should receive training in promoting fluid, cooperative interactions in
helping abused children (41). Healthcare
worker and physician interventions for
trainees and the experienced alike (42)
are of help in producing improvements in
achievement, attitudinal change, and clinical behavior (43). Trainees may be a particularly good target for these interventions,
with well-defined areas for improvement
among emergency medicine, family medicine, and pediatric residents (44), among
others. Review literature for these populations (45) is additionally of help. The
special role that abuse and trauma may play
in the mental health of boys and young
men should be emphasized; in particular the role that externalizing behaviors in
young boys may play in relation to trauma
should be emphasized as a central point of
men’s mental health among children and
young men.
INTERVENTIONS TO REDUCE NEGATIVE
RESULTS OF CHILDHOOD ADVERSITIES

In addition to education, it is essential
to develop interventions tailored to the
full spectrum of male youth, including
male infants, toddlers, children, adolescents, and young men. Fortunately, there
are already multiple of diverse theoretical
backgrounds and perspectives to help children (Table 1). Treatments, which focus
on the specific needs of male youth, need
to be developed both through flexibly tailoring preexisting treatments to the special
needs of this population and through the
development of novel therapeutics that are
sensitive to the mental health needs of male
children and youth.
Male children with a history of trauma
may be disruptive, externalizing, and difficult to engage in traditional therapy. Male
adolescents are less likely to seek any health
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care (46). When they do, those with traditionally masculine self-identities view traditional psychotherapy as less acceptable
than executive coaching (47). These facts
concerning male youth should inform the
interventions to children and adolescents
in order to make them more accessible
and more accommodating to the disruptive male child or the avoidant adolescent. Therapies can integrate flexibility to
accommodate the disruptive behaviors of
children, and provide mental health professionals with a means of addressing the
externalizing behaviors of children. Clinicians must be encouraged to recognize
the negative feelings which the disruptive
child can invoke and to use these feelings
productively and prevent him or herself
from enactment of the abused parent–child
dyadic relationship, which for the abused
child may be the only means available
of relating. For male adolescents, therapies should be constructed and promulgated in accordance with positive masculine norms and which directly address
avoidance behaviors and anxieties. Emphasizing the development of health and virility within a psychotherapeutic program as
well as targeting misconceptions among
males that a lifestyle involving poor selfcare is masculine may be of value. Continued integration of these efforts via multidisciplinary treatment planning and crossdiscipline education into populations with
male youth with a high likelihood of having histories of trauma (foster care, juvenile
justice system) will significantly increase
accessibility.
Novel therapeutics should be built upon
the increasing knowledge of men’s mental health in children and adolescents. For
example, the finding that boys with a history of trauma may be particularly vulnerable to environmentally induced deficits in
the emotion regulation system (8) suggests
that interventions targeting this neural system may be of particular use. RegulationFocused Psychotherapy for Children with
Externalizing Behaviors [RFP-C; (27)] is
one such novel manualized 12- to 16session intervention developed to be used
with this population. The integration of
traditional methods of child psychotherapy
with a brain-based model of dimensional
neuropsychiatric pathology that is compatible with the Research Domain Criteria
project [RDoC; (28, 29)] of the National

Institute of Mental Health (NIMH) permits a targeted intervention for this children that is capable of hypothesis testing within a classification system based
on observable behaviors with neural correlates. As the organization and activational effects of male sex hormones on
the male central nervous system and
on the male emotion regulation system
become increasingly understood, there will
be increased value of organizing a psychotherapeutic approach, which works in
tandem with biological neuropsychiatric
models of psychopathology.
Prescribers, who employ medication in
the amelioration of suffering of young male
children and adolescents, should have an
understanding of the psychological and
physical adverse effects of these agents.
They should carefully weigh these risks
against the benefits of these agents prior
to initiating treatment. The inability of
these agents to directly address the traumatic etiology of many disruptive behaviors should be kept close to consciousness, and interventions, which do address
childhood abuse and trauma should be
used concurrently. These include both psychotherapeutic and social support services
as well as alternate psychopharmacotherapeutics, such as the selective serotonin
reuptake inhibitors (SSRIs) and other serotonergic agents. An increasing understanding of how these agents address brain-based
neuropsychiatric deficits in this population
will lead to increasing synchrony between
mind-based (e.g., psychotherapeutic) and
brain-based (e.g., pharmacotherapeutic)
interventions.
This declaration serves as a preliminary
communication of select members of the
World Federation of Biological Psychiatry’s Task Force on Men’s Mental Health
concerning future directions for research,
clinical care, and public health policy concerning the importance of men’s mental
health in boys and young men.
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