Lawrence Howells

Thesis

Why Don’'t Men Seek Help for Depression?

The Impact of Masculinity on Symptom Perception

Word Count: 38,169 (Abstract 200)

Doctoral Programme in Clinical Psychology

University of East Anglia



Why Don’'t Men Seek Help for Depression? i

Why Don’'t Men Seek Help for Depression?

The Impact of Masculinity on Symptom Perception

Acknowledgements

| am grateful to Dr Roger Kingerlee whose excellgmtical supervision inspired and
encouraged me in the development of the ideastreattually produced this thesis. | am
enormously indebted to Dr Imogen Hobbis, who predidarefully considered comments
about both the detail and the overarching struatfireimerous drafts of this document, not
to mention encouragement and confidence boostg #h@away. Finally, | would like to
thank my long-suffering family, Lucy, Taliesin, aiégan, who have put up with my
absences and my occasional bouts of misery argsstieoughout the long process of writing

this thesis.



Why Don’'t Men Seek Help for Depression? i

Why Don’'t Men Seek Help for Depression?

The Impact of Masculinity on Symptom Perception

Abstract

Evidence suggests that men are less likely thanemaim seek help for depression
even though, given depression, they are morelabfisuicide. Evidence further suggests
that this lack of help seeking for depression soamted with higher masculinity. This study
hypothesised that men’s lack of help seeking farelesion was due to differences in
symptom perception. Specifically, the study testedhypothesis that the factors of a model
of symptom perception would mediate an associdieiween higher masculinity and fewer
depressive symptoms.

In a cross-sectional internet survey design, 326, rexruited via employers,
completed measures of depression, masculinitysgmgbtom perception.

There was no relationship between masculinity apteksion and, counter to
prediction, masculinity was associated with heightesymptom perception. The factors of
the model of symptom perception accounted for 38%evariance in depressive symptoms.

After consideration of the strengths and weaknés#iseostudy, it is concluded that the
model of symptom perception is a useful model &ad then’s lack of help seeking for
depression is unlikely to be due to differencesyimptom perception, rather some process
following the perception of symptoms. Clinical ingaltions relating to men’s contacts with

services are discussed.
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1. Introduction

Depression is a disorder characterised by low namatla loss of interest or
enjoyment, which is around twice as likely to bagiiosed in women as in men. It is a
significant risk factor for suicide, more so in ntean women. Many people do not seek help
for depression and men are less likely than woraeseék help. Men’s lack of help seeking
for depression coupled with an increased risk afide presents a public health problem and
is an important area of research.

This introduction will provide an overview of thésdrder and evidence in support of
the assertion that men do not seek help for depreds will then outline evidence relevant
to this lack of help seeking, which can be categgatiinto three groups: sex differences in
depression and help seeking, the impact of mastyland the perception of depressive
symptoms. It will be argued that research is chliarsed by a focus on exploratory methods
and a lack of theoretical basis, resulting in weaikclusions for each study and difficulties in
integrating results across studies, leading tovaateace base consisting of disparate
suggestions. It will then be argued that the bksteoto start, in terms of a theoretical model
of help seeking, is with the first stage of helplseg: the perception of symptoms. A model
of symptom perception will then be detailed witlpgarting evidence. Finally, the purpose of

the current study, its research question, and lngsets will be outlined.

1.1. What is Depression?
This section will briefly describe the symptomsdefression, its course and
prognosis, its prevalence, the associated mortatitiydisability with a particular focus on

male suicide, and finally the economic cost of dspion.
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1.1.1. Symptoms

Depression is a disorder characterised by low madass of interest and enjoyment,
and reduced energy leading to increased tiredmesgactivity (American Psychiatric
Association (APA), 1994; World Health Organisat{®HO), 1992). Other common
symptoms of depression include disturbed appetitesteep, diminished concentration,
negative views of the self and the future, feeliofjworthlessness or guilt, and thoughts of
deserving punishment, death, self-harm, or sui@d®A, 1994; WHO, 1992). These
symptoms are generally persistent in nature andinento be influenced by circumstance;
anxiety and agitation are also frequent experie(BB#\, 1994; WHO, 1992). Despite these
generalisations about depression, it is recogriisgkhere is marked variation across all
symptoms; one individual’s depression is very dédfe from another’s (National Institute for
Health and Clinical Excellence (NICE), 2009).

1.1.2. Course and prognosis.

The average age of the first episode of major deywa is in the mid-20s, although
the first episode can occur at any time from clolathto older age (NICE, 2009). The initial
experience of the disorder can vary consideraloiyiespeople experience a range of
symptoms such as anxiety, phobias, panic attaaksméid depression over a period of
months, others may experience a fairly sudden aghanmood often relating to a life event
such as a loss (NICE, 2009). Whilst many peoplevecfrom a depressive episode, a
significant minority do not; in a sample from agdke US, 70% of individuals with an index
episode of major depression had recovered wittarfitat year (Keller, Shapiro, Lavori, &
Wolfe, 1982), 80% had recovered by two years, R&b vere still not recovered at five years
(Keller et al., 1992). Depression is also likely to recumne study 75% of the sample had

more than one episode over a 10 year period (ABggjonda, & Ernst, 1992) and in another,
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60% of participants experienced recurrence one aiar maintenance treatment for
depression (Weissman, Kasl, & Klerman, 1976).

1.1.3. Prevalence of depression.

Estimates of the prevalence of depression vanhtEBen studies were included in a
systematic review investigating the prevalence obdhdisorders worldwid@Naraich,
Goldner, Somers, & Hsu, 200A meta-analysis of these results suggested thieslsémate
for one-year prevalence of major depressive disonds 4.1 per 100, 95% CI [2.4, 6.2] and
for lifetime prevalence of major depressive disondas 6.7 per 100, 95% CI [4.2, 10.1]. The
considerable variation across studies appeared &ssociated with study population,
methodological differences, and response rate. @/thata were reported by sex, the
prevalence rates of major depressive disorder aygpeoximately 1.5 - 2.5 times higher for
women than men. Lifetime prevalence rates for magmressive disorder were fairly stable
throughout adult life (18 to 65 years).

A survey conducted in the UK in 2000 (Singletonniistead, O’Brien, Lee, &
Meltzer, 2001) found 16.4 cases per 100 of neutbsiorder, representing around one in six
of all adults. The most prevalent neurotic disordas mixed anxiety and depression (8.8
cases per 100) followed by generalised anxietyrdeso(4.4 cases per 100) and depressive
episode (2.6 cases per 100). Prevalence rated thsarders were higher for women than
men, except for panic disorder, which was the s&mevalence rates varied by age; for
depressive episode the lowest prevalence ratesfauand in young men aged 16-24 years
(.85 cases per 100 compared to 3.1 cases forfémeale counterparts) and men and women
aged over 65 years (.91 cases per 100).

1.1.4. Mortality and disability.

Suicide is estimated to account for around 0.9%llaleaths worldwide, which

equates to 1000 deaths by suicide every day (8s1@001). Depression is an important risk



Why Don’'t Men Seek Help for Depression? 4

factor for suicide: one study found that the lifiedi risk of suicide for those hospitalised for
an affective disorder was 4.0%, and for those hakgped for suicidal risk was 8.0%; this
compared to 0.5% for the general population (Bastwi Pankratz, 2000). Around 21% of
people with recurrent depressive disorders attesmigtde (Sartorius, 2001).

Unipolar depression is the third leading causeisdake burden across the world and
is predicted to remain so to 2030 (Mathers, Boegnlgla Fat, 2008). Depression also has the
largest negative impact on mean health scores wh@pared to other chronic conditions
such as angina, arthritis, asthma, or diabetes ¢8ku et al., 2007).

1.1.4.1. Depression and male suicide.

Gender differences in suicide rates in the germmpllation are stark; men are
between three and four times more likely to diesbigide than women (Murphy, 1998; ONS,
2008). Studies that have examined suicide in nagpression specifically, have found a
similar gender difference. In England and Walestuay of suicides by those in contact with
mental health services during the previous 12 nwfdbnd that 34% of individuals dying by
suicide had a depressive disorder (Hetrdl., 2006). In this sample, around twice as many
males died by suicide as females in all age caiegop to 65 years. A study using
mathematical algorithms based on the entire populatf the US in 1994 estimated the
overall risk of suicide in those with major depiesasat around 3.4% (Blair-West, Cantor,
Mellsop, & Eyeson-Annan, 1999). However, they adytiat a single figure was misleading
as it collapsed across the genders; the estimisgtetor males was almost 7% compared to
the estimated 1% risk for females. In those agettuB5 years, the estimated risk ratio for
males to females was 10:1.

In summary, despite the fact that men are lesyy/likebe diagnosed with depression,

men are more likely to take their own lives. In general population, men are around three
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or four times more at risk of suicide; in the deysed population, this gender difference is
even higher, 10:1 in those under 25 years.

1.1.5. Economic impact of depression.

The sections above have outlined the high prevalehdepression, its importance as
a risk factor for suicide, and the impact it haseirms of disease burden across the world.
The combined impact of these factors amounts tgrafisant financial burden for
individuals, carers, families, healthcare systesns, communities.

One study estimated the total cost of depressitinaiJK in the year 2000 as over £9
billion (Thomas & Morris, 2003). In arriving at ghestimate they included direct healthcare
costs as well as indirect costs, such as lost wgrétays, and lost-life years due to premature
death. Only £370 million of the £9 billion totalsts related to direct treatment costs. Another
study conducted a few years later reached a sieslamate of around £9 billion for the cost
of depression in the UK in 2007; again the bulithi$ cost consisted of indirect costs such as
days of lost employment (McCrone, Dhanasiri, Paahpp, & Lawton-Smith, 2008). The
latter study also included estimates for cost0@62 which were predicted to rise to over £15
billion.

1.1.6. Summary.

Depression, a disorder characterised by low mdas a worldwide lifetime
prevalence of around 6.7 per 100 and ranks amangsbp three disorders in the UK and
across the world for disease burden and economsicoéaisease. Despite its higher
prevalence amongst women than men, depressed mep & 10 times more at risk of
suicide than depressed women.

Given the prevalence, burden and risks associaitbdd@pression, healthcare
professionals across the world have worked to preduterventions to reduce and relieve the

symptoms of depression (e.g. NICE, 2009). Desp#sd efforts, surveys of psychiatric
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morbidity across the developed world have repentiedind that relatively few of those
people meeting criteria for depression receivegasibnal help. This apparent lack of help

seeking for depression is the focus of the nexi@®c

1.2. Help Seeking for Depression

The majority of the data relating to help seekiaigs come from surveys of the
general population, which tend to find that menlass likely than women to receive help.
Three such studies will be outlined below.

In a sample of 7475 individuals from Ontario, Camat¥% met criteria for a mood or
anxiety disorder, of whom 25% had received helpo@®s, Goering, To, & Williams, 2002).
Of those meeting these criteria, women were twickkaly as men to have received help. A
survey of over 10,000 Australian adults includestigeen for mental disorder and questions
about perceived need for care and service utiisg#ndrews, Issakidis, & Carter, 2001).
Around 13% of the sample met criteria for a curmaental disorder, of whom only 37% had
received at least one consultation from a healtfiegsional in relation to this problem in the
past 12 months. Of those meeting criteria for &céze disorder (including depressive and
bipolar disorders), 67% had received one or mons@ltations, 24% from mental health
providers. Women were significantly more likelyltave consulted than men. Other factors
related to increased consultation were youngerag®peing separated, widowed, or
divorced. In a UK sample of over 10,000 adults wieve part of a household survey of
psychiatric morbidity conducted in 1993, the maiatbr associated with receiving help was
severity of disorder (Bebbingtat al., 2003). However, sex was also an importactof: of
those with significant psychiatric morbidity, 21.8%males had received help compared to
34.8% of females. Other factors significantly assted with receiving help were presence of

a physical illness, age, marital status, employrstatus, and ethnic group.
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It is clear that there is a disparity between thesl of psychopathology in the
population and the level of treatment being reakiViealso appears that given the symptoms
of depression, fewer men than women will receivp.Ha the context of an increased risk of
suicide given the symptoms of depression, men’suagpp lack of help seeking for depression
presents a public health problem and has beconma@ortant focus of research. An

overview of this research is presented below.

1.3. Why Don’t Men Seek Help for Depression?

Studies investigating why men do not seek helmépression will be reviewed in
this section. Studies were included in this reviellowing a systematic search involving
electronic and manual searches. The search stritelgyailed in the next section; the review
itself is then divided into three further sectiomile first section reviews studies that have
examined sex differences in help seeking behavarutepression. The second section
reviews studies have used measures of gendemgasures of masculinity and femininity)
to investigate associations with help seeking bighavor depression. The third section
reviews studies that have investigated sex andegatfierences in the perception of
depressive symptoms.

1.3.1. Search Strategy

Initial searches were conducted electronicallyséhgearches were subsequently
supplemented with manual searches. NHS Dialog wed to conduct the electronic searches
and the search results were exported to the refenmanager software Bibus version 1.4.1.,
which was used to manage all references.

1.3.1.1. Electronic Searches.

The electronic search strategy contained thredéossctelating to three distinct parts

of the research question: men, help seeking, apeedsion. Each section was designed to
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ensure the capture of any relevant terms and iocatpd any thesaurus terms used in the
search databases. Much of the literature relatimgen’s help seeking stems from the
comparison of men and women'’s help seeking, thexethe search terms relevant to the
concept ‘men’ not only included ‘men’, ‘male’, afmdasculinity’, but also ‘sex differences’
and ‘gender differences’. In the same vein, terahsviant to the concept of ‘depression’ also
included ‘counselling’ and ‘psychotherapy’, to rette studies focusing on the type of help
seeking rather than the problem for which help beiag sought. Searches were conducted
on 12" November 2008 using Medline, Psychinfo, Cinahl Embase; the exact search
terms used for each database are provided in Appénd

1.3.1.2. Manual Searches.

Bibliographies of relevant studies obtained byeleztronic search were trawled for
further relevant papers. Papers in these biblidgesthat appeared, from their title, to have
relevance to the research question were noted elhegzers were then checked in Bibus
against the list of papers already included inréweew and the abstracts of new papers were
obtained to determine whether the papers wereaetdw the review. Those papers with any
potential relevance were entered into the Bibualutete.

1.3.1.3. Search Strategy Outcome

Following this process, 88 papers were includetthéreview. These papers were
studied and grouped in relation to the way in whiaky tackled the research question, a
process that resulted in the three categoriesidénue reviewed in the next sections.

1.3.2. Differences in help seeking behaviour betee the sexes.

Of those studies investigating differences betwbersexes in help seeking behaviour
for depression some have investigated the impagéfeived need using a basic linear
process model of help seeking; others have invasiigsex differences in attitudes towards

seeking help. These two areas will be reviewediin. t
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1.3.2.1. Sex differences in perceived need.

The models used in the following group of studies\ariations on a linear process
model with three broad stages: 1. individuals hoaigjht to experience symptoms that they
evaluate in terms of their likely significances ammhsequences, 2. they then decide whether
they have a problem that requires interventiong@eed need), and 3. they evaluate the costs
and benefits of various interventions before maldrdgcision about who to consult.

The first major study to use this model of helpkssg utilised data from four large-
scale surveys conducted in the US, amounting ¢deh $ample size of over 10,000
participants (Kessler, Brown, & Broman, 1981). trd#d was a measure of depression and
guestions about whether individuals thought they évperienced a serious problem, whether
they thought they needed help for this problem,&hdther they had sought help for this
problem. Replicating findings from an earlier stugng a university sample (Kessler,
Reuter, & Greenley, 1979), only one significantetiénce was found between the sexes:
males were significantly less likely than femaleseport that they had a serious problem, i.e.
that they perceived a need, given a similar levelepression. The finding that there is a sex
difference in perceiving a need has since beeimcedpt in other community samples in the
US, the UK, Israel, and Puerto-Rico (Albizu-Gardsegria, Freeman, & Vera, 2001;

Biddle, Gunnell, Sharp, & Donovan, 2004; Mojtalfaifson, & Mechanic, 2002; O'Neill,
Lancee, & Freeman, 1985; Rabinowitz, Gross, & Feldni999; Yokopenic, Clark, &
Aneshensel, 1983).

These studies, all using a basic linear processhaddelp seeking, found that males
were less likely than females to perceive a neetidtp given a similar level of depression.
Despite this consistency across studies, no seatgd how much of the variance in help
seeking behaviour for depression could be expldnyetthe variance in the perception of

need. In addition, the utility of the linear prosesodel upon which these studies were based
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was not questioned or tested. Despite its faceitpglia detailed examination quickly reveals
some problems. The main issue is the assumed indepee and linear nature of the stages;
an individual recognises an emotional problem, tihery experience a need, and then they
consider whether to seek help. Firstly, a percenaetl for help is likely to increase the focus
on the experiences, increasing symptom reportingg [&venthal, Diefenbach, & Leventhal,
1992). Thus, the perception or recognition of ebpgm is not independent of the perception
of a need. Secondly, a need can only be definéelins of a need for something; a need is
not perceived in the absence of some idea aboutmwight be available to meet that need.
An individual may perceive a need for help fronriarfd or relative but not perceive a need
for help from a psychiatrist for the same probleny(Mackenzie, Gekoski, & Knox, 2006).
Thus, the perception of a need is not independahieadecision about whether or not to seek
help. These difficulties with the model used by shadies outlined above are relevant to their
findings, the most consistent of which is the notilbat males perceive a need for help at a
higher level of severity than females. This miglgam that males have a higher pain
threshold, or that they have different ideas alhdt help is available to meet their need, or
that they find the options of help more aversivantfemales. In this context, a sex difference
at a single stage of a linear model, whose ling&sitn question, becomes much more
difficult to interpret.

In summary, there is evidence to suggest that naatekess likely than females to
perceive a need for a help given a similar levedyshptomology. However, this evidence is
difficult to interpret in the light of the difficties with the linear process model of help
seeking used by the studies.

1.3.2.2. Sex differences in help seeking attitudes

The second group of studies have examined sexdliffes in attitudes towards

seeking psychological help; these are outlinedvielo
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An attitude is defined as an evaluative judgemésbmething, and has direction
(positive or negative evaluation) and valence gtinength of the positivity or negativity) (e.g.
Allport & Hartman, 1925). One of the most widelyedsmeasures of attitudes towards
seeking help is the Attitudes Towards Seeking Bsidmal Psychological Help Scale
(ATSPPHS; Fischer & Turner, 1970), which has faurscales: tolerance of stigma,;
recognition of need for help; interpersonal opesmegarding problems; and confidence in
the ability of others to help. In this way, thelsc@oes not directly measure attitudes towards
seeking help, but indirectly sums together vari@asors that are thought to impact upon an
individual’s attitude towards seeking help. The AFHS was found to be associated with
past help seeking behaviour and males were fouhdue poorer attitudes towards seeking
psychological help than females (Fischer & Turdér70).

Studies that have measured associations betweendeattitudes towards seeking
psychological help have tended to use exploratmwrelational models that are not explicitly
embedded in models of help seeking, and have peduittle a priori hypothesising about
what associations might be expected and why. Theg heplicated the above finding that
men have more negative attitudes towards seekiyahpkgical help than women (e.g. Ang,
Lim, Tan, & Yau, 2004; Garland & Zigler, 1994; Lep& Zachar, 1999; Mackenzie,
Gekoski, & Knox, 2006), and have also found assmria between psychological help
seeking attitudes and age (Garland & Zigler, 198dckenzie, Gekoski, & Knox, 2006) and
symptom level (Garland & Zigler, 1994).

Overall, it appears that there is a replicable @asion between male sex and negative
attitudes towards seeking psychological help. The of other correlates in this association is

less clear, mainly due to a reliance on exploratesgarch methods.
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1.3.2.3. Summary

Two different types of evidence examining sex ddfeces in help seeking have been
reviewed with some consistencies across each grbsfodies. Those studies using a linear
process model of help seeking tended to find thext differed from women in terms of their
propensity to perceive a need for help given alamhevel of depression. Those studies
investigating attitudes towards seeking psychokldielp found that men had more negative
attitudes towards seeking psychological help thaman. However, there are
methodological problems with these groups of stdainly attributable to a poor
theoretical grounding for the research. Many s&idid not use a model of help seeking as a
basis for their research; those that did failegrtaperly describe, critique, and test it. Few
studies provided testable hypotheses, most rehetbaelational exploratory analyses,
severely weakening confidence in the results. NbBe&rss, there were fairly consistent
findings across studies suggesting that the séardifces found in help seeking behaviour
for depression may be the result of differencgsarteption of need and attitudes towards
seeking psychological help.

1.3.3. Studies investigating the impact of mascuity.

The study of sex differences in help seeking iglgalting; it makes the assumption
that sex is the most important factor underlying sex difference found in help seeking
behaviour (Addis, 2008). Another body of researah imvestigated the properties of men
and women (i.e. masculinity and femininity) thagtti be important in relation to help
seeking behaviour. This section will begin withauerview of the concept of masculinity
and its measurement, before reviewing evidencegubese measures of masculinity in the

investigation of help seeking for depression.
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1.3.3.1. The concept and measurement of masculinit

Masculinity and femininity are concepts understandome way, by every member
of society. Despite this supposed common knowlegdgg;hologists have found the
measurement of these constructs, and the theomd#hs measurement, to be complex.

1.3.3.1.1. A bipolar unidimensional continuum.

One of the earliest conceptualisations of gendernake theory. Role theory reasons
that, at a societal level, human accomplishmentiatedaction is a result of a division of
labour founded on socially defined, specialiseésdMerton, 1949). Each individual in
society is assumed to be placed into one or manalsoles (e.g. mother, breadwinner etc.).
With these social roles comes a set of expectaibost the ways in which individuals with
this role ought to behave. Individuals are rewardedaneeting these expectations and
punished for failing to meet them; sanctions deattby other individuals occupying counter-
roles (e.g. parents, teachers etc.). With regardender development, it was proposed that
individuals were socialised either into a male rolearacterised by instrumental
specialisation, or into a female role, characterisg expressive specialisation. Early theorists
proposed that the division of labour along thesediwas necessary for functional human
interaction (e.g. Bales & Parsons, 1955).

The view that sex roles were complementary waska#ed psychometrically into a
bipolar, unidimensional continuum of gender, masayl and femininity being the two
extremes (Bem, 1981a). One of the earliest meadaseesd on this premise was the Attitude
Interest Analysis Survey (AIAS; Terman & Miles,3B), which consisted of 456 items from
intelligence tests that differentiated significgritetween the sexes. The weakness of this
methodology was illustrated when a colleague dgeglaa masculinity-femininity dimension
to a vocational interest questionnaire along sinitrees, including only those items on which

the sexes had significantly different scores; datiens between the two resultant measures
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were weak (Strong, 1943). Thus, early measuresastalinity, linked intrinsically to sex

and sex differences, proved unreliable. The themalgbremise of the measures was also
criticised by Constantinople (1973), who, followiageview of sex role research, concluded
that masculinity and femininity were two independemnstructs rather than poles of a
continuum. The suggestion that individuals mighbbth masculine and feminine gave rise
to the theory of androgyny, outlined next.

1.3.3.1.2. Two independent desirable dimensions.

In her gender schema theory, Bem (1981b) suggés#¢dhfants not only learn about
the content of sex differences in their society,dlso learn to use the concept of sex
differences to organise new information about teetiety; they adopt the gender schema.
Individuals who assimilate their self-concept itlics gender schema are regarded by Bem as
sex-typed; individuals who have not assimilatedrtbelf-concept into gender schema and
can utilise aspects of both masculine and femirofess dependent on the situation are
labelled androgynous and are seen as more flethhletheir sex-typed counterparts. Whilst
an extension of sex role theory, gender schemayhetains the fabric of the original theory;
for example that the learning of gender identitg isuman predisposition and is supervised
by society in the form of sanctions.

In researching her ideas, Bem (1981a) developedasune of gender role orientation
by asking large groups of students to classifyotaipersonality traits in terms of their social
desirability for men and for women. Those traitsttivere desirable for men formed the
masculinity scale and those that were desirablevéonen formed the femininity scale. The
resultant Bem Sex Role Inventory (BSRI; Bem, 198dgmplified the idea that masculinity
and femininity were independent traits and indialducould possess each to differing
degrees. Nevertheless, the inventory retainedegjodatal stance and labelled individuals as

either masculine, feminine, androgynous (high scoreboth scales) or undifferentiated (low
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scores on both scales). It also retained similatesd to that proposed by the sex role
theorists: masculine traits were primarily instruma and feminine traits were primarily
expressive. Indeed, the authors of a similar, coptwary scale — the Personal Attributes
Questionnaire (PAQ; Spence, 1993) — changed tleslalh the PAQ subscales from
‘masculinity’ and ‘femininity’ to ‘instrumentalityand ‘expressiveness’ respectively.

Tests of the validity of sex role measures haveyrgbtied promising results. Myers
and Gonda (1982) aimed to assess the empiricalityatif the BSRI and asked over 700 lay
people about their conceptions of masculinity axdihinity. The definitions provided were
not restricted to personality traits, as the BSRI RAQ had assumed, but were much
broader, including aspects of appearance, sodesd,reexuality, as well as personality traits
other than instrumentality and expressiveness. Weratudy asked respondents to complete a
BSRI, and then, on a modified version of the sdaleate each item as masculine, feminine,
or neutral (Ballard-Reisch & Elton, 1992). The stdidund no evidence to support the notion
that the items of the scales measured masculimeniiee, and neutral traits, suggesting that
the measure lacked face and construct validity.

In addition to concerns about the psychometric nodéithe instruments premised on
sex role theory, the theory itself has been cs#idi most notably by Connell (e.g. 1985).
Connell notes firstly, that the theory fails to yide an explanation as to what motivates third
parties to ‘sanction’ those deviating from societgbectations; if it were their own gender
roles this would bring about an infinite regre$#, were their biological sex then sex role
theory is not a social theory at all. Secondly,ttieory does not account for power
imbalances in either the relationships within omien the sexes. Thirdly, sex role theory
focuses on the normative and subordinates whaigweconsistent with the normative sex
roles to a category of ‘deviance’. Finally, sexertheory cannot account for change in sex

roles; change is viewed as something that happesextroles, something externally driven.
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Connell argues that change in sex roles is gerelgteonflict in the relationships both
within and between sexes. This critique formediass of a theory of hegemonic
masculinity, outlined next.

1.3.3.1.3. Multidimensional socially constructedites.

Connell (1995) suggested that gender did not @xisrms of expectations or
identities, but was socially constructed; that ‘ndenmasculinity’. She then suggested that
men practiced a particular form of masculinity -edhat he called ‘hegemonic masculinity’ —
that maintained men’s dominance both over womenoaed other subordinate masculinities.
Hegemonic masculinity was not considered to be mbimthat it was the practice of the
majority of men, but it was considered normativethat it embodied the current most
honoured way of being a man and required men taiposhemselves in relation to it

(Connell & Messerschmidt, 2005). Connell suggesitetl the majority of men
practiced what she called complicit masculinitywinich the benefits of hegemonic
masculinity could be enjoyed without necessaricreng the hegemonic ideal. Connell
proposed two other types of masculinity: margireiand subordinated. Examples of
marginalised men, according to Connell, are thasie disabilities, who are not judged in
relation to the hegemonic ideal. An example of sdipation is the dominance of
heterosexual over homosexual men, exemplifiedrmgeof cultural, political, legal, and
economic discrimination. Central to the idea ofdragnic masculinity is that the content or
the ideal is subject to challenge and hence chaweeertheless, current conceptualisations of
hegemonic masculinity tend to be characteriseddbgrbsexuality, toughness, power and
authority, competitiveness, and the subordinatiogay men (Connell, 1995).

Another recent theory of masculinity is known as ¢fender role strain paradigm
(Pleck, 1981), which also considers gender to by constructed. The paradigm has a

number of constituent assertions, namely that:ezopbrary gender roles are inconsistent and
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contradictory; large numbers of individuals violgender role norms; this violation leads to
condemnation and has negative psychological coesegs; the consequences to men of this
violation are greater than for women; and certandgr role traits are often dysfunctional
(e.g. aggression for men). The gender role straragigm proposed that, whilst there was a
multitude of masculinities, each dependent uporstoal context, there was, nevertheless, a
traditional masculinity ideology that dominated titbers; it was traditional in that it
represented a dominant historical perspective (hgv®96). Conceptualisations of

traditional masculinity ideology include the avaida of femininity, fear and hatred of
homosexuals, extreme self-reliance, aggressionjrdome, non-relational attitudes towards
sexuality, and restrictive emotionality (Levanaét 2007).

The two theories outlined above both propose agmgmnpowerful form of
masculinity in society that is multidimensionalnature and similar in content. They both
suggest that relatively few men are masculine @wthys in which this masculinity would
suggest, but that, nevertheless, other men intyquasition themselves relative to this
dominant view of masculinity.

The measurement of masculinity, in the contexheté theories, consists of the
measurement of two constructs; the first is theadtar of the dominant form of masculinity
itself, the second is individuals’ positioning riefa to this dominant form of masculinity. All
measures, therefore, have their roots in a desmmipf the multiple dimensions of this
dominant form of masculinity, developed either bgearchers or a combination of
researchers and lay participants. Given the bégsisese theories in social constructionism,
however, this definition is, and must be, spediithe Zeitgeist.

Given a description of the dimensions of the domiriarm of masculinity,
instruments have measured individual positionirdgtive to these dimensions in three

slightly different ways. Firstly, the Brannon Mas$ioity Scale (Brannon & Juni, 1984) and
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the Male Role Norms Inventory - Revised (MRNI-Ryhatet al., 2007) each measure
endorsement of these dimensions. Questions aregzhima the third person; example items
from the MRNI-R are: “homosexuals should never yiaand “a man should always be the
boss”. Secondly, the Conformity to Male Role Nordmgentory (CMNI; Mahaliket al.,

2003), measures an individual’'s behavioural conityrto these dimensions, rather than
measuring their intellectual agreement with themné€, questions are phrased in the first
person, example items being “I try to avoid beiegceived as gay” and “I make sure people
do as | say”. Thirdly, the Gender Role Conflict Bd&RCS; O'Neil, Helms, Gable, David,
& Wrightsman, 1986) measures gender role confliggender role strain directly. Questions
are again phrased in the first person, but hawegative rather than a neutral tone; “I worry
about failing and how it affects my doing well asnan”, “My work or school often disrupts
other parts of my life (home, health, leisure)”.

Whilst there is variability in measurement and tlsenber and character of the factors
included in each of these measures, they correlititeeach other better than did their
predecessors (e.g. Levant & Fischer, 1998; Malwdlid., 2003). They can also make other
claims to better validity: showing expected sex enitural differences (e.g. Levaet al.,

2007; Mahaliket al. 2003) and non-correlation with similar dutdretically different
measures (Levant & Fischer, 1998). Thus it seemusttiese measures of masculinity,
viewing masculinity as socially constructed andremiledging the cultural and temporal
variations of the construct, do theoretical justmé¢he complexity of the construct. This
justice appears to be borne out in tests of tlastuct validity.

1.3.3.1.4. Summary.

Three types of measure of masculinity have beed ager the past few decades. The
first measures were based on sex role theory amhaded those items distinguishing between

males and females. The second group of measuresbased on ideas about the relative
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social desirability of personality traits for memdawomen, and were based on androgyny
theory, an extension of sex role theory, but retdia categorical stance and were found to be
too narrow in their scope. The third group of measucurrently the most popular, are
theoretically based in social constructionism amsvumasculinity as a multi-dimensional
construct; whilst there is variability in the waywhich they measure masculinity, they
appear to have construct validity.

Research using these measures of masculinity esiigate help seeking for
depression is outlined below.

1.3.3.2. Sex, gender role orientation, and helglsag attitudes.

A number of studies have investigated the associatbetween sex and gender role
orientation, as measured by categorical instrunmsnth as the BSRI, with attitudes towards
seeking psychological help. Such a comparison waséther the biological construction of
sex or the social construction of gender is mogiortant in relation to the sex differences
found in help seeking.

In samples of students (between 163 and 398 ing@s) from the US, Turkey, and
Singapore, both men and those scoring higher orguhagy had more negative attitudes
towards seeking psychological help (Ang, Lim, T&rau, 2004; Johnson, 1988; Turkum,
2005). That both sex and gender role orientatiorewelependently associated with attitudes
towards seeking help indicated that gender rolentation alone was not capable of
explaining the sex difference in these attitudegros seeking psychological help. However,
in a cohort of 800 individuals aged 35 years in WEotland, gender role orientation at least
partially mediated all sex differences in self-rgpoeasures of general and mental health and
self-reported number of visits made to a GenerattRioner (GP) during the previous year

(Annandale & Hunt, 1990).
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The evidence from these studies replicates theeeéiridings that males tend to have
poorer attitudes towards seeking psychological ttedp females (Section 1.3.2.2.).
However, it also suggests that this sex differeneg be partly mediated by gender role
orientation, although not entirely. This partial oot total mediation has been used to
conclude that some aspects of help seeking areiassmbwith the biological nature of sex
and that others are associated with the sociatean®ns of gender (e.g. Ang, Lim, Tan, &
Yau, 2004). This conclusion is not particularly quating given the lack of hypothesising in
these studies; none of the studies provide a nuddetlp seeking or any theoretical reasons
why some factors might be biological and othershinige societal. In addition, none of the
studies adequately assesses its measure of gehelerientation, all relying on measures
whose validity has been questioned (see Sectiofd.1.3.). As outlined above (Section
1.3.3.1.3.), measures that appear to have a gredigity are continuous in nature and better
reflect the subtleties of masculinity and feminyraind individuals’ relationships with them.

Overall, there is some evidence to suggest thabfthencountered difference between
men and women in terms of their attitudes towaeskimng psychological help may be better
explained by the social constructions of genddrenathan the biological construction of sex.
However, this evidence is weakened by a neglebypbthesis driven research and by the
use of measures of gender role orientation whokeityas in question. Another group of
studies have used more valid measures of masglingse will be outlined below.

1.3.3.3. Masculinity, gender role conflict, and lpeseeking attitudes.

Continuous measures of masculinity and gendercantdict all have a theoretical
basis suggesting that hegemonic masculinity orttoadl masculinity ideology serves to
maintain dominance and the appearance of streAgtbuch, the measures include
dimensions such as aggressiveness, dominancegstnidtive emotion (Section 1.3.3.1.3.).

Higher levels of masculinity as defined by thesaehsions would be theoretically associated
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with more negative attitudes towards seeking haftlen measured by factors such as
interpersonal openness and recognition of neeldipr (Section 1.3.2.2.).

Studies conducting empirical investigations of @ssociations between masculinity /
male gender role conflict and attitudes towardsisgepsychological help have all done so in
all-male samples using cross-sectional, correlatidasigns. The samples were all student
samples, one convenience sample being the exceptomple sizes ranged from 105 to 575.
A few tested hypotheses about relationships betwabsacales of the measures and two used
the Theory of Planned Behaviour, a model frequeihd in the prediction of behaviour
(Ajzen, 1991), to inform their design (Pederson &gél, 2007; Smith, Tran, & Thompson,
2008).

These studies confirmed the hypothesis outlinede@lugher levels of traditional

masculinity ideology, gender role conflict, and faymity to male gender role norms are all
associated with more negative attitudes towardsisg@sychological help and fewer
reported help seeking behaviours (Berger, LevactyiMan, Kelleher, & Sellers, 2005;
Blazina & Marks, 2001; Blazina & Watkins, 1996;Go@e¢ll, & Mintz, 1989; Good &
Wood, 1995; Lane & Addis, 2005; Levant, Wimer, \idiths, Smalley, & Noronha, 2009;
McKelley & Rochlen, 2010; Pederson & Vogel, 2006bertson & Fitzgerald, 1992;
Simonsen, Blazina, & Watkins, 2000; Smith, TranTBompson, 2008; Wisch, Mahalik,
Hayes, & Nutt, 1995). There is also evidence ta@esgthat attitudes towards seeking
psychological help partially mediate an associabietween higher masculinity and lower
intention or willingness to seek help (Pederson@g¥l, 2007; Smith, Tran, & Thompson,
2008).

1.3.3.4. Summary

Two different types of evidence investigating thigact of masculinity have been

reviewed. Evidence supports the notion that highasculinity, howsoever measured, is
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associated with more negative attitudes towardsisg@sychological help and fewer self-
reported help seeking behaviours. Evidence sugtestshe social construct of gender may
be more important than the biological constructe{ in examining help seeking. There is
also evidence to suggest that the effect of mastuln help seeking intentions and
willingness may be mediated by attitudes towarakisg psychological help. Studies
investigating masculinity and help seeking, howehare tended to use convenience
samples (often students), to be cross-sectionatamndlational, predominantly exploratory in
nature, and neglect, for the most part, to use @etaf help seeking.

1.3.4. Sex, masculinity, and symptom perception

The evidence outlined thus far has found that meness likely to perceive a need
for help given a similar level of depression. E@bhppears that men and those scoring higher
on measures of masculinity are more likely to haegative attitudes towards seeking
psychological help than women and those scoringtam measures of masculinity. These
negative attitudes towards seeking psychologicigl have been associated with reduced
willingness or intent to seek psychological helpug, it seems that, given symptoms of
depression, men’s reluctance to seek help maydmeiased with masculinity and its
relationship with attitudes towards seeking help.

The evidence base that contributes to this undetstg is less persuasive than it
might be due to a neglect of theory-driven researtha reluctance to use models of help
seeking to inform the design of studies. This netgié models of help seeking has led to a
foundation of untested assumptions, the most nodjathich is related to the beginning of
the process. All the studies above assume thadrtdeess of help seeking begins with the
perception of symptoms and that sex and mascuimipact on the process following this
point. However, this leaves untested the hypothésissex or masculinity might impact on

the perception of depressive symptoms themselves.



Why Don’'t Men Seek Help for Depression? 23

Studies examining the hypothesis that sex or mestumight impact directly on
symptom perception fall into four groups. The finalve focused not on depressive symptoms
specifically, but on the impact of gender or sexher expression of negative affect. These
studies provide a theoretical basis, by extrapmtatior the findings that might be expected in
relation to depressive symptoms. The second grbsjudies have investigated the
hypothesis that males experience depression indgafuentally different fashion than do
females. The third group of studies investigatedhipothesis that men and women differ
not in the quality of their depressive symptom eigree, but in the quantity of symptoms
they are likely to report. The fourth and final gpoof studies investigate the relationship
between masculinity and depressive symptom regpriihese studies are outlined, in turn,
below.

1.3.4.1. Socialisation of emotion expression.

Theories of gender development (Section 1.3.3r&.peemised on the idea that
society is gendered and that children learn abentigr expectations throughout childhood
and adolescence. Recognising and responding ta@mstan area in which much gendered
learning takes place (e.g. Eisenberg, Cumberlan8pi&rad, 1998) and it has been argued
that this differential socialisation of the expiiessof emotion serves to maintain the power
and status differences between men and womenBedy, 2000). In support of these ideas,
differences in emotion expression between the sexes been observed in preschool
children (Brody, 1999; Saarni, 1984) and evidenggssts that this difference is associated
with differential parental responding based ongée of the child (Chaplin, Cole, & Zahn-
Waxler, 2005; Eisenberg, Cumberland, & Spinrad,8)98 is thought that boys and men are
encouraged by this gender socialisation proceasda responding to negative affect with
“soft” emotions, such as sadness and fear, butanstia “hard” emotions, such as anger

(Addis, 2008). Evidence supports this idea; ondysfaund a 50% reduction in boys’
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expressions of sadness and anxiety from preschaarty school age, a reduction that was
associated with differential parental respondinggin, Cole, & Zahn-Waxler, 2005).
When combined with ideas about the phenomenologiga¢rience of emotion, which is
considered by Barrett (2006) to be a basic biolgabstrate which is categorised using
conceptual knowledge, it is possible that diffeie@rgocialisation to emotions in male and
female children could lead to different experienaeesmotion in male and female adults.
Specifically, males would be expected to be ldsd\lito experience negative emotion as
sadness or depression and more likely to experigaseanger, irritability, or not at all
(Addis, 2008). This theory suggests that men anddfnigher in masculinity (by virtue of
being more strongly socialised to gender stereafypeuld be less likely than women and
those lower in masculinity to perceive symptoms@pression.

In its extreme form, this theory is compatible wiitle notion of a distinct male
depressive syndrome, outlined in the next section.

1.3.4.2. Male depressive syndrome.

A male depressive syndrome was proposed followmipi@rvention programme
designed to reduce suicide rates on the Swedmhdsif Gotland by increasing GPs’
knowledge of depression. Whilst the programme vegsreed a success, the 60% reduction in
suicides was almost all accounted for by a redadgtidemale suicides; the frequency of
male suicides on the island remained virtually amged (Rutz, von Knorring, Pihlgren,
Rihmer, & Walinder, 1995). The authors argued that demonstrated that the quality of
depression was different for males and femalespasded a ‘male depression syndrome’
characterised by ‘atypical’ symptoms of depressioch as a sudden reduction in stress-
tolerance, a sudden increase in impulsive-aggresstaviour, and a sudden increase in
endorphin/serotonin related behaviour (such ashaloar drug misuse, workaholism, or

working out) (Rutz, von Knorring, Pihlgren, RinmérWalinder, 1995; Rutz, 1999). This is
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in line with other authors (e.g. Cochrane & Rabiriey2000), who suggest that some men
may avoid negative affect to such an extent the&t thay not appear sad or depressed,;
however, they may experience distress manifestednmatic pain, stress, or substance abuse.
In relation to the causes of the male depressiudrsyne, biological bases are cited

(including differential effects of serotonin), ag &ociological ones (including male’s
alexithymia and their incapacity to recognise degia and need for help) (Rutz, 2001).
Researchers on Gotland developed the Gotland Mgped3sion Inventory and assessed its
psychometric properties in a population of maleguais treated for alcohol dependency
(Zierau, Bille, Rutz, & Bech, 2002). Results sudgdghat the inventory consisted of two
factors: a distress subscale and a depressionaeabsc

Despite work on this Swedish island, and the warkegative affect outlined above
(Section 1.3.4.1.), there is no consensus in tllemliterature in support of the notion that
depression is qualitatively different in males &mthales. The evidence, which consists
mainly of exploratory studies examining differengesymptoms reporting between the
sexes, is reviewed below.

In US student populations (around 2,000 participaaich), men and women reported
similar levels of depression, but there were ddferes in the symptoms that they reported:
depressed males were more likely to report sonsatigplaints, loss of social interest, a sense
of failure, and an inability to cry; depressed féesavere more likely to report self-dislike
and indecisiveness (Hammen & Padesky, 1977; Padkesiammen, 1981). In a sample of
152 teachers asked about ‘non-clinical depressedtiratates’ every five years from 1978 to
1993, there were no significant sex differencefsaquency or duration of these mood states,
but women were more likely than men to say thay te# tearful and that they had an

increase in appetite (Wilhelm, Parker, & Asgha®i98). This finding that there are
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differences in symptom reporting between men anch&osupports the notion that symptom
perception or experience may be different in methvaomen.

In depressed populations there is some evidenseggest that women are more
likely than men to report changes in appetite ar@jiat gain (Frank, Carpenter, & Kupfer,
1988; Young, Scheftner, Fawcett, & Klerman, 199®ere is also evidence to suggest that
men are more likely to score higher on affectiggdity, blunted affect, hypochondriasis, and
compulsive impulses (Winklet al., 2004), as well as anger attacks (Winklggkp &
Kasper, 2005). Differences between the sexes Hagdaen noted in terms of the
correlations between symptoms. In one study ofid8¥iduals diagnosed with affective
disorders, affective and cognitive symptoms wereetated in females, whereas affective
and performance symptoms were correlated in m&iee(, Beck, & Brown, 1989). In
another study of 97 depressed inpatients, for fespahotor retardation and vagueness
correlated with anxiety and hostility did not; fmales, hostility correlated with anxiety
whereas motor retardation and vagueness did ndz @€al., 1993).

The evidence as presented above has led many asthoonclude that depression is
a fairly homogenous construct with regard to gertdey. Steer, Beck, & Brown, 1989;
Young, Scheftner, Fawcett, & Klerman, 1990) but legisothers to focus on the differences
and assert that there is evidence of a differemtled symptom presentation of males and
females (e.g. Hammen & Padesky, 1977; Rutz, vorriimg Pihlgren, Rihmer, & Walinder,
1995; Winkleret al., 2004; Winkler, Pjrek, & Kasper, 2005). Thisonsistency may be a
consequence of the methodology employed in theskest Firstly, no studies began with a
priori predictions about where differences mightfdend between the sexes, what the
magnitude of these differences might be, and wisyrthght be the case. Secondly, there is
inadequate attention paid to the choice of measuteese studies. The choice of measure

determines where differences might be detecteddmtwhe sexes; no differences will be
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found in areas that are not measured and changeiassns are more likely where the
measure is comprised of a greater number of it&@n&n that the bulk of measures used are
relatively short, they tend to measure the typsgahptoms of depression and neglect the
atypical ones, such as aggression, irritabilityl anti-social behaviour (Méller-Leimkuhler,
Bottlender, Strauss, & Rutz, 2004). This meansdifégrences in these areas will go
undetected by these studies. Finally, there Is kttbnsideration of the potential bias of
sampling in these studies. Individuals presentargérvices, or already in receipt of
services, will already have been assessed usimgalljudgement and a variety of measures.
These samples are therefore more likely to comtalividuals presenting with typical
symptom profiles than those with more unusual pred®ns, such as those characterised by
aggression, irritability, and anti-social behavi¢gdddis, 2008).

Two studies with stronger methodologies are th@sggthed specifically to test the
hypothesised ‘male depression syndrome’ outlinexalfin this Section). The first
examined whether the symptoms constituting thislsyme distinguished between male and
female inpatients with depression (Moéller-LeimkithBottlender, Strauss, & Rutz, 2004).
Questions from standardised psychiatric documamatsed in a German psychiatric hospital
were selected to correspond to each of the itertfseoGotland Male Depression Inventory.
Contrary to prediction, in a sample of 2,411 consigely admitted patients, males did not
score higher on any of the symptoms included inGbdand Male Depression Inventory; in
fact females had significantly higher total scdiesn males. If male depression, in
comparison to female depression, was charactebpgéuese atypical symptoms, then men
would be expected to score higher than women aetltems; this was not the case in this
study. A factor analysis did find that atypical gteoms such as irritability, aggressiveness,
and antisocial behaviour were more strongly intarelated in males than in females,

although this has little meaning in the contexthef previous finding. The major limitation of
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this study was that it only included individualepenting with depression in such a way as to
reach inpatient services for depression; it exauddividuals presenting with lower levels of
symptoms and those who were untreated.

A second study, in response to this limitation,dudata from two measures
completed by a community sample of young German: mevell-being measure and the
Gotland Male Depression Inventory (Moller Leimkutldeller, & Paulus, 2007). The aim of
the study was to test the hypothesis that youngterahto report more male distress than
traditional depressive symptoms using the two faobd the Gotland Male Depression
Inventory assumed to measure these constructda€tees had been delineated in previous
research (Zierau, Bille, Rutz, & Bech, 2002), whingd outlined a distress subscale
consisting of stress, aggressiveness, irritabiléglings of displeasure, over-consumption of
alcohol and drugs, behaviour changes, and tenderssif-pity. The depression subscale
consisted of exhaustion, tiredness, difficulty ecdion-making, sleep problems,
hopelessness, and family history of depressiomiorde. Unfortunately, a factor analysis of
the inventory found no support for these two fagtarthe young German sample and, in the
absence of a measure of depression, there weregoatk data to perform further meaningful
analyses.

In summary, when the typical symptoms of depresarenconsidered, evidence
suggests there is little to choose between thessexterms of the quality of the symptom
profile. When less typical symptoms of depressiencansidered, there is evidence to
suggest that females may be more likely than ntalesport changes in appetite and weight,
and that males might be more likely than femalagpmrt anger and aggression. This
evidence is undermined by a reliance on weak eafoy methods and severe

methodological limitations where prediction and dtyesis-testing have been used.
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1.3.4.3. A difference of quality or quantity?

Whilst the studies above investigated the hypothisit males and females differ in
terms of the quality of depressive symptoms, othaxs investigated the hypothesis that they
differ in terms of the quantity of depressive syamps.

A sample of 591 young Swiss individuals was askemliidepressive symptomology
as part of a detailed diagnostic interview conduitheee times over three years (Angst &
Dobler-Mikola, 1984). In examining data on exteesapisodes of dysphoric mood, little
difference was found between the sexes in the thtes months prior to interview, however,
more remote episodes (4-12 months prior to intervieere reported by females more often
than males. The authors suggested that this wesu#t of men forgetting remote episodes
whereas women remembered them, although no olged#ta support this assertion. In
addition, the authors found that men reported,\amnage, fewer symptoms of depression
than women. The authors suggested that men’s tepdemeport fewer symptoms and to
forget more remote episodes of depression mighdwatdor some of the sex difference
found in the lifetime prevalence rates of deprassio

The finding that men report fewer symptoms of degi@ than women has been
replicated in other non-clinical populations, tyadlg population samples of at least 1,800
participants (Angst et al., 2002; Ernst & Angst929Fennig, Schwartz, & Bromet, 1994;
Young, Fogg, Scheftner, Keller, & Fawcett, 199Q) there is less support for the second
finding that men tend to forget more episodes thamen (one study found a non-significant
trend in this direction (Fennig et al., 1994)). ther analyses have led to the conclusion that,
whilst there is a sex difference in number of syond reported, it is not of sufficient
magnitude to explain the sex difference in the glewce of depression at diagnostic level

(Fennig et al., 1994; Young et al., 1990).
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In populations of those diagnosed with depressome studies have replicated the
result above, finding that depressed women sc@fgehion depression measures than men
(Kornsteinet al., 1995; Kornsteiat al., 2000) whereas others have found that mén an
women report similar levels of depression and sirmumbers of symptoms (Frank,
Carpenter, & Kupfer, 1988; Hildebrandt, Stage, &#in-Soerensen, 2003; Steer, Beck, &
Brown, 1989; Young, Scheftner, Fawcett, & Klerma90).

In summary, there is some evidence to suggestribatreport fewer depressive
symptoms than females, although this differencight and not of sufficient magnitude to
account for the gender difference in prevalencaepiression.

1.3.4.4. Masculinity and depressive symptoms.

A final group of studies has investigated assammtibetween masculinity and
depressive symptom reporting.

Given evidence to suggest that, when compared thempmen report fewer
symptoms of depression (Section 1.3.4.3.), it chaldhypothesised that higher levels of
masculinity would be associated with fewer repodedressive symptoms (as men are likely
to be more masculine than women). This would alakentheoretical sense given the
theories of masculinity as outlined above (Seclidh3.1.3.), both of which suggest that the
dominant form of masculinity discourages emotiagiression and the admittance of
weakness in men. Men who position themselves closiis dominant form of masculinity
may therefore be less likely to report depressyweptoms (Addis, 2008, Cochrane &
Rabinowitz, 2000). Finally, on the basis of thesmout gender socialisation and negative
affect (Section 1.3.4.1.) it could be hypothesiged men who had been more strongly
socialised to experience negative affect as arajker than sadness, might be likely to score

lower on measures of depression.
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Empirical investigations using measures of gendier erientation — either the BSRI
or the PAQ — have used non-clinical samples (ptignatudents) and the majority have used
samples of both males and females. These studiesdoasistently demonstrated an
association between higher masculinity and fewgonted depressive symptoms in both
male and female populations (Annandale & Hunt, 1E88Gregorio & Carver, 1980; Elpern
& Karp, 1984; Feather, 1985; Lengua & Stormshak®@ i, DiGiuseppe, & Froh, 2006; Lu
& Wu, 1998; Nezu & Nezu, 1987; Nezu, Nezu, & Petarsl986; Sanfilipo, 1994; Stoppard
& Paisley, 1987; Whitley, 1985; Wilson & Cairns,88 Wupperman & Neumann, 2006;
Zeldow, Clark, & Daugherty, 1985).

Studies using measures of gender role conflict¢k@mple the GRCS), again in
predominantly student samples, have found an assmtibetween higher male gender role
conflict and higher reported levels of depressilaZina & Watkins, 1996; Good,
Robertson, Fitzgerald, Stevens, & Bartels, 1996 d>et al., 1995; Good & Wood, 1995;
Mertens, 2001; Simonsen, Blazina, & Watkins, 20803tudy using a measure of Masculine
Gender Role Stress (Eisler & Skidmore, 1987) fotlmvad increased gender role stress was
associated with increased levels of depression.

Finally, the only known study to investigate the@sation between depression and
masculinity, as measured in a neutral fashion ¢udie CMNI), compared scores on the
Brief Symptom Inventory (BSI; Derogatis, 1993) watores on the CMNI in 137 male
students. There was no significant association éetvscores on the depression subscale of
the BSI and the total score on the CMNI. There avagnificant association between total
scores on the CMNI and total scores on the BSi¢chlhias taken to indicate that higher
conformity to male gender role norms was assocmttddincreased psychological distress.
This association, however, was mainly accountedyahe associations with the subscales

of hostility and social comfort (Mahalik et al., @%).
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Theoretical predictions suggest that masculinityilddoe associated with fewer
reported depressive symptoms. Studies found theg masculine individuals, as measured
by measures of gender role orientation, reportagf@epressive symptoms. Studies using
measures of gender role conflict, which are higidgrelated with continuous measures of
masculinity (e.g. Levant, Rankin, Williams, Has&Smalley, 2010; Mahalik et al., 2003)
found that higher gender role conflict was assedatith more reported depressive
symptoms. The one study using a continuous measumasculinity, found no association
between masculinity and reported depressive synmgtom

These differences are most likely due to differenoeghe measures and the
constructs underlying them. In their developmergasures of gender role orientation contain
a bias to the positive attributes of masculinigkiag people to classify personality traits as
socially desirable either for males or females. asculinity scales of these instruments
have consequently been criticised on the basighlegtare simply measures of
instrumentality. In contrast, measures of gendkr conflict are biased towards the negative
aspects of masculinity, focusing on the negativeaah of masculinity on individuals’ lives —
in fact they could themselves be considered messifrdistress — and it is therefore
unsurprising that these correlate positively wéharts of distress on depression measures.
The only measure designed to assess masculinitydrbalanced perspective (the CMNI)

did not find an association between masculinity depression.

In summary, the associations that have been denatetbetween masculinity and
depression appear to be dependent on the measmasotilinity that is chosen. Measures
with a positive bias suggest higher masculinitggsociated with lower depression, measures
with a negative bias suggest higher masculinigssociated with higher depression. There is

little evidence in relation to measures that areemzutral or balanced.
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1.3.4.5. Summary.

Research supports the notion that males and ferasdesocialised differently to the
recognition and expression of emotion; males aseadiraged from expressing emotions such
as sadness and fear and encouraged to express Hngery suggests that this differential
socialisation may impact directly on the experieatemotion, or the perception of
symptoms. By extension, depression would be exgdotbave a different quality in males
and females. Efforts to demonstrate this empiydadive not yielded compelling results,
although there is some evidence to suggest thatrepanmt different and fewer symptoms of
depression. There is also evidence linking masitylia depression, although this is
confounded by bias in measures of masculinity. Hamyea promising avenue of further
research in this area is that provided by a moftigymptom perception, which is the focus of
the next section.

1.3.5. Model of symptom perception.

The model of symptom perception was developedvestigate a female excess of
symptom reporting in general practice compared atem(Gijsbers van Wijk & Kolk, 1997).

It was later suggested that this model might prewd insight into men’s help seeking
behaviours for depression (Moller-Leimkuhler, 2Q@)ecifically, it was proposed that
masculinity or gender role orientation might hamarapact on the factors of the model,
which would consequently influence the perceptibdepressive symptoms. The model in its

original form is outlined below, followed by a rew of relevant evidence.
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Figure 1: Model of symptom perception. From Gijsesn Wijk and Kolk (1997)

1.3.5.1. Qutline of the model.

According to the model (Figure 1), internal infotima is the starting point of

symptom perception. The model rejects the tradalitinear relationship between peripheral

physiological changes and related subjective semsatbut retains the assumption that the

perception of symptoms is preceded by peripheralsosensory stimuli, however mild or

ambiguous. Internal information can be triggeregbysiological fluctuations in normal

bodily processes, emotions, environmental condstion by illness or disease.

The model proposes that the likelihood of thisnmé information reaching the level

of a conscious sensation is affected by two facine first is the quality and quantity of

external information in the environment, whichhsuight to affect attentional demands and

thus the tendency to attend to internal cues. €herdl is a trait-like disposition to focus
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attention internally or externally, known as selexttention to the body. Internal
information that receives an individual's attentierexperienced as a sensation.

According to the model, sensations are attributeahie of three groups of possible
causes: a normal response to environmental condi{lmormalisation), a sign of a somatic
problem (somatic attribution), or a sign of psydutal distress (psychological attribution).
If an individual has experienced a sensation atnidbated it to a psychological or somatic
cause, they perceive a symptom. This percepti@nsyimptom is, in turn, associated with
illness behaviour.

The model also proposes two personality charattesighat influence an individual’s
tendency to attend to their body and also to attelsensations to differing causes.
Somatisation is defined as the tendency to expegien express psychological states as
somatic symptoms. In this model, somatisationasigjint to promote both selective attention
to body and somatic attribution, and hence theekety which individuals perceive somatic
symptoms. According to the model, it may also hakrect influence on symptom
perception, although the mechanism of this effectat explained. Negative affectivity
definedas a general tendency to subjective distress asdtthfaction. It is presumed, in the
model, to increase both selective attention to kanttya psychological attributional style and
is also hypothesised to have a direct effect oreatipsychological distress, i.e. on the input
to the model.

In summary, the model incorporates three dire@rd@hants of symptom perception:
external information, selective attention to boalyd attributional style, as well as two
primarily indirect determinants: negative affedjvand somatisation.

1.3.5.2. Evidence in support of the model of syomptperception

Despite a suggestion that this model may proveulgekexamining men’s help

seeking for depression, it has not been testdusrcontext. In fact, the model as a whole has



Why Don’'t Men Seek Help for Depression? 36

only been tested in a single study, investigateqprting of common physical symptoms.
Whilst there was no evidence in support of the etqubsex difference in symptom reporting,
there was evidence that an association betweearaysymptom reporting was mediated by
selective attention to the body, negative affetstivas well as chronic disease (Kolk,
Hanewald, Schagen, & Gijsbers van Wijk, 2003).

The bulk of the evidence in relation to the motletrefore, considers single factors
included in the model; this evidence is outlinetbtae Evidence relating to masculinity and
the model of symptom perception is drawn from en@deinvestigating masculinity, but also
evidence relating to sex differences. This is bseanf the scarcity of evidence in relation to
masculinity and is based on the assumption (tlsat ahderlies the development of
masculinity measures) that men are likely to beenmasculine than women.

1.3.5.2.1. External Information

The model suggests that external information coegpeith internal information for
attention; it is therefore hypothesised that higheels of external information will be
associated with reduced symptom perception. Exgarial evidence supports this notion:
participants were found to report more symptomsmhstructed to attend to their internal
rather than their external environments (Fillinginfrine, 1986; Padgett & Hill, 1989;
Pennebaker & Lightner, 1980). Studies using a nreasiuexternal information have found
that, as predicted by the model, increased qualtityquantity of external information is
associated with lower levels of both physical syonpteporting (Bekker, Croon, &
Vermaas, 2002; Gijsbers van Wijk, Huisman, & KdlR99; Kolk, Hanewald, Schagen, &
Gijsbers van Wijk, 2003) and depressive symptononteépg (de Rikj, Schreurs, & Bensing,
1999; Kolk, Hanewald, Schagen, & Gijsbers van W2B03). Finally there is also evidence
to suggest that dull occupational and residentiglrenments are associated with increased

symptom reports (Moos & Van Dort, 1977; Wan, 1976).
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In relation to men and masculinity, theories sugtest hegemonic masculinity or
traditional masculinity ideology encourage mendtain power and authority, to be
extremely self-reliant, and to avoid showing emwtidhis suggests that men in general, and
men more closely positioned to these ideals inqadar, might be more likely to work
towards and achieve positions of authority in sgchich are likely to require a significant
time commitment; i.e. to result in a high leveleaternal information. Despite these
assertions, there is no empirical evidence to datnate sex or gender role differences in the
guantity or quality of external information to whindividuals are exposed (Gijsbers van
Wijk & Kolk, 1996; Gijsbers van Wijk, Huisman, & Hio, 1999; Kanner, Coyne, Schaefer, &
Lazarus, 1981; Kohn & MacDonald, 1992; Kolk, Han&ly&chagen, & Gijsbers van Wik,
2003).

1.3.5.2.2. Selective attention to body.

The model suggests that higher levels of seleetitention to the body are associated
with greater symptom perception. In support of #ssertion, higher levels of selective
attention to the body have been associated witleased physical symptom reporting
(Barsky, Goodson, Lane, & Cleary, 1988; Bekker,ddra% Vermaas, 2002; Shields,
Mallory, & Simon, 1989; Spoor, Bekker, Van Heckp@Gn, & Strien, 2005) and increased
depressive symptom reporting (Kolk, Hanewald, Seha& Gijsbers van Wijk, 2003).

In relation to men and masculinity, theory podiattmen are discouraged from
attending to and expressing their emotions an@aceuraged to remain tough and powerful
(e.g. Addis, 2008; Levant et al., 2007). By extensimen in general, and men more closely
positioned to these ideals in particular, wouldeRpected to be less likely to attend to their
bodies than women or men less closely alignedédseimasculine ideals. Empirically,
evidence suggests that women tend to score higaamhen on measures of self-reported

awareness to normal body processes (e.g. BekkeonC& Vermaas, 2002; Gijsbers van
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Wijk & Kolk, 1996; Shields, Mallory, & Simon, 1989Dne study included a measure of
gender role orientation but did not report the esdgmn, just that gender role orientation did
not mediate the sex difference (Gijsbers van WijKé&lk, 1996).

1.3.5.2.3. Symptom attribution.

In the context of the model, symptom attributiom igrocess in which symptoms are
attributed to one of three possible groups of cayseychological, somatic, or normative; the
model hypothesises that tendencies to particupestyf attribution would be associated with
similar tendencies in terms of symptom perceptfotendency to psychological attribution
has been associated with both increased physidallepressive symptom reporting
(Kirmayer & Robbins, 1996; Kolk, Hanewald, Schag&rGijsbers van Wijk, 2003; Robbins
& Kirmayer, 1991). A tendency to somatic attributivas associated with lower depression
scores in two studies (Kirmayer & Robbins, 1996/kKKélanewald, Schagen, & Gijsbers van
Wijk, 2003) and with higher physical symptom repagtin two studies (Bekker, Croon, &
Vermaas, 2002; Spoor, Bekker, Van Heck, Croon, g&e8t 2005), and was unrelated to
symptom reporting in another (Robbins & Kirmaye391). Somatic and normalising
attributions were also associated with a lack obgaition of disorder by GPs, even after
controlling for other factors, including severitiydisorder (Kessler, Lloyd, Lewis, & Gray,
1999).

In relation to men and masculinity, the discouragenof men from expressing their
emotions and showing weakness (e.g. Section 1.Bmight be expected to result in a
reduced tendency to attribute sensations to psgglual causes. Research has shown that
women are more likely than men to favour psychaalgattributions of sensations (Robbins
& Kirmayer, 1991; Gijsbers van Wijk & Kolk, 19968uhereas men are more likely to favour
somatic or normalising attributions (Kirmayer & Rubs, 1996; Kessler, Lloyd, Lewis, &

Gray, 1999). There is no known evidence in relatoomasculinity.
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1.3.5.2.4. Somatisation and negative affectivity.

According to the model, increased levels of negadiffectivity and somatisation are
associated with increased symptom reporting. ReBesaupports this assertion (Bekker,
Croon, & Vermaas, 2002; Gijsbers van Wijk & Koll936; Kolk, Hanewald, Schagen, &
Gijsbers van Wijk, 2003).

Research into sex differences in somatisation tuasd that females score higher on
somatisation than males in both student and pateamples (Rief, Hessel, & Braehler, 2001,
Gijsbers van Wijk & Kolk, 1996). In terms of patbgical levels of somatisation (e.g.
somatisation disorder) females are consistently-oagresented when compared to males
(APA, 1994). With regard to negative affectivitiietfindings are equivocal. Two studies,
using samples of students and staff of a US Methaughiversity and an adult church sample,
found no sex differences in negative affectivitygddbn, Clark, & Tellegen, 1988; Watson &
Pennebaker, 1989), another study using a studerledound the females scored
significantly higher than males on negative affatti(Joiner & Blalock, 1995) and yet
another found no difference between the sexestodent sample, although female patients
scored higher than male patients on negative affgc{Gijsbers van Wijk & Kolk, 1996).
There is no known research with regards to mastykmd these two aspects of the model.

1.3.5.2.5. Summary

In summary, there is preliminary evidence to suppe utility of this model in
explaining symptom perception in general, but itigasions into in relation to men’s
perception of depressive symptoms are in theincya

1.3.6. Why don’t men seek help for depression? Onadl summary.

The literature relating to men’s lack of help segkbehaviour for depression has
been categorised into three groups of studies fifdtegroup investigated sex differences in

help seeking attitudes and behaviours (Sectior2 };3he second group examined
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associations between masculinity and help seektitigdes and behaviours (Section 1.3.2.);
and the third group examined associations betwerngender and the quality or quantity of
depressive symptoms (Section 1.3.4.).

There is evidence to suggest that men are ledy tiken women to perceive a need
for help given a similar level of symptomology. $mhight lead to a reduction in men’s help
seeking behaviour as compared to women’s, althoogitudy has demonstrated this
empirically. There is evidence to suggest that ar@hindividuals higher in masculinity have
poorer attitudes towards seeking psychological ttedp women. Negative attitudes towards
seeking help psychological have been associatédlevit intentions or willingness to seek
psychological help. Despite this evidence, a rekaon exploratory methods and a lack of
emphasis on models of help seeking has led taivellack of attention on the first stage of
the help seeking process: the perception of depesgmptoms themselves. The available
evidence suggests that men are differentially $seto emotion and may therefore
perceive or report different or fewer symptoms epission. Masculinity has been
associated with levels of symptom reporting, altftothis appears to have been confounded
by the instrument used to measure masculinity. & feealso evidence that these differences
in the perception of symptoms may be explained mpdel of symptom perception. This
model of symptom perception constitutes a promisgliingction for future research, making
clear, testable predictions about how, where, amgl agsociations might be found between
variables. However, despite suggestions that ihtrpgove useful in investigating men’s help

seeking for depression, it has not yet been testdus context.

1.4. Aim of The Study
This study seeks to address the lack of theordticaidation of previous research

paradigms by beginning from a clear theoreticaltfors It takes its cue from the fact that all
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models of help seeking begin with the perceptioasarhe kind of symptom. This study
focuses on this first stage of help seeking amdcerned solely with the perception of
depressive symptoms. As outlined above, thereiteate to suggest that there may be a sex
difference in the perception of depressive symptantsevidence to suggest that this may be
associated with masculinity. This study therefanesato test the prediction that masculinity

is associated with differences in the perceptiothefsymptoms of depression. It aims to test
the model of symptom perception outlined above etainine its ability to explain

differences in symptom perception amongst a grdupates.

1.4.1. Research question and hypotheses.

The research question of this study is: “Do thédiscof the model of symptom
perception mediate a relationship between highescolmity and fewer reported depressive
symptoms?”

Eight hypotheses will be tested; an illustratiornoW they fit together is provided in

Figure 2.

H1: Higher masculinity is associated with feweradpd depressive symptoms

H2: Higher masculinity is associated with increasgtkrnal information

H3: Higher masculinity is associated with reductdrdion to the body

H4: Higher masculinity is associated with reducaatiency to psychological attribution
H5: Increased external information is associatdt wiore reported depressive symptoms
H6: Reduced attention to the body is associatel f@wer reported depressive symptoms
H7: Reduced tendency to psychological attributsbagsociated with fewer reported
depressive symptoms

H8: The model provides some explanatory power (H27 mediate H1)
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‘ External
" Information (EIQ)
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Figure 2: lllustration of hypotheses
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2. Method
This section will outline the methodology employsding the study, from ethical

approval through to data analysis.

2.1 Design
The study was cross-sectional and correlationatigusata from a single time point,
and aimed to test whether the factors of the mofisymptom perception mediated any

relationship between masculinity and self-repodepressive symptoms.

2.2 Participants

The study population consisted of males targetsalitih large employers. This
sampling method was chosen so as to recruit agvyaspulation of males. It was recognised
that males who were unable to work as a resulepfaksion or other illness would not be
recruited via this strategy, but it was expected thwould include a broad sample of men
with different levels of depression. Organisatiansoss East Anglia with substantial and
diverse workforces were invited to take part.

2.2.1. Inclusion criteria.

The only inclusion criterion for the study was mgénder.

2.2.2. Exclusion criteria.

There were no exclusion criteria.

2.2.3. Power Calculation.

To achieve adequate power for the study as a wti@esample size had to exceed
that for the test requiring the greatest sample @ee Figure 2). Two statistical procedures
were planned for the analysis; correlations (tb hgpotheses one to seven) and a multiple
regression (to test hypothesis eight). Multipleresgion procedures require larger sample

sizes than correlations, so the power calculaonie study was based on the multiple
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regression analysis planned to test hypothesigd.digthe absence of known pre-existing
data, an estimate of a small to medium effect §ize.09) was used for the purposes of this
calculation. The algorithm for multiple regressemalysis in GPower (Erdfelder, Faul, &
Buchner, 1996), with depression as the dependeiabla and four predictors (masculinity,
external information, selective attention to boalyd attribution), an¥value of.09, an alpha
level of .05 and a power of .95, resulted in amestied sample size of 212 to achieve

adequate power.

2.3 Measures

Whilst age was not relevant to the inclusion oresion criteria of this study, given
the recruitment strategy of targeting potentiatipgrants via employers, it was expected that
the majority of the participants would be adultswairking age. The six measures for this
study (including basic demographic information) evérerefore selected from measures
designed for adults of working age. Copies of abhsures used are provided in Appendix B.

2.3.1. Basic demographic information.

Basic demographic information was collected for puoposes. The first was to
provide a description of the study sample in otdendicate the generalisability of the
results. The second was to explore whether there arey differences in the results based on
these demographic details. Information about agekat, marital status, educational status,
occupational status, cultural background, and Hmaldancome bracket was collected.

2.3.2. Depressive symptoms.

The measure of depression chosen for this studylWwasCenter for Epidemiologic
Studies Depression Scale (CES-D), as it is a wadldated measure for assessing the level of

depression in non-clinical populations.
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2.3.2.1. Center for Epidemiologic Studies Depresstcale (CES-D)

The CES-D was developed to identify depressiohéngeneral population (Radloff,
1977). It has a particular focus on the affectiymmgtoms of depression: depressed mood,
feelings of guilt and worthlessness, feelings dplessness and hopelessness, psychomotor
retardation, loss of appetite, and sleep disturbalhevas argued that these symptoms could
be experienced in the absence of depression, lulthibe countered by positive affect;
accordingly, four items are included to measurs plusitive affect. The 20-item measure
takes around seven minutes to complete and asks tigoprevious week. Examples of the
items are: “| was bothered by things that usuatig’tlbother me” and “I felt hopeful about
the future” (reverse scored). Each item is rated éour point Likert scale ranging from
‘rarely or none of the timab ‘most or all of the time’scored 0-3, except the four positive
items, where this is reversed. The total scoreassim of each of the items; a higher score
indicates higher presence of symptoms. A commuoséd cut-off to indicate probable
depression is 16 (Weissman, Sholomskas, Pottefyesoff, & Locke, 1977).

2.3.2.2. Psychometric properties of the CES-D.

2.3.2.2.1. Reliability

Inter-item reliability estimates for the CES-D ranfgomr = .80 tor = .90 (Radloff,
1977; Roberts, 1980). Test-retest reliability, ased at intervals ranging from two weeks to
one year is estimated betweaen .40 and = .70 (Devinset al., 1988; Radloff, 1977).

2.3.2.2.2. Validity

An early study investigated the content, concurrand discriminate validity of the
CES-D across five populations: a community sampleaently depressed individuals,
individuals in remission from depression, thosehwalicohol problems, and those with a
diagnosis of schizophrenia (Weissman, Sholomskatseyer, Prusoff, & Locke, 1977). In

this study, the CES-D was found to have contendig] its items corresponded to those
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found in other measures of depression and diagnosthuals, such as the Zung depression
scale (Zung, 1965) and the Beck Depression Inverigeck, Ward, Mendelson, Mock, &
Erbaugh, 1961). It correlated highly with other si@@s of depression and correlated more
highly with measures of depression than measurethef disorders. It was also found to
discriminate between the acutely depressed ané thagmission from depression, as well
as between depressed and non-depressed subsaftpleseowith schizophrenia or alcohol
problems. The authors concluded that the CES-Dangmsod measure of symptom level in
general populations and psychiatric populations later study, the CES-D was found to be
highly associated with diagnostic assessment arttiei cases where there were
discrepancies, these were explained by diagnasticgion criteria, other psychiatric
diagnoses, or nay-saying during the interview (Boj@issman, Thompson, & Myers,
1982). Factor analytic studies have repeatedlyddbat a four-factor solution fits the data
well, the factors being: depressed affect, pos#iffect, somatic and retarded activity, and
interpersonal difficulties (Hertzog, van Alstinesdla, Hultsch, & Dixon, 1990; Knight,
Williams, McGee, & Olaman, 1997; Radloff, 1977).

There are limitations of the measure, namely thades not differentiate between
individuals with a primary and secondary diagnadidepression (Weissman, Sholomskas,
Pottenger, Prusoff, & Locke, 1977), that it is hoked with the diagnostic criteria for
depression (as defined by the DSM-IV or ICD10), Hrat is not as sensitive as other
measures in detecting change over time in deprgsgmdations (Eaton, Muntaner, Smith,
Tien, & Ybarra, 2004).

These limitations did not affect the use of therunment in the current study and

hence the instrument was considered appropriates®in this study.
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2.3.3. Masculinity.

A detailed history of the concept and measurememtasculinity is provided in the
Introduction (Section 1.3.3.1.). This discussionaaded that the most reliable and valid
measures of masculinity were continuous measuisedban a theoretical framework of
masculinity. It was also noted that these thecaeframeworks were necessarily specific to
their zeitgeist, so that measures were effectideligned for use in particular populations.
Following this conclusion, the best measure of miasity for the purposes of this study
would be a recent measure designed in the Unitaddm. However, given the relatively
low level of interest in this area as comparechWnited States of America, there are no
recent measures of masculinity designed in theddrifingdom. Measures that were
designed in the United States of America were fobezeghe second best option given the
commonalities of language and some cultural simiggy; although it is recognised that this
option does represent a compromise and that thenengortant differences between the UK
and US populations. This decision left a choiceveen the Brannon Masculinity Scale, the
Conformity to Male Role Norms Inventory, and thel®&Role Norms Inventory — Revised.

The Brannon Masculinity Scale (Brannon & Juni, 198ds 110 items divided into
four factors, which are based on an earlier amalywhat Americans believed a man was
supposed to be, to succeed in, and to want (Brariti6). The scale is designed to tap
endorsement of traditional masculinity ideology a&odsists of statements to be rated on a
seven-point Likert scale. Examples of these statésreze: “I like for a man to look
somewhat tough” and “A real man enjoys a bit ofggamow and then”. The four subscales
are: “no sissy stuff” (consisting of avoiding fenmity and concealing emotions); “the big
wheel” (consisting of being the breadwinner andhbeidmired and respected); “sturdy oak”
(consisting of toughness and the male machine);'gind ‘em hell” (consisting of violence /

adventure). These subscales were found to haveiatteceliability (alphas ranged from .77
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to .87), and the measure as a whole had high miteamsistency (alpha of .95) (Brannon,
Juni, & Grady, undated). The test retest coefficoaer four weeks in a student population
was .92 (Brannon & Juni, 1984). A shorter 58 iterale is available which was found to be
highly correlated with the longer version (Bran®duni, 1984), but does not provide
separate subscale scores. In student samplegdleehas found to be correlated with self-
reported traditional masculine behaviour (Brannodui, 1984), as well as sexist and
homophobic attitudes, so-called Type A behavioeh@viour that is impatient, time-
conscious, competitive, ambitious, business-likel, aggressive), and asymmetrical power
relationships with a female partner (Thompson, &hiis & Pleck, 1985). This measure thus
has a strong theoretical background and data westighat it has adequate reliability and
validity in student populations of the United Staté America. However, it has been noted
that this scale contains redundancy and overlapdmet the subscales that threatens its
construct validity and also that it does not canty assessment of attitudes in relation to
homosexuality, non-relational sex, men’s rightsnen’s privileges, which are considered by
many to be basic dimensions of the male role (Leegal., 1992; Thompson, Pleck, &
Ferrera, 1992). Other difficulties with this scalelude its relative age (it was designed in the
1980s) and that it has only been tested in pomuiatof United States students.

The Conformity to Male Role Norms Inventory (CMMahalik et al., 2003) is again
based on an assessment of American masculine nanth$s designed to assess an
individual's conformity to these norms, asking abiheir behaviour in relation to them.
Example items from the measure are: “I try to avmdhg perceived as gay” and “I make
sure people do as | say”. The theoretical basisdeased from a review of the literature and
two focus groups of psychology students meetingklyder 90 minutes over a period of 8
months. This process resulted in 12 factors whach é&ctor had 12 items. A factor analysis

of this scale, using data from 752 male studerddyred a 94 item instrument with 11
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factors. The 11 factors are winning, emotional oantisk-taking, violence, dominance,
playboy, self-reliance, primacy of work, power oweymen, disdain for homosexuals, and
pursuit of status. The internal consistency coigffitwas .94 for the total CMNI score in a
sample of male and female students; for the subésc¢hé coefficients ranged from .72 to .91.
Test-retest reliability over 2-3 weeks was testedd male students; the alpha coefficient for
the total score was .95 (Mahagkal., 2003). The CMNI also correlated positiveith other
measures of masculinity and the majority of thedtlgpsised relationships between the
subscales of the CMNI and other measures of mawigwere supported (Mahalit al.,
2003).

This measure is strong in terms of its theoretiealis; clearly a great deal of time and
thought has gone in to the measure. That 11 faaters supported by this process supports
the notion that masculinity is a multi-dimensionahstruct and supports the utility of this
measure in tapping 11 of these dimensions. Howdlverguestionnaire was again designed
and validated in an academic environment usingeanadsamples, which is a severe
limitation for a measure designed to assess masiyuln a broader population. The 94-item
guestionnaire also takes a significant amountroétio complete.

Finally, the Male Role Norms Inventory - RevisedRMI-R; Levantet al., 2007) is
an update of the original Male Role Norms Invent@RNI; Levant et al., 1992). These
instruments are designed to assess an individeiatisrsement of traditional masculinity
ideology; they consist of statements about the méwith which respondents rate their
agreement or disagreement. Example items frometvised version are: “homosexuals
should never marry” and “a man should always bebtiss”. Both instruments have seven
subscales and both were derived from a theoretidaiven process in which doctoral
students and faculty staff collaboratively develbgeven domains and wrote items to assess

each. The later revision either selected items fiteeroriginal instrument or wrote new ones.
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The resultant revised instrument (MRNI-R) is a &8n instrument with seven subscales:
avoidance of femininity, fear and hatred of homaesds, extreme self-reliance, aggression,
dominance, non-relational sexuality, and restreegmotionality. Internal consistency
coefficients were .96 in a sample of male and fersaidents (Levarmt al., 2007) and .97 in
a later all male sample of students (Levant, Wirdéitliams, Smalley, & Noronha, 2009).
The measure was also found to correlate signifigavith other measures of masculinity,
including the CMNI and the GRCS (Williams, Small&g¢chmond, & Levant, 2007).

The CMNI and the MRNI-R were both recently devebbpaeasures with good
theoretical bases and good psychometric data. dlseycorrelated well with each other.
Given concerns about the time taken to complet®@igem CMNI, the MRNI-R was
thought the most appropriate measure for the pegpobthe current study.

2.3.3.1. Male Role Norms Inventory — Revised (MRRI)

The MRNI-R (Levant et al., 2007) is a 53-item gumstaire developed as an update
to the original MRNI (Levangt al., 1992). It is based on a theoretically dadidefinition of
traditional masculinity ideology, comprising sew#mains, and assesses level of
endorsement of this traditional masculinity idegloghe instrument consists of 53
statements about traditional masculinity ideolagrpuped into seven subscales: avoidance of
femininity, fear and hatred of homosexuals, extregléreliance, aggression, dominance,
non-relational sexuality, and restrictive emotigiyaRespondents are asked to endorse, or
otherwise, each of the statements by rating theim #ven point Likert scale ranging from 1:
‘strongly disagreeto 7: ‘strongly agreg the centre being 4no opinion. All items are
scored in the same direction; there are no revetsets. Examples of statements included in
the measure are: “homosexuals should never mang™“@aman should always be the boss”.
Subscale and total scores are the mean of thearglé@ems; higher scores indicate higher

endorsement of traditional masculinity ideologyefidare no predetermined cut-off scores.
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2.3.3.2. Psychometric properties of the MRNI-R.

2.3.3.2.1. Reliability

The original MRNI (Levanet al., 1992), was used to investigate a variety of
masculinity ideologies over 15 years (Levant & Ringnd, 2007), providing extensive data
about its reliability and validity. Improved relidéibes were found for the MNRI-R and its
subscales as compared to the MNRI; internal carsigtcoefficients were .96 in a sample of
male and female students (Levantl., 2007) and .97 in a later all male samplstodents
(Levant, Wimer, Williams, Smalley, & Noronha, 2008) later study reported the internal
consistency of each factor; these ranged froma786 (Levant, Rankin, Williams, Hasan, &
Smalley, 2010). A search of papers on the MRNI-@Rrttit reveal any test-retest data.

2.3.3.2.2. Validity

The MRNI-R is based on a theoretical group of sestdsscales which were
developed by staff and postgraduate students ghaerican university. The seven
dimensions have face validity and are similar toehsions of other measures of masculinity.
The factor structure of the MRNI-R was supporte893 undergraduates (including 251
women) (Levant, Rankin, Williams, Hasan, & Small2@;10). In examining concurrent
validity, it was found that the MRNI-R correlatedrsficantly with four other measures of
masculinity (Levant, Rankin, Williams, Hasan, & Shag, 2010). The four measures were
the Male Role Attitudes Scale (Pleck, SonensteiKu&1994b), the CMNI (Mahalikt al.,
2003), the GCRS (O'Neil, Helms, Gable, David, & gtitsman, 1986), and the Normative
Male Alexithymia Scale (Levargt al., 2006). The MRNI-R was also able to discniate
between males and females (males scored highefaéhaaies) and between African
Americans and European Americans (the former sdaigdter than the latter); these findings
are consistent with previous research and providédr support for its validity (Levaset al.

2007).
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2.3.4. Quality and quantity of external information.

As the only available English-language instrumdntsotype, the External
Information Questionnaire (EIQ; Gijsbers van Wijkk&lk, 1996) was chosen to measure
the quality and quantity of external information.

2.3.4.1. External information questionnaire (EIQ).

The EIQ was developed by the proponents of the hraddg/mptom recognition
outlined above (see section 1.3.5.1.), and is aslgam of the External Information Scale (in
Dutch) (van Vliet, 1992) and a Daily Hassles Quaestaire (Vingerhoets, Jeninga, &
Menges, 1987). It contains 18 statements on treuatand diversity of external information
in daily life, rated on a five-point Likert scalanging from hot at all trué to ‘very true.

Ten items are reverse scored and higher scoresatednigher quality and quantity of
external information. Example items from the quastaire are: “today was pretty much the
same as other days” (reverse scored) and “I didhae¢ enough time”. The total score is the
mean of the item scores and there are no predetedneut-off scores.

2.3.4.2. Psychometric properties of the EIQ.

2.3.4.2.1. Reliability

Reliability has been shown to be sufficient, witkernal consistency coefficients of
.77 in a sample of college students (Bekker, Cr&oviermaas, 2002) and .80 in samples of
college students and general practice patientsif@&ig van Wijk & Kolk, 1996). In another
study the internal consistency coefficient wasit/& population of individuals with eating
disorders and in a sample from the general pomatias .67 (Spoor, Bekker, Van Heck,
Croon, & Strien, 2005). The test-retest coefficieas found to be .74 in a sample of 173

students and general practice patients (Gijsberdiigk & Kolk, 1996).
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2.3.4.2.2. Validity

The EIQ has face validity; the items in the measymgear to relate to the quality and
guantity of external information in individuals’ @rmonments. As there are few measures of
this type available, concurrent validity was estdi#d using correlations with diary measures
of number of social roles, hours spent on paid egmpent and hours spent engaged in an
activity (r = .26 tor = .36, all significant; Gijsbers van Wijk, HuismaaKolk, 1999). The
EIQ was also found to have discriminant validityvas independent of personality measures
and independent of most measures of attributia@ywiptoms, although there was a small but
significant correlation with negative affectivitgijsbers van Wijk & Kolk, 1996).

2.3.5. Selective attention to the body.

The instrument chosen to measure selective attetdithe body was the Body
Awareness QuestionnaifBAQ; Shields, Mallory, & Simon, 1989). The two &tructs,
selective attention to the body and body awarerm@esanalogous. A recent review concluded
that only this and one other measure were adegquabtiated measures of body awareness;
the other being a subscale of a larger measureliihett al., 2009).

2.3.5.1. Body Awareness Questionnaire (BAQ)

The BAQ consists of 18 statements relating to rnegloawareness of normal bodily
processes which are not typically associated wiibten or somatic complaint. Examples of
the items are: “I know in advance when I'm gettihg flu” and “I don’t notice seasonal
rhythms and cycles in the way my body functiongvérse scored). Each item is scored on a
seven point Likert scale ranging fromot at all true about ni¢o ‘very true about meltems
are scored 1-7 except one reverse scored itemtotdlescore is the sum of the items. Higher
scores indicate higher body awareness / seledtigrten to the body and there are no

predetermined cut-off scores.
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2.3.5.2. Psychometric properties of the BAQ.

2.3.5.2.1. Reliability

Good internal consistency has been demonstratelda @loefficients ranged from .77
to .83 in a mixed sample of 800 students and adBlgelds et al., 1989). Test-retest data
from a sample of 70 psychology students with aweek interval resulted in an alpha
coefficient of .80 (Shields et al., 1989).

2.3.5.2.2. Validity

The BAQ has face validity; the items appear totesla individuals’ awareness of
their bodies. Tests of convergent validity dematstt significant correlations with measures
of private body consciousness (ramge .48 tor = .66) and with measures of private self
consciousness (range .20 tor = .25) (Shields et al. 1989).Tests of discriminaadtdity
found that correlations with measures of symptoporiéng, neurosis, self-esteem, social
desirability, anxiety, and hypochondriasis werewaslld be expected, mostly low and non-
significant (range = -.15 tor = .28; Shields et al. 1989).

2.3.6. Symptom attribution.

The Symptom Interpretation Questionnaire (SIQ; Robl Kirmayer, 1991), as the
only available measure of its type, was chosendasure symptom attribution for this study.

2.3.6.1. Symptom Interpretation Questionnaire (S1Q

The SIQ assesses individuals’ preferences forreifitetypes of causal explanation for
sensations; their attributional style. It contaangst of 13 statements with a possible
explanation in each of three domains: somatic, lpsipgical, or normal. The order of

presentation of the three domains is varied betwgeestions. An example item is:
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“If | am sweating a lot, | would probably think thi&is because:

1. I must have a fever or infection,

2. I'm anxious or nervous,

3. the room is too warm, I'm overdressed, or wogkioo hard.”

Two versions of the measure have been used inquevesearch: the first asks
respondents to select all possible explanationsdoh question, the second, the forced-
choice version, asks respondents just to selecetson that best corresponds to their
explanation of the condition. The forced choice o used, as the first version appeared to
be confounded by acquiescence bias (Robbins & Kiemd991). Respondents therefore
achieve a total score on each of the three dimegasip to a maximum of 13. Higher scores
on each of the three dimensions indicate a stropigderence for that type of causal
explanation. There are no predetermined cut-offexdAs the hypotheses (H4 and H7;
Section 1.4.1.) related just to psychological latttion, this subscale alone is considered in
the analysis. As the subscales are related, howalare considered in relation to assessing
the instrument’s psychometric properties.

2.3.6.2. Psychometric properties of the SIQ.

2.3.6.2.1. Reliability

Internal consistencies in a family medicine clipapulation were satisfactory
(Cronbach’s alphas were .82 for the psychologicales .63 for the somatic scale, and .65 for
the normalising scale; Robbins & Kirmayer, 1991gsffretest correlations (range .52 tor
= .60) indicated that the scales assessed endutrmigutional styles (Robbins & Kirmayer,
1991).

2.3.6.2.2. Validity

In relation to validity, scores on the psycholog&tribution scale predicted

psychological symptom presentation over the nextrsinths = .07, p <.05) (Robbins &
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Kirmayer, 1991). The psychological scale has beso@ated with iliness worry,
psychological symptoms, psychiatric diagnoses, ataaism, and psychological self-
consciousness (Aronson, Barrett, & Quigley, 200dgnson, 2006; Greer, Halgin, & Harvey,
2004; Kessler, Lloyd, Lewis, & Gray, 1999; Robb&&irmayer, 1991). However, it has
also been associated with poor physical healthhgpdchondriacal tendencies (Robbins &
Kirmayer, 1991), as well as with daily somatic syams and hassles severity and intensity
(Aronson, 2006).

Scores on the somatic attribution scale predicb@dgic symptom presentation over
the next six monthg3(= .30,p = .06) (Robbins & Kirmayer, 1991). The somatic sdas
been associated with somatic symptoms, hypocharadriendencies, somatic symptoms of
anxiety, and chronic physical illness (Aronson, 0Robbins & Kirmayer, 1991). It has
found to be independent of depression, anxietysgcimlogical self-consciousness (Kessler,
Lloyd, Lewis, & Gray, 1999; Robbins & Kirmayer, 189 However, in one study it was also
found to be related to neuroticism and not to sympteporting (Aronson, 2006).

Overall, it appears that the psychological and smnsabscales of the SIQ measure
what they purport to measure; they have convergaidity. However, both subscales also
appear to be associated with more general tendgrioreexample neuroticism, indicating
that they may not have such good discriminant itglids the psychological subscale is the
one of interest in the current study, question®iation to the specificity of its measurement

will affect the interpretation of the results (s&ection 4.3.3.5.).

2.4. Procedure
This section outlines the procedure for the stirtuding the rationale for choosing

an internet based survey, the process of recrutiraad development of the survey.
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2.4.1. Use of internet mediated research.

The use of the internet to conduct psychologicstaech has a number of clear
benefits over the use of traditional postal or faxéace methods. These include the ability to
reach difficult to access groups (e.g. Mann & Stew2900), the reduction of embarrassment
(e.g. Valaitis, & Sword, 2005), the enhancemerdistlosure (e.g. Joinson, 2002), fewer
barriers to participation (such as posting or ayinag appointments) (e.g. Stewart,
Eckermann, & Zhou, 1998), and reduced use of rekeds time per participant (Llieva,
Baron, & Healey, 2002). This study used the intefoletwo main reasons. The first was that
this study required a relatively large sample ofasawho are more difficult to recruit than
females using traditional methods than via therirge(e.g. Holden, Rosenberg, Barker,
Tuhrim, & Brenner, 1993; Smith & Leigh, 1997). Téecond was that the study aimed to
measure symptom perception and the enhancemeirgotdglire in internet situations was
expected to reduce the potential discrepancy betwerceived and reported depressive
symptoms, increasing the validity of the study.

However, use of the internet may have impactecereventual sample of the study.
For example, internet use is associated with agehansehold internet access with education
(ONS, 2006). These factors may influence the gdisakality of the sample (see the
Discussion for further consideration of these iss&®ctions 4.3.1.2. and 4.3.4.).

2.4.2. Recruitment.

The recruitment strategy was to target employeEast Anglia and ask them to
contact their male staff to make them aware ofthdy. With some basic details about the
study employees then made a personal decision ethetmot to take part in the study.

These two parts of the recruitment process arénedtin detail below.
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2.4.2.1. Recruitment of employers.

Medium to large size employers (roughly 40 empleya@awards) across East Anglia
were targeted. This was to maximise the numberdfgypants per recruited employer, and
also to increase the likelihood that there was sminastructure through which employees
could be easily targeted via electronic means. Bygus were selected using the researcher’s
local knowledge, local chambers of commerce merngtargs, and other available electronic
listings of local employers (such as those providgdbcal councils).

Before contacting employers, the researcher exalrihrer website, looking for signs
of an overt commitment to employees, such as meshlgeof the ‘investor in people’
scheme or a statement under the recruitment sediwnresearcher also looked at the
website to determine whether the employer had @nrial communications department. The
researcher then telephoned the employer and aslsggkak to somebody in Internal
Communications, if there was evidence of such adey@nt on the website, or somebody in
Human Resources. The researcher then gave a stroduction, outlining his position at the
University of East Anglia, a brief synopsis of stady, and the purpose of the contact (see
Appendix C for a typical introductory conversatwith employers). The researcher also
attempted to reference any organisational commitimerelation to the wellbeing of the staff
of the organisation, where this had been found.dieof this contact was to determine the
best person to contact about the study, spealeto thpossible, and then send a follow up
email containing further information about the stgskee Appendix D for an outline of the
contents of this email). Following this, the resdar maintained contact with the employers
through follow up emails, telephone calls, teleghoanferences, or meetings in person,
according to the wishes of the employer, untileéhgloyer either agreed or declined to take
part in the study. Contact with employers rangedhfa single telephone call, to around 10

attempts at contact before resolution or cessati@ffort by the researcher.
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Employers were asked to make their staff awar@@®fstudy through existing means
of communication, such as an intranet system, sle¢ter, or a group email system.
Employers were provided with suggested contentitarpan email or on their intranet pages
(Appendix E). This was designed to capture as nmagery as possible and not to highlight the
focus on depression as the aim was to recruit tdepinessed and non-depressed men. The
employers, however, had eventual control over thwim communications and were free to
revise the suggested content as they saw fit. Xtesmteof the commitment asked from
organisations consisted only of planning how totaointheir staff and then providing staff
with basic details about the study and a link eghrvey. Employers were not provided with
any information about their employees’ participatio the survey; they were, however,
provided with a summary of the eventual resulthefstudy (Appendix I).

2.4.2.2. Recruitment of employees.

Employees found out about the study through eghezmail from their employer or a
message on their intranet system. In both casegwkre provided with a short message and
a link to the study website. If they chose to fallthe link, potential participants were
provided with further information about the studigr(more detail see Section 2.4.3.1.) to
enable them to decide whether they, personally]dvdte to take part in the study.
Participation in the study was entirely voluntaagd no information, beyond the final results
of the study, was provided to organisations aboeit employees’ participation. The
guestionnaire battery took about 15 minutes to detapCompletion of this battery marked
the completion of participants’ involvement witretetudy. A summary of the results of the
study was eventually provided on the website orctvparticipants accessed the
guestionnaires (Appendix ).

This recruitment strategy was chosen to accesweassd a population of men as

possible; individuals without access to the inteatdhome commonly access it at work
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(ONS, 2006). Nevertheless, this recruitment stgathd omit certain groups of men, for
example men who were unemployed, those who wetesglloyed or who worked for
smaller employers, and those who did not use tieenat at work. This had a potential
impact on the generalisability of the results (Seetion 4.3.1.).

2.4.2.3. Incentive.

In order to assist recruitment, participants wdfered an incentive to take part. The
winner was drawn at random from those choosingitereéhe competition after completing
the online questionnaires. Participants could cadosomplete the questionnaires without
entering the prize draw. The incentive was mentidmeemployers when discussing their
potential involvement in the study. It was alsodiBeencourage potential participants to read
the information provided by their employer, and wasfocus of the front page of the study
(see Appendix F).

The incentive consisted of entry into a prize dtawvin a ‘Red Letter Day’ voucher
worth £100, which entitled the winner to chooserfrover 100 days out including driving
experiences, light aircraft flying, and wine tagtiifhis choice of incentive was designed to
appeal to as diverse an audience as possible. Maople have heard of Red Letter Days,
and, due to their experiential nature, they dohaste the problem of more materialistic
prizes in that people may already own the itenaddition, many of the Red Letter Day
experiences are likely to appeal to men, for exandpling or flying experiences. Four
experiences that were chosen as examples to dtadtre prize were driving a Lambourghini,
flying a light aircraft, whiskey tasting for twond lunch and the London eye for two. These
were chosen so as to appeal to as diverse an aadisrpossible. Nevertheless, as with any
incentive, the choice of incentive is likely to &apto particular groups of people and is
likely to have had an influence on the sample. Agtiis may influence the generalisability

of the results and the potential impact of thiexplored in the Discussion (Section 4.3.1.3.).
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2.4.3. Survey.

The study was conducted online through a websltedc&urvey Monkey, with which
the University had a subscription. Survey Monkegnsnternet-based tool for creating and
managing internet surveys. It has a simple userfate enabling researchers to construct
surveys with ease and the end product seen byipanis is simple and informal. It allows
the monitoring of participation in real time andoext of results to Microsoft Excel or in tab
delimited form. The survey was designed and managednjunction with the University of
East Anglia Survey Office.

The survey was constructed using a series of inttody pages, followed by the
measures to be completed, then the prize draw @agkBnally a thank you page.

A print out of the survey can be seen in Appendix F

2.4.3.1. Introductory pages.

As noted above (Section 2.4.1.3.), the first page @/picture page designed to attract
potential participants to continue reading. It astesl of four pictures of the types of ‘Red
Letter Day’ activities that could be won: these &pictures from the Red Letter Day website
to illustrate each of the four experiences useekasnples in the text. It also contained a short
paragraph which introduced the study and assocated draw and a button to click for
further information.

The next two pages consisted of the InformatiorPfarticipants documentation, as
approved by the Faculty of Health Ethics Commi{#gpendix G). This information
included contact details for the researchers shpoldential participants have any queries.
The second of these two pages asked whether thendsnt was male and whether they had
read the documentation and agreed to take paneistudy. Participants who answered in the

affirmative were directed to the first page of digess. Participants answering that they did
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not wish to take part in the study were directedight to the thank you page at the end of the
survey.

2.4.3.2. Questionnaires.

The next six pages consisted of the questionntorbe completed. Participants were
not able to proceed to the next page until all gaes had been answered. They could, of
course, close the browser window and cease coraplatiany time.

The first page consisted of the questions relatndgemographic information. These
were, in order: age, relationship status, higheatification, employment status, household
income bracket, and ethnic background (Appendix&ach question had to be answered in
order for the participant to continue, but for gabtlere was an option to respond ‘rather not
say’.

The next five pages consisted of the questionnasesutlined above, one on each
page, in the following order: BAQ, CES-D, EIQ, MRNMhd SIQ (Appendix B). Again, each
of these questions had to be answered before spemdent could proceed to the next page.

2.4.3.3. Prize Draw.

The page following the questionnaires thanked giggnts for completing the
guestionnaires and outlined the terms and conditionthe prize draw. Participants were
asked to respond in one of two ways. Either theyd:decline to take part in the prize draw
and proceed to the thank you page, or they coulfiron that they had read and understood
the terms and conditions for the prize draw andipetheir name, address, and email
address and then proceed to the thank you pages(ippF). The thank you page thanked
participants again for taking part and directedrthe their GP in the first instance should
they have any difficulties or problems that wereught to light by their participation. It also
provided some contact details for useful orgaroseti including the Samaritans for telephone

contact and the Royal College of Psychiatristaueful written information and pamphlets.
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2.5. Ethical Considerations

2.5.1. Ethical approval.

Ethical approval for the study was sought throdghWniversity of East Anglia
Faculty of Health Ethics Committee. The papers vger to the meeting of 3@uly 2009.

A number of minor amendments were suggested bgtthes committee, which were
detailed in a letter of fLAugust 2009. A response was sent to the comntittebe
researcher on the same day" Bugust 2009. Final ethical approval was receivedd
September 2009. Copies of all letters relatindneogdrocess of ethical approval are shown in
Appendix H.

2.5.2. Informed consent.

Before participants were able to participate inghaly, they were provided with
detailed information about the study. This inforimatsheet was approved by the Faculty of
Health Ethics Committee and was presented at th@hie@g of the online survey (see
Section 2.4.3.). Participants were asked to tibkxaconfirming that they had read and
understood the study information and that they entesl to take part in the study. Only after
they had ticked this box did the website allow thtemproceed to filling in the questionnaires
online. These procedures were designed to ensatr@aticipants were aware of their
commitment before completing the survey. Theseqmores were the most robust possible,
given that there was no contact between reseaattteparticipant unless initiated by
participants themselves.

2.5.3. Confidentiality.

There was no direct contact between participardsesearchers (unless initiated by
participants) and participants were not asked ¢oigde any personal information whatsoever
as a part of the study. If participants wishedatetpart in the prize draw, they were asked to

provide their name, address, and email addrese ecdata had been downloaded from
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Survey Monkey, these details were separated frenstiindy data and no link was retained
between the two data sets. The two data sets weerlsecurely. Data relating to the prize
draw were destroyed once the prize draw had bempleted, with the exception of the
winner, whose information was kept for two month®irder to demonstrate the legitimacy of
the prize draw to anybody enquiring after suchrmi@ation.

2.5.4. Security of data.

The survey provider, Survey Monkey, is a securesitelwhich operates a secure
password-protected service. The data were managattordance with Data protection
legislation and only the University Survey Officadethe researcher had access to download
the data. The data were stored securely on thaness’s computer, and erased 18 months
after completion of the study.

2.5.5. Debriefing.

In anticipation of any cases where completion efdhestionnaire may have led
participants to distress, recognition of depressmorsome other quest for further knowledge,
a debriefing page was provided at the end of tineesu It suggested that concerned
participants contact their GP or NHS Direct in tingt instance. It also provided contact
numbers for the Samaritans, for telephone suppodthe Royal College of Psychiatrists for

written information and useful pamphlets.

2.6. Data Management

2.6.1. Management.

At the end of the recruitment phase of the studya dvere downloaded from Survey
Monkey into a Microsoft Excel spreadsheet and thdysdata and personal data were
separated as detailed above (see Section 2.5 stlidy data were then screened and

prepared as detailed in the Results section bedew $ection 3.1.).
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2.6.2. Statistical analysis.

The statistical model tested derives from Baronl&edny (1986) and is outlined in
Figure 2. The aim of the study was to assess theeddo which any association found
between higher masculinity (MRNI-R) and fewer gelported depressive symptoms (CES-
D) was mediated by the factors of the model of 9pmpexperience (EIQ, BAQ and SIQ).
Thus, the first association to be tested was theeledion between depressive symptoms
(CES-D) and masculinity (MRNI-R). Correlations welso conducted to examine the
association between masculinity and the factoth®model (H2, H3, and H4), and between
the factors of the model and depressive symptomwrtieg (H5, H6, and H7). If there was a
significant association between masculinity andreéegion (H1) the degree to which this
association was mediated by the other associaftd®so H7) would be tested using multiple
regression (H8); CES-D was the dependent varialie the other four variables were

independent variables. All data were analysed &&8S for windows, version 16.0.
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3. Results
This section will outline the results of the studie section is organised into seven
sections, covering data screening and preparaggppnse rates, demographic data, internal
consistency of measures, data distribution andtoamation, descriptive data, and

hypothesis testing.

3.1. Data screening and preparation

The study data set was screened in Microsoft Exaelall records where participants
had ceased completion of the survey prior to piogid¢onsent to take part were removed,;
this amounted to 23 records (7% of all those bagmthe survey). Six test records
completed by the researcher and the researchers\ssor prior to the survey going live
were also removed. All data were transformed intmeric data, all text string data being
removed; for example the strin§trongly agreewas transformed to the number ‘7’ on the
MRNI-R, which is the number assigned by the meaBurthe purposes of calculation. All
missing data were coded as the number ‘999’ torerditferentiation between missing data
and blank cells for some other reason. Whilst theeyy had been designed to avoid missing
data during completion of the questionnaires, @nldhgest measure (MRNI-R) it appeared
that 11 participants had clicked the same resptmnak 53 items on the questionnaire to
enable them to proceed to the next page. Thesenssp were coded as missing data. This
did not appear to have occurred on any of the atteasures, which were all shorter. Finally,
the column labels were formatted and checked tareres clean import. Data were then
imported into SPSS Version 16. Data and data lakets checked and text strings were
associated with integers where appropriate (ergade categories and household income

bracket). This data set was saved as the ‘origiah set.
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After this, a new ‘compiled’ data set was createwhich total scores were calculated
for each measure taking into account the scorisguations (for example reverse scoring of
items). This procedure was checked and rerun torernike accuracy of this process. This

‘compiled data set’ was used for all analyses.

3.2. Response Rates

Response rates for the study are divided into eyepleesponse rates and participant
response rates.

3.2.1. Employer response rates.

Forty-eight employers were approached during thig@déetween December 2009
and March 2010. A total of six employers agreedadicipate in the study (13% of those
approached). Of those not participating in the gteteven employers (23%) said that they
did not wish to participate. The remaining 31 empls (64%) did not return messages or
contacts by the researcher, in one case evenagfteeing to participate.

3.2.2. Participant response rates.

Out of the six employers agreeing to participatetal of 348 individuals started the
survey, 325 (93%) of whom consented to particip8ies sample of 325 participants
constituted the study sample. Fourteen (4%) ppeits provided no further information
after consenting to participate, 71 (22%) partiniggprovided partial information, and 240
(74%) participants completed all questionnaireer&€hs no way to determine the overall
numbers of individuals who viewed the emails ortpas intranet servers, and thus no way
to determine the proportion of responders to n@peaders. Participants were not
encouraged to forward information about the stadgther contacts, so the majority of
participants were expected to be employed by tha@yars recruited to the study. However,

that some participants reported being unemploydtoremakers suggests that the survey
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was forwarded by some participants to people oatsfdhe six employers agreeing to
participate.

Analyses were conducted using the entire study EarBach analysis was conducted
with all participants providing data necessarytha analysis. To illustrate, the association
between demographic data and depression was c@ddusing data from 273 participants
providing these data, whereas the association leetwesculinity and depression was
conducted using data from 240 participants who idex’both masculinity and depression

data.

3.3. Demographic Data

3.3.1. Employer demographics.

Employer demographics are shown in Table 1, ardngerder of approximate
number of employees. As the table illustrates gheas variety in terms of sector, industry,
and size. However, the largest employer by a sobatamargin was the county council and it
is therefore likely that a greater number of pgytats were recruited from this employer
than the others. As participants were not askgutdeide information about their employer,
accurate data is unavailable. However, a simplbabitity calculation suggests that, given
equal likelihood of participation across employéing proportion of the sample arising from

the county council was 92%, or 299 of the studyarof 325.
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Table 1: Demographics of employers

Employer Sector Industry Approx NumbeMethod of Staff
of Employees  Recruitment
1 Public County Council 12,000 Intranet Post
2 Third/Voluntary Housing 300 Intranet Post
3 Private Engineering 260 Intranet Post
4 NDPB* Regional Development 230 Intranet Post
5 Private Financial (Insurance) 160 Circular Email
6 Private Electronics Retalil 40 Circular Email

*NDPB: Non-Departmental Public Body

3.3.2. Participant demographics.

Table 2 presents the demographic characteristittseectudy sample. Participants
were requested to select an age bracket ratheetitantheir exact age, so the mean age of
the study sample was estimated at 41 yesltrs{12). The majority of the sample (89%) was
aged between 20 and 59 and was in full time woB4q8just 2% was not working). The
sample was well educated, almost half (48%) hdelaat a degree level qualification. The
sample also had high household incomes. PartiGgpaate requested to select an income
bracket rather than enter their exact income, sartban household income was estimated at
around £41,000; 62% of the sample had a househoturie of greater than £30,000. Around
half the participants were married or in a civittparship (51%) and the majority identified

as White British (88%)).
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Table 2: Demographic characteristics of the stuadgEe

EMPLOYMENT N Percentage of sample
Full Time Work 279 85.8

Part Time Work 24 7.4
Homemaker 1 3

Retired 1 3

Student 1 3
Unemployed 4 1.2

Missing data 15 4.6

HIGHEST QUALIFICATION

Post-graduate level 50 15.4
Degree or graduate level 107 32.9
Vocational level 85 26.2
A-Level 36 111
GCSE Level 27 8.3
No formal qualifications 3 9
Missing Data 17 5.2
HOUSEHOLD INCOME

Under £10,000 4 1.2
£10,000-£14,999 8 2.5
£15,000-£19,999 32 9.8
£20,000-£24,999 32 9.8
£25,000-£29,999 27 8.3
£30,000-£39,999 67 20.6
£40,000-£49,999 56 17.2
£50,000-£74,999 61 18.8
£75,000-£99,999 13 4.0
Over £100,000 5 1.5

Missing Data 20 6.1




Table 2 (contd): Demographic characteristics ofstuely sample
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RELATIONSHIP STATUS N Percentage of sample
Single 57 17.5
Boyfriend / Girlfriend 30 9.2
Cohabiting 46 14.2
Married / Civil Partnership 165 50.8
Divorced 11 3.4
Widowed 1 0.3
Missing Data 14 14.6
ETHNICITY

White British 287 88.3
White Irish 4 1.2
Any other White background 7 2.2
Black or Black British Caribbean 1 3
Indian 1 3
Pakistani 1 3
Mixed White and Black Caribbean 2 .6
Mixed White and Asian 1 3
Any other mixed background 3 9
Missing Data 18 5.5

3.4. Internal Consistency of Measures

The internal consistency of each measure usedsrstindy was calculated using

Cronbach’s alphas; results are presented in Table&BAQ, CES-D and MRNI-R all had

satisfactory internal consistency, with alphas nagdrom .85 to .97. The EIQ had an internal

consistency of .66 which is just lower than thealsut-off of .70 (Nunnally, 1978). This

suggests that the items of the EIQ may measure tharneone construct. As it is close to the

cut-off, data from the measure will be exploredhia results, but there is further exploration
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of the possible difficulties with the instrumenttire Discussion (Section 4.3.3.3.). The SIQ
Psychological, the subscale of interest in theenurstudy had an alpha of .75, which is
satisfactory, and the SIQ normal subscale alscahsatisfactory alpha level of .74. The SIQ
somatic, however, had a very low alpha level of v@ich suggests either that the included
items are not measuring the same construct, othbeg are very few items comprising this
subscale (i.e. that few responses indicate a somatitibution). In this case the latter
explanation is more likely given the mean scorehimm subscale (see Section 3.6.). As the
psychological subscale is of interest in this stuldig low alpha level for this reason is not of

concern.

Table 3: Internal consistency of measures useklisnstudy

Measure Cronbach’s Alpha N
BAQ Total .85 284
CES-D Total 94 273
EIQ Total .66 270
MRNI Total .97 255
SIQ Psychological 75 240
SIQ Somatic .53 240
SIQ Normal 74 240

3.5. Data Distribution and Transformation
The distribution and transformation, where applieabf each variable is described in

turn below.
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3.5.1. Depression scores.

Scores on the CES-D were positively skewed, beimgiered at the lower end of the
distribution, and were leptokurtic, having greatariation on the vertical than the horizontal
axis. Various transformations were tested to attemppproximate a normal distribution, the
best, as ascertained by visual inspection of hiatng, being the fourth root of the scores
plus a constant to make them non-zero. Howeven after this transformation the
distribution remained significantly different fronormal,Shapiro-Wille73=.98,p = .002. In
the light of these considerations, scores wereoegglin relation to other variables primarily
via non-parametric analyses. For reasons of cosqarsome analyses were conducted via
dichotomising the scores (depressed and non-deghessing the commonly accepted cut-
off score of 16 to indicate probable diagnosticrdepion (Radloff, 1977).

3.5.2. Masculinity scores.

Scores on the MRNI-R were not skewed but were klatic. Any transformation
designed to reduce the kurtosis of the distribuindroduced skewness; there was no way to
transform the data to a normal distribution. Agsuit, masculinity scores were explored via
non-parametric analyses.

3.5.3. External information scores.

Scores on the EIQ were negatively skewed. Thewata reflected and then
transformed using the natural logarithm. Data vikea reflected back so that higher values
continued to represent higher scores on the EI@@. rBsulted in a normal distribution, with
negligible skewness and kurtosghapiro-Willke70=.994,p = .408.

3.5.4. Selective attention to body scores.

Scores on the BAQ were normally distributed andefoee no transformation was

necessary.
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3.5.5. Symptom attribution scores.

Scores on the three subscales of the SIQ were skélase on the psychological and
somatic subscales were positively skewed and thiwske normal subscale were negatively
skewed. There was no way to transform the subsdateerest in the current study, the
psychological subscale, to a normal distributionede data were again explored using non-
parametric analyses.

3.5.6. Summary

Only one of the five variables of the study produeenormal distribution and one
further variable could be transformed to a normstiridution. The two main variables,
depression and masculinity were non-normal. Theritgjof the analyses conducted to test
the hypotheses were therefore conducted using acar¥etric analyses, specifically
Spearman’s correlations. Where other statisticibt@ere used these are detailed in the

relevant sections.

3.6. Descriptive Data

Table 4 presents descriptive data for each measaein the study. The numbers of
people completing these measures are providecifirthl column, the variation reflects the
attrition of the sample as the survey continued Gection 3.2.2.). Further exploration of

each measure in relation to demographic data Isvedtbelow.
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Table 4: Descriptive data for measures used irstiingy

MEASURE Mean SD Range N
CES-D 13.6 11.6 0-54 273
MRNI-R 2.7 .90 1.1-51 240
EIQ 3.12 A7 16-4.2 270
BAQ 71.6 17.2 27 -115 284
SIQ

Psychological 2.9 2.4 0-13 240

Somatic 1.9 1.7 1-11 240

Normative 8.1 2.8 1-13 240

3.6.1. Depression scores.

The mean depression score, as measured by the C&&s[13.6. Almost one third
(31%) of respondents scored 16 or above, this kbmgut-off traditionally used to indicate
probable depression at diagnostic threshold (RedI®77). In relation to previous research,
these depression levels are unusually high; imnitial validation study conducted in the US,
which was presented by ethnicity, the white subdarngd a mean of 8.9 on the CES-D,
17.8% scoring 16 or above (Radloff, 1977). A simdamparison can be drawn to a more
recent UK sample of civil servants where 15.0% addr6 or more on the CES-D (Akbaraly
et al., 2009). Finally, the depression scoresimghmple are high in comparison to male
samples: males in a community sample in Los Angélmaty, US had a mean CES-D score
of 7.6 with 12.9% reaching the threshold of 16 @ren(Frerichs, Aneshensel, & Clark,
1981), and in another US community sample the me&en7.90 (Weissman, Sholomskas,
Pottenger, Prusoff, & Locke, 1977). It seems thatpopulation of the current study were

substantially more depressed than is usual in achoital population.
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There were no significant differences in depressmores in terms of employment
status, highest qualification, or ethnicity. Prexdaesearch found that people who were
unemployed and had few qualifications tended toeshagh on the CES-D (e.g. Akbaraly et
al., 2009; Frerichs, Aneshensel, & Clark, 1981} trat these factors mediated differences
between ethnic groups (e.g. Frerichs, Aneshens€llagk, 1981). The relative homogeneity
of the sample with regards to these variables mplae the lack of findings in relation to
these variables in the current study.

In the current study younger age groups were saamftly more likely to report
depressive symptombl(7)=14.2,p = 0.047. This is consistent with previous studileging
that, within working age samples, younger peopéenaore likely to report symptoms of
depression on the CES-D (e.g. Akbaraly et al., 260&ichs, Aneshensel, & Clark, 1981).

Single, divorced, and widowed men had significahtgher depression scores than
those in relationships, Mann Whitney & -3.35,p = .001, which is consistent with previous
research (e.g. Akbaraly et al., 2009; Dershem,états/ski, & O'Brien, 1996; Radloff,
1977).

Finally, men with lower household incomes (unded,080) had significantly higher
depression scores than those with higher houseéhobdthes, Mann Whitney W=-2.37,p =
.018, which is again consistent with previous redeée.g. Akbaraly et al., 2009; Radloff,
1977).

Overall, the majority of the associations betweeprdssion and demographic
variables found in the current study were conststeth previous research. However,
depression scores in the current study appearedasutally higher than would be expected

in non-clinical populations based on previous regea
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3.6.2. Masculinity scores.

The MRNI-R has seven subscales, a structure thetwafirmed by a principle-axis
factor analysis in a study of college students @rgyRankin, Williams, Hasan, & Smalley,
2010). In order to explore these subscales indhge of this study, a principle axis analysis
of the scores on the individual items was carriet] conducted in the same way as for the
validation of the measure. Just one factor emenghoth accounted for 62% of the variance.
This suggested that, contrary to previous researchjs sample all subscales measured a
single construct. Consequently, the subscales m@reonsidered in further analyses.

Total scores on the MRNI-R range between one anehséhe mean in the current
study was 2.7. In samples of American college rt@a| scores on the MRNI-R averaged
3.7 (Levant et al., 2007), and 3.6 (Levant, WinwilJiams, Smalley, & Noronha, 2009).
Thus, the mean score on the MRNI-R in the curremyswas substantially lower than the
mean of previous samples. Had the distributiorhefMRNI-R total scores in this study been
normal, it would have been possible to statistycatimpare the distributions of this study to
those of previous studies using t-tests (using saatple’s size, mean, and standard
deviation). As the distribution of scores in thereat study (as illustrated in Figure 3) was
non-normal, this was not possible. Estimates basdtie differences of the means and the
spread of the two distributions suggests that tfierdnces between the distributions are

likely to be significant.
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Figure 3: Histogram illustrating the distributiontotal scores on the MRNI-R

Further analysis of the responses to the MRNI-R eealucted by collapsing across
guestion and respondent: 240 participants comphkaté8 items of the MRNI-R providing a
total of 12720 responses to the items of the MRNEHO x 53 = 12720). A bar graph
illustrating these responses is shown in FigurBs graph presents a picture of general
disagreement with the statements of the measueg;ame third (37%) were rated 1, or
‘strongly disagree’. No previous research has repldvIRNI-R scores in this way, so there is
little with which to compare this data.
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Figure 4: Bar chart of MRNI-R responses collapsgdss question and participant
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There were no significant differences in mascufisitores across age groups,
relationship status, work status, household inclawel, or ethnicity. Males who had more
gualifications, however, were found to score lomeithe MRNI-R than males with fewer
gualifications,H(5)=17.31,p = .004, indicating that they endorsed traditiamalsculinity
ideology to a lesser extent. These findings aradiyoconsistent with other studies where
masculinity scores were found to be independeafef socio-economic status, income, and
relationship status; having fewer qualificationewever, was associated with higher
masculinity scores (e.g. Levant & Richmond, 200&hslik, Burns, & Syzdek, 2007). In one
study, there were significant differences betweaénie groups (Levant & Richmond, 2007);
the lack of a significant relationship between nudiscty and ethnic group in this study may
be due to the relative homogeneity of this studgmsiple in relation to ethnicity.

Overall, scores on the MRNI-R are lower than wdagdexpected given previous
research and appear to have a different factoctstiel The associations between masculinity
and demographic variables, however, are broadlgistent with previous literature.

3.6.3. External information scores.

The mean score on the EIQ was 3.12. Previous i&@seamg this measure,
conducted in samples of students and patientsiiNgtherlands, produced means of between
3.5 and 3.7 (Gijsbers van Wijk, Huisman, & Kolk,989 Gijsbers van Wijk & Kolk, 1996;
Kolk, Hanewald, Schagen, & Gijsbers van Wijk, 2Q0B)o of these studies reported means
for the male subsample, which were 3.5 and 3.7ecsly (Gijsbers van Wijk & Kolk,

1996; Gijsbers van Wijk, Huisman, & Kolk, 1999). Whthe mean of the current study is
lower than that of previous research, this measadd be expected to be sensitive to
differences in sample population (i.e. studentsepts, and working age adults recruited via

employers).
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There were no significant differences in EIQ scane®rms of highest qualification,
employment status, or ethnicity. EIQ scores wegaiicantly higher with increasing age,
(7,262) = 2.40p = .021, and significantly higher with increasingusehold income,
F(9,255)=3.02p = .002. Scores were also significantly associatil niglationship status,
F(5,264)=3.85p = .002; those in relationships (particularly thege were married or in
civil partnerships) scored higher than those wheeveengle or divorced.

Only one study was found that reported demogragésociations with EIQ scores.
This was conducted in a sample of patients of waykige (68% employed) and found that
younger age was associated with higher EIQ scasewas higher socio-economic status
(Kolk, Hanewald, Schagen, & Gijsbers van Wijk, 2R0mhe latter finding parallels that of
the current study, but the former is inconsisteiti the results of this study.

Overall, the relative lack of previous researcimgghis measure makes comparison
with previous samples difficult. Nevertheless,aed appear that scores on the EIQ were
lower than in previous samples.

3.6.4. Selective attention to the body scores.

The mean score on the BAQ in the current study#ta6. This is substantially lower
than has been the case in previous research: messsn one study for male students and a
convenience sample of male adults were 99.8 arGirg@gpectively (Shields, Mallory, &
Simon, 1989) and the mean score of male studemtsather study was 82.3 (Shields &
Simon, 1991).

There were no significant differences in BAQ scdrgsge, relationship status,
employment status, household income or ethnicityer@ was a significant difference in
BAQ scores in terms of highest qualificati®i{5,275)=2.27p = .048, however, this
difference was no longer significant after exclygihree participants (approximately 1% of

the 284 participants providing BAQ data) who hadermal qualifications (all of whom had
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low BAQ scores). These findings are consistent wrdvious research which found that
BAQ scores were independent of age, ethnicity,asecbnomic status, and education level
(Barsky, Goodson, Lane, & Cleary, 1988; Shieldslldfg, & Simon, 1989).

3.6.5. Symptom attribution scores.

The SIQ has no total score, just three subscakescpsychological, somatic, and
normal. Mean scores on these three subscales wesestent with previous literature (e.qg.
Robbins & Kirmayer, 1991) with higher scores on tleemal than the other two subscales.
Given the forced-choice nature of the scale, cati@is between the subscales would be
expected: the normal attribution score was sigaifity negatively correlated with both the
psychologicalSpearman’s Rha78,p < .01, and the somatic attribution scoi®gsearman’s
Rho=-.54,p < .01. Somatic and psychological attribution ssawere unrelatecgpearman’s
Rho=-.013,p = .84. The subscale of interest to this studheésgsychological subscale and
this subscale alone is considered in the resuleswoe

There were no significant differences in psychatagattribution scores in relation to
age, relationship status, highest qualificationplelyment status, or ethnicity. There was a
significant difference in terms of household incoi€)=24.02 p = .004, those on higher
incomes less prone to psychological attributionisTébroadly consistent with previous
research, which found that psychological attributieas independent of age, education,
family income, and relationship status (KirmayeR&bbins, 1996; Robbins & Kirmayer,

1991).

3.7. Research Question and Hypotheses
Given the non-normal nature of the bulk of the ailes, the majority of the analyses
conducted to test the hypotheses were non-paranetnature. Table 5 presents correlation

coefficients calculated using Spearman’s rho. Theseelational analyses were supported by
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other analyses where appropriate as detailed isgbions below. An illustration of these

findings in relation to the hypotheses is providéthe end of this section in Figure 6.

Table 5: Bivariate correlation matrix presenting&mnan’s rho coefficients

Measure CES-D MRNI-R EIQ BAQ SIQ Psych.
CES-D -- .072 -.310** .248** .392**
MRNI-R -- -.142* 129* -.042

EIQ -- -.125* -.058
BAQ -- .144*

SIQ Psych. --

Note: * significant ap < .05 (two-tailed) ** significant ap < .01 (two-tailed).

3.7.1. Hypothesis one.

Hypothesis one predicted that masculinity scoresglavbe inversely associated with
depression scores. The correlational analysis €Mapusing Spearman’s correlation
coefficient did not reveal a significant correlatioetween the two variablagazs)=.072,p
=.265. This finding is contrary to hypothesis ond YHI o substantiate this finding, a linear
regression analysis was also conducted, which regjuot that the distributions of the
variables themselves are normal, but that the waetscare normally distributed. Inputting
CES-D total score as the dependent variable and MRNotal as the independent variable
resulted in a skewed distribution of residuals;deethe assumptions of the test were not met.
After base 10 log transformation of both variabtes, distribution of the residuals met the
criteria of the test (i.e. they approximated a ralrdistribution). Again, contrary to
hypothesis one, no association was found betweascuhiaity and depression scores,
rz(l):.004,p =.31. A visual representation of this finding is g@ated in the scatterplot of

Figure 5.
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Figure 5: Scatterplot of depression and masculsstyres

3.7.2. Hypotheses two to four
In order to test hypotheses two to four; that highasculinity would be associated with
increased external information (H2), reduced selecttention to the body (H3), and
reduced tendency to psychological attribution (H)relational analyses were conducted
between the MRNI-R, the EIQ, the BAQ, and the S9dhological. These correlations are
presented in the correlation matrix of Table 5.Hdéigmasculinity scores were found to be
significantly associated with reduced external infation,r3g=-.142,p =.028 and
increased selective attention to the bogyg=.129,p =.046. These findings are contrary to
H2 and H3 respectively. No association was fourtdiéen masculinity and psychological

symptom attribution2z4=-.042,p =.52, thus there was no support for H4.
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3.7.3. Hypotheses five to seven.

Hypotheses five to seven, that increased extemf@mation (H5), reduced selective
attention to the body (H6), and reduced propersiysychological attribution (H7) would all
be associated with fewer reported depressive symgpteere tested using Spearman’s
correlations as presented in Table 5. All threedtlypses were supported by the data:
increased external informationzesy=-.310, p <.0005, reduced selective attention ¢doidy,
reriy=-248, p <.0005, and reduced propensity to psychodd attribution f 2497=.392, p
<.0005, were all associated with fewer reportedeegive symptoms.

3.7.4. Hypothesis eight.

In the absence of an association between masgudind depressive symptoms (H1)
it was not possible to test the mediating poweheffactors of the model in explaining this
association. Nevertheless, it was possible to exanhie variance in depression scores
explained by the factors of the model, using linegression. In the analysis, CES-D Total
score was the dependent variable; EIQ Total, BAG@lITand SIQ Psychological scores
being inputted as the independent variables. Téiduals were normally distributed
indicating that the assumptions of the linear regjign model had been met. The results of
the analysis are presented in Table 6. Each dhtiee independent variables added
significant predictive power to the model and tbgetthey explained around 38% of the

variance in depression scores.



Why Don’'t Men Seek Help for Depression? 85

Table 6: Linear regression model showing predictdidepression scores

MEASURE B SEb B
Constant 26.19 4.88

EIQ -.46 .07 -.34**
BAQ 10 .04 A5%
SIQ Psychological 2.03 .25 A2%*

R® = .384, *p <.01, ** p <.001

3.7.5. Summary of results relating to hypotheses.

No relationship was found between masculinity aeprdssive symptoms, contrary to
hypothesis (H1). Masculinity was associated wittueed external information (contrary to
H2), increased selective attention to the bodytfeoy to H3), and not associated with
tendency to psychological attribution (contrary-). The factors of the model of symptom
were associated with depressive symptoms in thethggised directions (H5, H6, and H7)
and together accounted for 38% of the varianceepreksive symptom scores. Given a lack
of association between masculinity and depres#iovgs not possible to test the mediation
of the factors of the model in relation to thisagation (H8). These findings are illustrated

in Figure 6.
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Figure 6: lllustration of results showing significe&Spearman’s correlations.
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4. Discussion

This study aimed to examine the impact of masdyliom the perception of
depressive symptoms using a model of symptom peocefGGijsbers van Wijk & Kolk,

1997). It was hypothesised that higher masculwibyld be associated with fewer reported
depressive symptoms and that this association wmailtiediated by the factors of the model:
external information, selective attention to boakygd symptom attribution.

Contrary to hypothesis, there was no associatibndsn masculinity and reported
depressive symptoms. Also contrary to hypothesasaumlinity was found to be associated
with heightened rather than reduced symptom peaarepthe factors of the model were
found to be associated with depression in the ngsised directions and the model
accounted for 38% of the variance in depressivepsym reporting. On the basis of these
results, it is concluded that men’s lack of helpkseg for depression is not likely to be due to
differences in symptom perception.

The Discussion section will explore these resultdatail, before discussing the
conclusions drawn from these results in the cordégrevious research as outlined in the
Introduction. The strengths and weaknesses ofttltly sre then explored, followed by a
detailed examination of two aspects of the stuidg:validity of the measure of masculinity in
the study population and the model of symptom paioe used in the study. The findings
are then explored in relation to clinical practaced consideration is given to

recommendations for future research. The sectids @ith overall conclusions.

4.1. Summary of Results
This section will explore the findings of the curtetudy in the context of the
hypotheses and relevant literature. There are geetons which consider the hypotheses of

the study: masculinity and depression, masculiitg symptom perception, and symptom
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perception and depression. The final section pes/ath overall summary of the findings and
draws conclusions on this basis. The subsequetibs€8ection 4.2.) examines these
conclusions in the context of the literature owtinn the Introduction.

4.1.1. Masculinity and depression.

It was hypothesised that men endorsing traditiomadculinity ideology to a greater
extent would report fewer depressive symptoms thain counterparts endorsing it to a
lesser extent. However, no significant associatras found between masculinity and
depression. This finding is explored below.

Given evidence to suggest that, when compared thempmen report fewer
symptoms of depression (Section 1.3.4.3.), it wgmthesised that higher levels of
masculinity would be associated with fewer repodedressive symptoms (as men are likely
to be more masculine than women). This hypotheasalso supported by the theories of
masculinity as outlined above (Section 1.3.3.1[8jh of which suggested that the dominant
form of masculinity discourages emotional expressinod the admittance of weakness in
men. It was hypothesised that men who position fedves closer to this dominant form of
masculinity would therefore be less likely to rejaepressive symptoms. Finally, theories
about the socialisation of emotion expression (Bedt.3.4.1.) suggested that men who had
been more strongly socialised to experience negjafifect as anger rather than sadness,
might be likely to score lower on measures of dego.

It was noted (in Section 1.3.4.3.) that the mayaoit previous research exploring the
relationship between masculinity and depressivepsgms had used either measures of
gender role orientation (such as the BSRI and &@)Rr measures of gender role conflict
(such as the GCRS). The bias of these measure®rther to the positive aspects of
masculinity (i.e. instrumentality) and the latterthe negative aspects (i.e. distress associated

with the male gender role) confounded the resdlfg@vious research. Positive aspects of
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masculinity were associated with lower depresstaels, whereas negative aspects of
masculinity were associated with higher depreskweels. The only known previous study to
investigate the association between depressiomasdulinity, as measured in a neutral
fashion (using the CMNI), found no significant agation between depression scores and
the total score of the CMNI (Mahalik et al., 2003).

The current study found no significant associabetween masculinity and
depression. It therefore replicates the null restthe only known study to test for an
association between the report of depressive symp#amd masculinity, as measured in a
balanced fashion. It seems likely, therefore, thete is no relationship between masculinity
and reported depressive symptoms.

4.1.2. Masculinity and symptom perception.

It was hypothesised that higher masculinity wowgdassociated with increased
external information, reduced selective attentmthe body, and reduced tendency to
psychological attribution. However, greater endorset of traditional masculinity ideology
was found to be significantly associated with daseel external information and increased
selective attention to the body, both contraryxpeetation. In addition, no significant
association was found between tendency to psyclualiogttribution and masculinity. These
unexpected findings are explored below.

4.1.2.1. Masculinity and external information.

Theories were reviewed in the Introduction (Secfidh5.2.1.) that suggested
hegemonic masculinity or traditional masculiniteadogy encourage men to retain power
and authority, to be extremely self-reliant, an@void showing emotion. This suggests that
men in general, and men more closely positiondtdse ideals in particular, might be more

likely to work towards and achieve positions offemrity in society, which are likely to
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require a significant time commitment; i.e. to degua high level of external information. It
was noted that there was no empirical evidenceppat this theoretical premise.

The current study found that higher masculinity &sasociated with lower external
information. This is therefore the first known sgud find a significant association between
masculinity and external information, albeit inauater-theorised direction.

It seems that men endorsing traditional masculidiéplogy to a greater extent are
less likely to have busy and stimulating extermalinments when compared to their
counterparts endorsing traditional masculinity idgy to a lesser extent. The reasons for this
finding remain unclear.

4.1.2.2. Masculinity and selective attention teethody.

In relation to selective attention to the bodwyas hypothesised that men endorsing
traditional masculinity ideology to a greater extewould be less likely to attend to their
bodies than their counterparts, as the ideologgodisages men from attending to and
expressing their emotions and encourages themmtainegtough and powerful. However, the
results of this study suggest the opposite; theeemiassociation between higher levels of
traditional masculinity ideology and higher levefsselective attention to the body. This may
be due to inconsistencies and contradictions tghtteaal masculinity ideology, as suggested
by Pleck (1981). One the one hand, men are enceditaggnore and suppress signals from
their bodies about negative affect and weaknesgfiteet al., 2007). On the other hand, men
are encouraged to present themselves as strongpavetful; to position themselves relative
to a muscular masculine ideal (Grogan & Richar@922 Ricciardelli, Clow, & White,

2010). In order to achieve a figure of musculanitign must attend to their bodies.

This suggestion has some empirical support. Fir8tbre is evidence of an increasing

focus on men’s muscularity in the media (Pope,lipkil& Olivardia, 2000; Ricciardelli,

Clow, & White, 2010; Wienke, 1998). The model ofsaularity provided in the media also
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conforms to the theoretical bases of hegemonic uhiagy and the gender role strain model
in that it represents a relatively unachievablaidBope, Phillips, & Olivardia, 2000) that
nevertheless should be worked towards (Ricciardeldw, & White, 2010). A heightened
sense of a muscular ideal has also been assowidtedreater endorsement of traditional
masculinity ideology (Frederick et al., 2007). lwistcontext, men appear to be asked to have
an exploitative relationship with their bodies; @ant dominant forms of masculinity appear
to demand a suppression of pain and negative alfatan awareness of the body in terms of
its ability to be altered and built to conform hetmuscular ideal. In support of this idea, one
study found that, amongst weight-lifters, regulsens of anabolic-androgenic steroids were
stronger endorsers of traditional male role normas thon-users (Kanayama, Barry, Hudson,
& Pope, 2006).

In summary, the unexpected finding that strongeloesement of traditional
masculinity ideology is associated with higher sl attention to the body may be due to
the physical manifestation of traditional mascuindeology in terms of a muscular
masculine ideal.

4.1.2.3. Masculinity and symptom attribution.

It was hypothesised that the discouragement oftmempress their emotions and to
show weakness would result in a reduced tendenaitribute sensations to psychological
causes (Section 1.3.5.2.3.). No relationship waaddetween tendency to psychological
attribution and masculinity and therefore there wasupport for this hypothesis.

It appears that differential endorsement of tradél masculinity ideology is not
associated with tendency to psychological sympttiribation.

4.1.2.4. Summary of results in relation to mascauty and symptom perception.

Contrary to the hypotheses of this study, masdylinas positively associated with

two of the three factors of the model of symptorrcpption and not associated with the third.
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The results suggest that greater endorsementdfior@zal masculinity ideology is associated
with reduced external information, increased seledttention to the body, and that it is
unrelated to tendency to psychological symptonibaition. These results suggest that,
contrary to hypotheses, men endorsing traditioredaulinity ideology to a greater extent are
more likely to notice their bodily sensations thiaeir counterparts endorsing the ideology to
a lesser extent, and that they are just as likegttribute these bodily sensations to
psychological causes.

4.1.3. Symptom perception and depression.

It was hypothesised that increased external infaonareduced selective attention to
the body, and reduced propensity to psychologitabation would all be associated with
fewer reported depressive symptoms. All of thegeotheses were supported by the results of
this study. In addition, the factors together ekygd around 38% of the variance in
depression scores. The only other study to tesntbael of symptom perception as a whole
found that the factors of the model explained 43%he variance in physical symptom
reporting (Kolk, Hanewald, Schagen, & Gijsbers Vdijk, 2003). This study is the first
known study to demonstrate parallel results in éegve symptom reporting.

These findings suggest that differences in symgieraeption account for around
40% of the variance in reported symptoms. Considahat there are likely to be differences
in the levels of symptoms across individuals @i&erences in internal information), this is
an important finding. This finding suggests thatward 40% of the variance in symptom
reporting is due not to the levels of symptomsm body, but due to differences in the way
individuals perceive these symptoms.

4.1.4. Summary of findings and conclusions.

In the sample of the current study there was nocastson between masculinity and

depressive symptoms. There was evidence to sutigeshose endorsing traditional



Why Don’'t Men Seek Help for Depression? 93

masculinity ideology to a greater extent were niiedy than their counterparts to notice
bodily sensations, as measured by the model of ®ymperception. There was evidence to
support the utility of this model of symptom pertiep in that its factors explained 38% of
the variance in depression scores.

It appears that, in this sample, masculinity iselated to depressive symptoms and is
related to enhanced rather than reduced symptocemésn. It is therefore concluded that
men’s lack of help seeking behaviour for depressamlikely to be related to differences in

their perception of depressive symptoms.

4.2 What of Men’s Help Seeking for Depression?

It was argued in the introduction that the majoatyesearch into men’s help seeking
behaviours for depression had focused on isolapdats of the help seeking process and
that this had led to a relative neglect of the pryrstage of the help seeking process — the
perception of depressive symptoms. With the commfuthat men’s lack of help seeking for
depression is unlikely to be related to differencethe perception of depressive symptoms
comes a repositioning of research in this areas $é&ction reviews theories and evidence
outlined in the Introduction in the context of thiisding. There are three sections, covering
the socialisation of emotion expression, the malaressive syndrome, attitudes towards
seeking help and other frameworks, all of whichfallewed by a summary.

4.2.1. Socialisation of emotion expression.

Evidence was reviewed in the Introduction (Secfidh4.1.) to suggest that gendered
learning about the expression of emotion might ichp@on the experience of emotion and
hence the perception of depressive symptoms. $qadbyf it was suggested that gender
stereotypes about boys and men not expressing ‘&afitions might result in men being

less likely than women to experience negative evnadis sadness or depression and more
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likely to experience it as anger, irritability, wot at all. Hence the theory suggests that men
who are more strongly socialised to these ideasmien higher in masculinity, would be less
likely than their counterparts to perceive symptahdepression. The findings of this study
suggest, contrary to these ideas, that masculsagsociated with heightened rather than
reduced symptom perception. It appears that angatngf gendered learning on emotionally-
driven behaviour is likely to be the result of agess following the perception of symptoms
(for example the expression of symptoms) rathem thrathe perception of symptoms per se.

4.2.2. Male Depressive Syndrome.

The theory of the male depressive syndrome (Sedti®d.2.), suggests that men
perceive or experience the symptoms of depressiartifferent way than women.
Specifically, it was theorised that they were mideely to experience symptoms in terms of
increases in aggression, impulsivity, and endorgknotonin related behaviour (such as
alcohol or drug misuse, workaholism, or working)pas compared to females who were
theorised to be more likely to experience symptofgassivity and apathy (Rutz, 1999).
Whilst this is a sex difference theory and as says little about within sex differences (e.g.
Addis, 2008), it could reasonably be hypothesibad differences in symptom perception
within male populations would be associated withrde of maleness, or masculinity.
Counter to this hypothesis, this study found n@eassion between masculinity and reported
depressive symptoms and also found that masculsdagsociated with heightened rather
than reduced symptom perception.

In this context, it seems unlikely that there exstmale depressive syndrome
resulting from differences in the way in which mard women perceive depressive
symptoms. It is more likely that the clinical exigeice of the proponents of the theory, and

indeed the items of the Gotland Male Depressioenitory (Zierau, Bille, Rutz, & Bech,
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2002), relate not to depression as it is percelbyenhen, but to some process following this
perception.

4.2.3. Attitudes towards seeking help and other fimeworks.

It appears that the association between higherutagyg and a lack of help seeking
for depression cannot be explained by differencele perception of depressive symptoms.
If men, irrespective of their endorsement of tradi&l masculinity ideology, are similarly
aware of depressive symptoms, the associationsekeatmasculinity and help seeking
behaviours are most likely the result of a pro¢akmg place between the perception of
symptoms and the seeking of help.

Theories beginning from this premise are therebmst placed to explore the finding
that more masculine men are less likely to segli tegldepression than their counterparts.
As outlined in the Introduction, existing reseaoththis aspect of the process has focused on
attitudes towards seeking psychological help (8astil.3.2.2., 1.3.3.2., and 1.3.3.3.) and
there is evidence of the potential utility of thi®del in relation to help seeking. However,
there are other theories that are also in a positidoegin to examine the process taking place
between symptom perception and help seeking; tameies are discussed below: the
Common Sense Model of lliness Representationsiff®e4t5.3.) and Self-Categorisation
Theory (Section 4.5.4.).

4.2.4. Summary

The results of this study suggest that masculisityot associated with reduced
symptom perception and that individuals endorsiaditional masculinity ideology to a
greater extent are in fact more likely than theurterparts to notice bodily sensations.
Theories suggesting that males and those higheaastulinity have reduced depressive
symptom perception, such as the socialisation aftiem expression theory and male

depressive syndrome theory, are therefore not stgabby the findings of this study.
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Theories beginning from the perception of symptamd focusing on the process from this
point to the point at which help is sought are ¢lfi@e best placed to explore the finding that
men higher in masculinity are less likely to seelptthan their counterparts. Some examples
of such frameworks include attitudes researchQb@mon Sense Model of Iliness

Representations, and Self-Categorisation Theory.

4.3. Strengths and Weaknesses of the Study

This section outlines the strengths and weakneddbg design employed in this
study. It covers the recruitment strategy, the ati@ristics of eventual sample recruited, the
reliability and validity of the measures used ia gtudy, the use of the internet for data
collection, and the study design. Two further atpetthe study are considered in greater
detail following this section, the validity of timeeasure of masculinity in this population
(Section 4.4.) and the model of symptom perceptlaysen for the purposes of this study
(Section 4.5.).

4.3.1. Recruitment strategy.

The recruitment strategy of this study was succégsielation to obtaining an
adequately sized study sample; 240 participantgpteted all questionnaires, more than the
212 estimated to provide adequate power for theystlherefore the study had adequate
power to test all of the hypotheses.

It is likely that the recruitment strategy, howevead a greater impact on the study
sample than simply its size. Three aspects ofgbhriitment strategy in particular, might be
expected to impact on the characteristics of tlemtal study sample: firstly, recruitment via
employers, secondly, the use of the internet @sitment medium, and thirdly, the use of

the incentive and the way it was publicised. Thasee factors are explored in detail below.
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4.3.1.1. Recruitment via employers.

The recruitment strategy involved making poterpiticipants aware of the study via
their employers, which meant that the majorityref sample was likely to be in work. This
left many men under-represented, for example tihxdsewere studying, looking after the
home, off sick from work, unemployed, or retiredhigfocus of the study on men currently
in work would be expected to have an impact noy onl the eventual demographic
characteristics of the sample in terms of employrsttus, but to have a corresponding
impact upon other demographic factors. In partigutee sample would be expected to be of
working age and to have a higher household inctvae the general population (by virtue of
employment).

In addition to these anticipated biases in theyspapulation as a result of the
recruitment strategy, the actual process of retienit created further bias. Despite the
researcher’s best efforts, the sample was recrtrived a relatively narrow population of six
employers. As no data were collected from partitipabout their employer, detailed
analysis of the number of participants recruit@arfreach employer was not possible.
Nevertheless, given the relative size of the siplegers, it was calculated that, given equal
likelihood of recruitment from each employer, ard@2% of the sample were likely to have
worked for the county council (Section 3.3.1.).

The recruitment process — both through anticipatetiunanticipated factors —
therefore resulted in a sample that would be exgkeict be dominated by men of working
age, currently employed and at work, probably wugkin the public sector, and (given
employment) economically fairly comfortable. Thigams that the sample of this study
cannot be considered representative of the populafithe East of England and any
generalisation of the findings to men in generélased on a process of extrapolation rather

than empirical evidence. Detailed exploration @& #ttual demographic characteristics of the
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sample as compared to the population of the Eashgfand is outlined below (Section
4.3.2.).

4.3.1.2. Use of the internet for recruitment.

Whilst the recruitment strategy of the current gtunvolved recruiting employers to
make their staff aware of the study, it used theriret as a medium of recruitment in that
employers either sent emails to their staff or ubedstaff intranet to make their staff aware
of the study.

The validity of the use of the internet for the pases of recruitment has been
guestioned on the basis that the sample is likehetnon-representative of the general
population as a result of the different charactiesf those that use the internet (Krantz &
Dalal, 2000; Kraut et al., 1998). Whilst this igutably the case with internet research, bias
is also inevitable as a consequence of using toaditrecruitment methods. One study
compared these biases empirically by examininglémographic characteristics of an
internet sample and those of the participants 6fgaiblished traditionally-recruited samples
(Gosling, Vazire, Srivastava, & John, 2004). Theyrfd that although the internet samples
were not representative of the general populatloey nevertheless had greater diversity (in
terms of gender, socio-economic status, geograplgion, and age) than those of studies
using traditional sampling methods.

It appears that, in general, the use of the intdorehe purposes of recruitment can
be expected to result in sample populations tHegrdrom both those of the general
population and the samples arising from more tiaai methods of recruitment.
Nevertheless, internet-derived samples seem tectajreater diversity along many domains
when compared to traditionally-derived samples.

The combined use of both employers and the inteénrtée recruitment of the current

sample may, however, be expected to result in@gréias than that of the research outlined
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above. Combining these two factors makes it mistyfithat respondents to this study were
men who used computers routinely as part of thenkvand for whom the completion of the
survey would not require a great deal of efforte Tikely demographic characteristics of
these men are explored below.

The Workplace Employment Relations Survey of 200dstjoned 22,453 workers
from 1,733 randomly-selected representative estailents of the UK about various aspects
of their work. Results relating to computer uswvatk suggested that that 75% of the sample
reported using a computer at work, although it n@ed that this was perhaps an over-
estimate (Dolton & Pelkonen, 2007). The study asamined links between demographic
variables and computer use, finding that compuserwas significantly associated with age
(those aged between 20-49 more likely than youagetder workers to use computers),
education (higher education being associated vathputer use at work), gender (females
more likely than males to use computers) and lenfttme with employer (those with
longer tenures less likely to use computers at yvork

Overall, it appears that the use of the internet eecruitment medium could
potentially produce a more demographically divgrggulation than traditional recruitment
methods. This is particularly important in the @¢itof a study focusing on men and men’s
depression, a population and a topic for whichugerent might be difficult (e.g. Holden,
Rosenberg, Barker, Tuhrim, & Brenner, 1993; Smith&gh, 1997). This is tempered by the
fact that combining the use of the internet wittrogment via employers would have the
likely effect of biasing the sample towards higaducation and younger age in this working
age population. Again, this has serious implicatiamen considering the generalisability of
the results of this study (the actual demograpbidke study sample are further explored in

section 4.3.2.).
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4.3.1.3. Incentive.

An incentive was used in this study as there id@awe that providing an incentive
improves response rates (Satia, Galanko, & Ring52Tishler & Bartholomae, 2002).
Evidence also suggests that incentives have adliffial impact depending on the
demographic characteristics of the individual (&ighler & Bartholomae, 2002). One study
found that this impact could be positive; incensiviad a greater positive impact among
potential participants with less education and ¢hoko were otherwise less likely to
participate (Guyll, Spoth, & Redmond, 2003). Mespatlined in the Method (Section
2.4.1.) are typically fairly difficult to recruibtresearch, so it was anticipated that the
incentive would assist recruitment in this popualatiHowever, it was also recognised that
the use of the incentive would have an impact eretlentual demographic characteristics of
the sample.

The incentive chosen was a Red Letter Day thatexdfa choice of day out or
experience. The four options highlighted in thelmitly for the study were driving, piloting,
whiskey tasting, and the London eye; the vouchee glae winner a choice of over 100
experiences. The Red Letter Day and the four fisins were chosen to appeal to a broad
range of men, but there is a bias in both the Retet Day activities and the illustrations
chosen for this study, towards adrenalin activisiesh as driving and flying. These could be
considered more typically masculine pursuits. Tiieooptions, such as eating out in
restaurants and whiskey tasting could be criticmethe basis that they are pursuits more
likely to appeal to those of greater socio-econastatus. The choice of incentive is therefore
likely to have a differential impact across potahparticipants, perhaps biasing the sample
towards more masculine men and towards those afgrsocio-economic status. Again, this
bias has a detrimental impact on the generalisglofithe results (the actual demographics of

the study sample are further explored in secti@r4).
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4.3.1.4. Summary

Given the discussion of these issues, it is clearthere are caveats when considering
the generalisability of this sample to males inegah In particular, the sample of this study
are likely to be employed, currently working, useoanputer for work, and enjoy either
adrenaline sports or pursuits such as eating aastaurants and whiskey tasting. This means
that the sample is likely to be better educatedtartdhve higher incomes, and higher socio-
economic status when compared to the general pogouiaf the East of England. When
compared to other samples in the literature, howevieich are primarily selected on the
basis of enrolment in a psychology programme irSaudiversity, the efforts made to recruit
a more ecologically valid sample, despite the avardand inevitable biases, can be seen as a
relative strength of this study. The extent oféhentual diversity (or otherwise) of the
sample, as well as the constraints to generalisglale best ascertained with reference to the
constructs of interest to this study, in particidgrcomparing the characteristics of the study
population to other populations. This is the footithe next section.

4.3.2. Participant characteristics.

The generalisability of the sample is of interestalation to three domains:
demographics, depression, and masculinity. Thesssawill be discussed in turn.

4.3.2.1. Demographics.

As would be expected given the recruitment strgtdgy was a working age sample;
participants under 18 and over 65 were not wellaggnted. As would also be expected, the
majority of this sample was engaged in eitherdulpart time work: only 2% of participants
were not working compared to 36% of the generalfain of the East of England (ONS,
2001). When compared to the general East of Englapdlation, this sample was well
educated (48% having at least a degree level qraldn as compared to 18% of the general

population; ONS, 2001) and had a higher housemmdme (the mean was £41,000; 62% of
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this sample had a household income greater thamatienal average of £30,000; ONS,
2009). The relationship status of this sample ayprated the general population (51%
married compared to 46% of the general East ofdmgpopulation) as did the ethnicity of
this sample (88% White British compared to 92%hef general population) (ONS, 2001).

Overall, the study sample primarily comprised wogkage men, who were more
likely to be employed, to be educated to a higaeel, and to have higher household incomes
than the general population of the East of England.

4.3.2.2. Masculinity.

Scores on the MRNI-R can fall between one and sduwesamples of American
college men, total scores on the MRNI-R averagédl3vant et al., 2007), and 3.6 (Levant,
Wimer, Williams, Smalley, & Noronha, 2009). The mea the current study was 2.6,
substantially lower than the US samples. This ssigghat men in this sample endorse
traditional masculinity ideology, as measured ®y/MRNI-R, to a lesser extent than the US
samples. A principle components analysis of the MRNcores from this sample produced a
single component consisting of loadings from alnadisthe items on the scale, suggesting
that the instrument measures a unitary construs i§ at odds with a recent study which
found support for the seven factor structure ofitis¢rument in US college samples (Levant,
Rankin, Williams, Hasan, & Smalley, 2010). Thisdiing that there is a difference in the
factor structure of the instrument in the two p@pioins suggests that masculinity, as
measured by the instrument, might possess a ditferelity in the two populations.
Alternatively, it raises questions about the v&jidif the measure in this population (see
Section 4.4. for a detailed discussion).

Overall, traditional masculinity ideology scoresrevéwer in the study population
than in the population with which the instrumenswidgveloped and normed, and also

seemed to possess a different factor structuthelmbsence of data from the UK it is not
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possible to determine whether or not the distrdoubf masculinity scores in this population

is representative of the population of the Easfrgland. The association found between

higher education and lower masculinity scores (8e@&.6.2.) might suggest that, given this

population’s level of education, masculinity scongight be lower than in the general

population, but, in the absence of further evidetiie hypothesis remains speculative.
4.3.2.3. Depression.

Depression scores in this sample were substanhigher than in most studies of the
general population (Section 3.6.1.). AlImost twisareany participants in this study reached
the cut-off used to indicate probable depressian asher non-clinical samples and the mean
score on the CES-D was substantially higher. lrsethat the population of this study were
substantially more depressed than is usual in achioical population. This might perhaps be
due to employers increasing the focus on depregsithie description of the study to their
staff, as outlined in the method section (Sectigh221.), or perhaps the study information
provided before completion of the survey (whichessarily had a focus on depression as it
was the focus of the study), filtered out men witbrebt consider themselves depressed.

Overall, men in this study were more likely to lepressed than the general
population of the East of England.

4.3.2.4. Summary

The sample recruited for this study were predontlgarf working age, working,
better educated and had a higher household indoatéhe population of the East of
England. They endorsed fewer items of traditionasaulinity ideology than the normative
US samples used for the masculinity measure andhigaer levels of depression than most
non-clinical samples. This sample is not theretbrectly generalisable to the general
population of the East of England and any inferedregvn about a broader population of

men is based on extrapolation and not empiricalenge.
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The characteristics of this sample, despite difteih some ways to the general
population, appear more ecologically valid than ynarevious studies in the area, conducted
with samples of US college students. Relative és¢hpopulations, this study sample has
increased diversity, for example in relation to,ageome, education, and relational status. In
addition, for a study investigating men and depogss a non-clinical population, that
almost one third of the sample reaches the thrdgbolprobable depression lends increased
ecological validity.

4.3.3. Reliability and validity of measures usecithe study.

Five measures were used in the current study. dlfebility and validity of these
measures is considered in this section: CESD, MRNHQ, the BAQ, and the SIQ.
Discussion in relation to the measure of mascuylinite MRNI-R, is also given special
consideration in a subsequent section (4.4).

4.3.3.1. Depression as measured by the CESD.

As outlined in the Method (Section 2.3.2.) the CESEA well-validated measure for
assessing the level of depression in non-clinioglutations. In the current study, the internal
consistency of the measure was adequate (Secton and the demographic associations
found were broadly consistent with previous redeé8ection 3.6.1.). There is therefore no
reason to question the reliability or validity bEtmeasure in this population.

4.3.3.2. Masculinity as measured by the MRNI-R.

A detailed exploration of the validity of the MRIR; the instrument used to measure
masculinity in this study, is provided in Sectiad 4This section concludes that the measure
is most likely adequate for the purposes of thesrurstudy.

4.3.3.3. Quality and quantity of external informiah as measured by the EIQ.

The External Information Questionnaire (EIQ) was ¢imly English-language

instrument designed to measure the quality andtgyari information in an individual's
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environment. It has adequate psychometric progeaseoutlined in the Introduction (Section
2.3.4.). In the current study, however, the intecoasistency of the EIQ was .66, which is
below the commonly accepted cut-off of .70 forsattory internal consistency.

Previous literature (Section 2.3.4.2.1.) also fotaady low levels of internal
consistency (ranging from .67 to .80), indicatihgttthere may be an issue with the measure
in this respect. In addition, due to a relativersita of research using the EIQ, and the fact
that only one study reported associations betwleetQ and demographic variables, it is
unclear whether the associations found in thisyspudvide support or otherwise for the
validity of the measure.

The low internal consistency of the EIQ may be ttuthe theoretical basis of the
measure. The concept of external information, agsen@d by the EIQ, has its origins in the
competition of cues notion, included in the modedyamptom perception, which
hypothesises that internal information competeh external information for limited
attentional capacity (Pennebaker, 1982). The thetates that individuals are more likely to
attend to their internal states when there iglgttternal information, or where there is so
much external information that they feel overwhalni@ennebaker, 1982). Thus, whilst the
concept of external information is a unitary onéwd single dimension of increasing
information, there are two opposite outcomes adrgdt in relation to the theory: lack of
information and information overload. The way inigihthe EIQ is operationalised suggests
that it attempts to measure both of these conditadang a single dimension; two example
items include “I got bored” (lack of informationipé “I did not have enough time”
(information overload). Both concepts load on timgle total score (the former is reverse-
scored), which ostensibly measures the qualitycarahtity of external information in the
environment. This duality of the measure may expihae relatively low internal consistency

statistic; the measure may not be measuring aescagistruct, but two related constructs.
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Indeed, one study statistically separated the oacistapplying factor-analytic techniques to
the items of this measure and those of a role imbsitale. This produced two factors that
were named “attractiveness of external stimulatemd “experienced overload” (de Rikj,
Schreurs, & Bensing, 1999).

It appears that there are conceptual problemsthwehElQ, which are illustrated by
the relatively low internal consistency found imstand previous studies. Nevertheless, there
is some evidence to suggest that it measures t&iguand quality of external information
in individuals’ environments adequately, particidapport for this notion comes from the
associations found with diary measure of soci@gohours spent on paid employment, and
hours spent engaged in activity (Gijsbers van WHikisman, & Kolk, 1999).

Overall, it appears that the measure is most likdlgquate for the purposes of the
current study, but that it might be improved throwxplicitly separating the two concepts
inherent in the items of the measure.

4.3.3.4. Selective attention to the body as meaduy the BAQ.

The Body Awareness Questionnaire (BAQ) was chosendasure selective attention
to the body as it was the most widely used meamualats psychometric properties had been
adequately demonstrated (Section 2.3.5.). In theegtistudy it had high internal consistency
(Section 3.4.) and was unrelated to almost all dgaphic characteristics, consistent with
previous research (Section 3.6.4.). There is tbesaio reason to question the reliability or
validity of the measure in the current study.

4.3.3.5. Symptom attribution as measured by th@ Si

The Symptom Interpretation Questionnaire (SIQhesdnly known instrument that
measures the tendency to attribute bodily sensatmpsychological, somatic, or normative
causes (Section 2.3.6.). The psychological substaie was considered in this study, as this

was the basis of the hypotheses (Section 1.4.4éxeTis evidence in support of the



Why Don’'t Men Seek Help for Depression? 107

instrument’s reliability; previous research hasfdwdequate internal consistencies and the
internal consistency of the psychological scale alags adequate in the current study.

There are, however, questions about the validityhhefsubscales of the SIQ. In
relation to the psychological subscale, the onlyssale considered in the current study, there
appears to be evidence in support of its convergeatpredictive validity; it was found to
predict psychological symptom presentation ovemte six months and was associated
with illness worry, psychological symptoms, psythcadiagnoses, neuroticism, and
psychological self-consciousness (Section 2.3.§.2Z[Bere is less evidence in support of its
discriminant validity, however; it has been crigied as being a measure of generalised
distress in a number of life domains, being assediwith negative mood, neuroticism,
physical iliness, and daily hassles (Aronson, 2006)

Examination of the theory behind the measure may $ight on these issues. Bodily
sensations are specific phenomena experiencetrmedimited manner and in the context of
other internal and external information. Attributtis a cognitive activity based on a model of
cause and effect, which involves the attributionhefse specific bodily sensations to a
specific cause. Measures of attribution, howeaTdtto measure tendencies in relation to
attribution rather than specific attributions iresflic situations. The theory underlying the
SIQ suggests that individuals possess broad teretetacattribute sensations to
psychological, somatic, or normal causes. The nreaswconstructed to provide explanations
corresponding to each of these attributions fohy@othetical scenarios. Respondents are
given scores dependent on the number of each fygigribution that they make and these are
used to represent tendencies to attribution. Thstece of these broad tendencies is inferred
on the basis of test-retest reliability of the thseibscales. However, it is possible that the
measure also taps other tendencies in relatiotirtbugion, for example the tendency to

attribute sensations to problems (whether psychcdbgr somatic) rather than normal
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responses to the environment. There is some eweddat the SIQ does also tap this
tendency in that both psychological and somaticeschave been associated with
neuroticism (Aronson, 2006). The psychological sabsof the SIQ could therefore be seen
to measure both a general tendency to attributeasiens to problems rather than to normal
bodily responses, as well as a more specific tenydenpsychological attribution. This might
perhaps explain the lack of discriminant validifytlee subscale.

In summary, the SIQ psychological subscale doesapp measure a tendency to
psychological attribution, as reflected in teste@fivergent validity and test-retest
correlations. However, it lacks discriminant valigliperhaps because it also measures a more
general tendency to attribute sensations to prablatiher than normal causes. It is
concluded that the SIQ subscale is sufficient ierpurposes of this study, but that there are
caveats to conclusions given its imprecise natimore general consideration of the
reliance on general tendency of this and othercispéd the model of symptom perception is
provided in Section 4.5.

4.3.3.6. Summary.

Of the five instruments used in the study, theeecarestions about three of them:
MRNI-R, EIQ, and SIQ. Nevertheless, for the purposkthis study all measures appear to
be adequate, although future research could addoass of the criticisms outlined in this
discussion.

4.3.4. Use of the internet for data collection.

The likely impact of the use of the internet focmgtment purposes was outlined
above (Section 4.2.1.2). However, there is alsdenage to suggest that the use of the internet
for gathering data might impact on the resultshefstudy. Research has primarily focused on
the types of responses participants provide viarttegnet compared to other means and has

tended to find heightened levels of disclosure.
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Research suggests that paper and pencil methatdgaotollection typically involve
greater levels of self-disclosure than interviewthods (e.g. Bradburn & Sudman, 1979;
Tourangeau & Smith, 1996). Early research usingpdar-assisted self-interviewing, which
generally proceeded by a researcher directingadnécgant to a particular computer for the
purposes of testing, found that this method entddeslosure to a greater extent than paper
and pencil methods (Evan & Miller, 1969) and resdllin fewer socially desirable answers
(Martin & Nagao, 1989). It has been found that datidected in this way is associated with
greater reports of mental health problems (Epsianker, & Kroutil, 2001) and greater
reported HIV risk (Des Jarlais et al., 1999).

With the advent of the internet, it is now possitaleparticipants to take part in
research without the researchers having any cowniitthem, or any other knowledge about
them other than the information they choose to idin the survey. Surveys conducted in
this context, when compared to paper and pencihoaetiogies, have been associated with
higher levels of self-disclosure (Weisband & KieslE996), reductions in socially desirable
responding (Frick, Bachtiger, & Reips, 2001) argteater willingness to answer sensitive
guestions (Tourangeau, 2004).

Ben Ze'ev (2003) argues that these differencedeaxplained via the concept of
privacy and its conflict with openness and closenkEle defines privacy as that which is
confined to, or intended only for, a certain persaond argues that, in order to build close
emotional relationships with others, we need tojben, to relinquish some privacy. In face-
to-face interactions, disclosing personal inform@atio another results in a sense of emotional
closeness but also a sense of vulnerability. Omntieenet, where it is relatively easy to
control the information that is shared, this sesfseulnerability is reduced; information that
is seen to threaten us can be withheld and wehsaefore be more open about other matters.

In many internet forums, relative anonymity proadiis greater sense of safety and this has
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a corresponding impact on the level of self-disates There is evidence to support this
notion; one study found that personalised emadeegsed responses to web-based surveys,
but also increased item non-response to sensitigstipns (Joinson, Woodley, & Reips,
2007). In another study, it was found that respatsleere more likely to report socially
undesirable behaviours to a geographically remotepeiter than one closer to them (Moon,
1998). A final study found that privacy concern vaasociated with disclosure on a web-
based survey, and that these effects appearednmtierated by trust in the survey (Joinson,
Paine, Buchanan, & Reips, 2007).

What this means for the current study is that matig@pating in this study were
likely to disclose information that they perceivegisocially undesirable or threatening to a
greater degree than they would do in face to fagaper and pencil situations. This
enhanced disclosure is important because it inesethe validity of the assumption made in
this study, that the symptoms reported are clostfted to the symptoms perceived.

4.3.5. Design

Previous research in this area, as outlined inntineduction (e.g. Section 1.3.6.) is
characterised by exploratory methodologies witteliheoretical basis. In contrast, this study
began with a comprehensive and critical reviewre¥/us research, before outlining a
reasoned and justified proposal to begin at thénb@tg, with the perception of depressive
symptoms. The study adopted a model of symptonepéon, and set out to test whether it
mediated an association between masculinity ancedsiye symptom reporting. Theoretical
and empirical evidence were reviewed and thesernéd the research question and
hypotheses of the study. These are relative stiergjtthe design, particularly in the context
of previous research in the area.

What this study and much previous research in tha lbave in common, however, is

a reliance on cross-sectional designs. Whilst lisefierms of being able to recruit large
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samples, these designs are weak in relation tatans Associations between factors of the
model and depression do not provide evidence cfatdunks; i.e. the association between
increased selective attention to the body and dse symptom reporting is theorised to
support the hypothesis that increased selectieatadh to the body makes individuals more
likely to notice bodily sensations and hence, alepressive symptoms. The cross-sectional
association in this study, however, provides jgstnach support for the hypothesis that
depressive symptoms make individuals more likelgelectively attend to their bodies.

4.3.6. Summary

In conclusion, this study made clear attempts tiresk the criticisms of previous
research as outlined in the Introduction. Firdthg recruitment strategy provided a sample of
adequate power to test the hypotheses of the sBetyndly, the eventual sample recruited
was more diverse and included a broader rangepredsive presentations, when compared
to the majority of previous research which hascebn US college samples. Thirdly, the use
of the internet for the purposes of data collectrameased the likelihood of disclosure
thereby increasing the likely validity of the megesuused in this study. Fourthly, this study
had an emphasis on the theoretical foundationeotady and the clear citing of the research
guestion in relation to a broad and thorough aréigf the area are relative strengths of the
design. These are the main strengths of the studgmparison to previous literature. There
are questions about the validity of three of thve fneasures used in this study and the study
is weak in terms of its reliance on cross-sectione@dhods, which means that causations
arising from this theoretical background cannotdsted.

The next two sections focus on a discussion offrarticular aspects of the study: the

validity of the measure of masculinity and the madesymptom perception.



Why Don’'t Men Seek Help for Depression? 112

4.4. MRNI-R as a Measure of Masculinity in this Ppulation

The MRNI-R was employed in this study as it wasstdered to be the most
appropriate measure, but it was recognised th#talhvailable measures were developed
and normed in a population very different to thiathe current study. This raises questions as
to the validity of using these measures in theyspapulation. An exploration of the
particular validity of the MRNI-R, the measure usedhis study, is provided below.

4.4.1. Development of the MRNI-R.

The MRNI-R, as outlined in the Method section (2.8.), is a measure with adequate
internal consistency and reliability. Its validitgs also been demonstrated via its correlation
with other similar measures and its non-correlatath other dissimilar measures. However,
as outlined in the Introduction (Section 1.3.3.4uyrent theories of masculinity propose the
existence of a dominant and powerful form of masdylwhich is socially constructed. The
measures all begin with a definition of this donmihBorm of masculinity, but, given its
socially constructed nature, this definition isa@pe to the Zeitgeist. The MRNI-R, like
many measures of masculinity, was developed anuedin a relatively homogeneous
population of US college students. When compatwegaopulation with which the measure
was developed and the population of this studyethee a number of obvious differences: it
is likely that this study population is older, adifferent stage of education, has a higher
income, is more likely to be in a relationship camred, has a different ethnic mix, and is
embedded in UK rather than US culture.

These differences raise questions about the waldithe measure in the study
population. The best way to further examine thasestions is by exploring other

conceptualisations of masculinity in the UK, thpitoof the next section.
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4.4.2. Masculinity in the UK.

There are no instruments of masculinity that haaenbdeveloped in the UK,
otherwise these would have been considered fopuhgoses of the current study.
Nevertheless, there is some, primarily qualitatesgloration of masculinity in UK
populations. The review below focuses on two aspeficthe MRNI-R. Firstly, its theoretical
premise of a dominant form of masculinity thatnsbedied by relatively few men, but which
all men must position themselves relative to. Sdbgrthe content of this dominant form of
masculinity as articulated by the subscales oMRNI-R, namely: avoidance of femininity,
fear and hatred of homosexuals, extreme self-rediaaggression, dominance, non-relational
attitudes toward sexuality, and restrictive emadidg.

Phoenix and Frosh (2001) aimed to examine thayutfiConnell's (1995) notion of
hegemonic masculinity in adolescents living in LondSpecifically, the study set out firstly
to test whether there was evidence of a pervasidepawerful form of masculinity in the
accounts of their participants and secondly to@epthe impact that this hegemonic
masculinity had on their lives. They conductedmitawns, both individually and in groups,
with boys aged between 11 and 14 years from vationslon schools. In their qualitative
analysis, they noted the existence of two typasaofative, “canonical narratives” which are
general stories about how lives may be lived withm culture and “personal narratives”
which are more specific positionings in relatiortiese narratives (Bruner, 1990). As
outlined in the introduction (Section 1.3.3.1.8¢ tanonical narrative would be the narrative
of hegemonic masculinity or traditional masculindgology and the personal narrative
would be the positioning of the self in relatiorttes masculinity (e.g. the conformity with,
or endorsement of, the norm). An example of a cemabnarrative from the study is: “Int.:
Can you tell me what makes boys popular? JGé&ythes. Int.Clothes? What sort of clothes

then? JoeyDesigner clothes” (p.30). An example of a persoatative, the positioning in
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relation to the canonical narrative is “Yeah, ltjsgy to them ‘look as long as | wear good
clothes, as long as I've got a decent pair of @sthnd trainers it really don’t matter what
name brand it is™ (p.32).

The adolescents of the study provided narrativesasculinity that presented
hegemonic masculinity as if it was ‘an unattainateal’ (Phoenix & Frosh, 2001, p. 29).
This is consistent with the theoretical premisa aominant form of masculinity that is
practiced, or adhered to, by relatively few methalgh all men must position themselves in
relation to it. The content of this dominant forfmeasculinity, as perceived by the
adolescents from London, included attributes ofdnass’, appearance (including physical
appearance and clothes, specifically wearing breamdes), being able to talk to girls,
sporting prowess, capacity to subvert schooling,tae avoidance of being seen as gay,
which parallel many of the subscales of the MRNI-R.

Another qualitative study explored alcohol consuomptn a sample of 45 young men
from London, UK, who were interviewed individuabiyd in groups (de Visser & Smith,
2007). In this study many young men spoke of a damti form of masculinity in which
excessive drinking and being able to ‘hold younkirivas an important aspect. Other
dimensions included drug- taking, casual sex, aiting into fights. In a later study two
participants in particular, who defined themselagsnot very manly men’, spoke about a
dominant masculinity defined by machismo, leadgrsthlominance, and competitiveness;
this was in contrast to femininity which was chagsised by being thoughtful, quiet, and
intuitive (de Visser, 2009). The theoretical prezni$ a dominant masculinity relative to
which men must position themselves is exemplifigdhese men who positioned themselves
as ‘not very manly men’ by virtue of their ‘femimntraits. Also, the content of this dominant

form of masculinity again appears compatible wité subscales of the MRNI-R.



Why Don’'t Men Seek Help for Depression? 115

Finally, a qualitative study examining Welsh adotrg boys’ experiences of mental
health found a perception that males ought to Iepeditive, have gainful employment, be
aggressive and dominant, and have a focus onréqmitation (McQueen & Henwood, 2002),
sentiments which are again compatible with the cales of the MRNI-R.

These studies support the notion that a dominant & masculinity exists in the UK,
in much the same way is it does in the US. In &aliithe dimensions of this dominant form
of masculinity, as described by participants osth&K studies, parallel many of the
dimensions of MRNI-R. Aggression, dominance, ndatienal sex, fear and hatred of
homosexuals, avoidance of femininity, and extregikergliance are all covered in some
form. It appears that there is evidence of a dontifim of masculinity in the UK that is
defined along similar dimensions to the US.

Given this support in UK samples for the theorympdnich the MRNI-R is based,
the question is then about the validity of the MRR&t an operational level; whether the
wording and the tone of the items resonates withpéas from the UK population. This is the
topic of the next section.

4.4.3. Validity of the operational definition of masculinity in the MRNI-R.

The validity of the operational definition of mas$ioity of the MRNI-R is a difficult
area to explore, as the instrument measures thenwalgich an individual positions
themselves against the dominant form of masculiaiygl does not measure whether an
individual agrees with the instrument’s definitiohthis dominant form of masculinity.
Nevertheless, some insights about the validithefMRNI-R at this level can be gained by
exploring the responses to the instrument in tludyspopulation.

Five aspects of the responses, in particular, firgerest. Firstly, there is a
substantial difference in mean scores of the ppaits of this study and those of US college

students (2.6 compared to 3.6 for the US collegmifadions). Secondly, the factor structure
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of the two data sets appears to be different;i;ygbpulation a unitary factor best fits the
data, whereas in the US samples, there was sujmpdie theoretically-derived seven factor
structure of the instrument. Thirdly, an analydithe responses to the measure, collapsing
across participants and items produced a pictuox@fall disagreement with the statements
of the measure (over one third being rated asrigtyodisagree’). These three factors, taken
together, suggest that, in general, men of thidystlid not believe that the items on this
measure captured their positions in relation tomidant form of masculinity. This could be
due to the fact that, as a sample, they tendeeieotrthis dominant form of masculinity or
that the way in which the dominant form of masatyimvas presented by the measure did not
correlate with their own perceptions of the domirfanrm of masculinity. This might suggest
a ‘floor’ effect, in which the majority of men digeeed with the majority of items on the
measure, making the instrument insensitive to betiveen-subscales differences in
responding and between-participant differencesasaulinity. However, this conclusion is
countered by the other two aspects of the dataagbeciations between masculinity and
demographic factors, and the distribution of theadAs outlined in the Results (Section
3.6.2.), the associations between demographicriaettd masculinity are broadly consistent
with previous research, in particular the relatropdetween fewer qualifications and higher
endorsement of traditional masculinity ideologye$é consistencies support the notion that,
in the sample of the current study, the MRNI-R Bsasuring a similar concept in a similar
fashion to that of the US samples. Finally, thinfdspect of the data, its distribution,
suggests that, whilst the distribution is at thedoend of the range of possible scores, there
is nevertheless a distribution of scores.

4.4.4. Summary and conclusion.

In relation to the validity of the MRNI-R in theusty population, three characteristics

of the scores on the measure are of concern, tieséhe low mean score, the different
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factor structure as compared to the normative sanapid the general picture of disagreement
with the items of the measure. Nevertheless, tiseggidence to suggest a general consensus
on the broad aspects of masculinity in the US aerdJK, supporting the validity in this
population. Firstly, the construct was associatétd demographic variables in similar ways

to previous studies, which suggests that the measas measuring a similar construct;
secondly, it appears that there was a distribugfastores on the measure sensitive enough to
differentiate between levels of masculinity in thgpulation. It is concluded that whilst there
are questions about the validity of this measumasculinity in the study population that
should be addressed in future research, the meappears adequate for the purposes of this

study.

4.5. Model of symptom perception.

The model of symptom perception used in this stadgirly recent and is based on
empirical evidence. However, there are other mogahish also present theory and evidence
in relation to symptom perception. This sectionatmexplore these models and their
respective bases of evidence in relation to thegmtion of symptoms, using this information
to investigate the strengths and weakness of tlaehod symptom perception used in the
current study. The section begins with a summarthefevidence in support of the model of
symptom perception and the theoretical implicatiofhthis evidence, before exploring the
theory and evidence in relation to two other madils Common Sense Model of lliness
Representations and Self-Categorisation Theory.

4.5.1. Summary of evidence in support of the modef symptom perception.

The model of symptom perception outlined in theddtiction (Section 1.3.5.)
suggests that internal information must be atteriddxkfore it reaches the level of awareness

and is detected as a sensation. Whether or noidandual attends to internal information is
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affected by the level of external information i tlnvironment and the individual’s general
tendency to selectively attend to the body. Evidematlined in the Introduction (Section
1.3.5.2.) suggests that, as predicted by the mouekased quality and quantity of external
information is associated with lower levels of bpttysical symptom reporting and
depressive symptom reporting (Section 1.3.5.2This finding was replicated by the current
study in the context of depressive symptom repgrtBection 3.7.3.). Higher levels of
selective attention to the body have also beencagsd with increased physical symptom
reporting and increased depressive symptom regof8action 1.3.5.2.2.). Again, this
finding was replicated by the current study in ¢tbatext of depressive symptom reporting
(Section 3.7.3.).

The model proposes that once internal informat@s lbeen detected, it is attributed
to one of three possible causes, a somatic caysycaological cause, or a normative cause.
A tendency to psychological attribution has beesoeisted with both increased physical and
depressive symptom reporting; a tendency to sora#tibution has been associated with
lower reported depression scores and with highgsipal symptom reporting (Section
1.3.5.2.3.). The results of the current study algaported the model; increased tendency to
psychological attribution was associated with iasexl depressive symptom reporting
(Section 3.7.3.).

The model also posits two other general tendenoeggtive affectivity and
somatisation, which are posited to impact uporthhee factors of the model as outlined
above, and also upon the internal information agisrom the body. Again, higher levels of
these factors have been associated with higheiqathysd depressive symptom reporting
(Section 1.3.5.2.4.). In the model, the effecttheke factors were theorised to be primarily
indirect and mediated by the three factors outlialkedve (Section 1.3.5.2.4.) and hence were

not measured in this study.
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One previous study that tested the model as a wholel that the factors of the
model accounted for 43% of the variance in physgatptom reporting (Kolk, Hanewald,
Schagen, & Gijsbers van Wijk, 2003). The currentgtfound that the factors of the model
accounted for 38% of the variance in depressivepsym reporting. These figures, and the
evidence outlined above, demonstrate that the nteaetonsiderable utility in examining
symptom perception.

4.5.1.1. Theoretical implications of the findings relation to the model.

The findings outlined above suggest that variatiorsymptom perception have a
considerable impact on depressive symptom repgoiitiggpendent of the level of symptoms
themselves. This finding has potential utility elation to the development of interventions,
suggesting that interventions designed to targegcts of symptom perception could
potentially have almost as great an impact upomesdspre symptom reporting as
interventions designed to target the symptoms tkbres.

An examination of existing treatments for depressuith evidence of effectiveness
reveals that aspects of these treatments are glligaty to impact upon factors of the model.
Two examples will be considered below.

Behavioural activation arose out of behaviour tlieord was pioneered as a treatment
by Lewinsohn (e.g. Lewinsohn & Graf, 1973). Indwads are helped, through detailed
scheduling of activities, to gradually increaseltkelihood of positive reinforcement for
their behaviour and hence their likelihood of parilmg them again. The focus of the
intervention is therefore on targeting the inatyiand avoidance associated with depression
(Dimidjian et al., 2006). Behavioural activationsHazeen shown to be an effective treatment
for depression and is also an important componiesffective Cognitive Behavioural
Therapy (CBT) for depression (Jacobson et al., L98®ilst behavioural activation is

thought to act upon the symptoms of depressiampitld also be expected to impact upon
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symptom perception, increasing the external infaionan individuals’ environments, thus
reducing attentional focus on internal informatand hence the likelihood of perceiving
bodily sensations.

Another important aspect of CBT is the challengimhgegative automatic thoughts,
in particular cognitive biases, which are hypotkedito be characteristic of depression
(Beck, Rush, Shaw, & Emery, 1979). Particular cogaibiases implicated in depression
include generalising and catastrophising (Overmpls@95). Catastrophising is commonly
understood to be a process in which individuald terexpect or believe the worst in a
particular situation. In symptom perception, catgstising might be expected to manifest
itself as a tendency to attribute bodily sensattonsauses such as physical and psychological
disturbance, rather than normal responses to tieoement. Interventions such as CBT,
designed to reduce cognitive biases, might be eéggd¢o reduce psychological and somatic
attributions and increase normative attributioeglucing the depressive symptom reporting.

These two examples suggest that existing psychzdbgiterventions designed to
treat depression appear to target the factorseofbdel of symptom perception tested in the
current study. However, they do so implicitly andhidisorder-specific context; the
interventions chosen as examples are both dravam tireatments for depression. That the
model of symptom perception has been shown to explaund 40% of the variance in both
depressive and physical symptom reporting supploeteiotion that it is a general model of
symptom perception and not disorder-specific. llofes that interventions designed
specifically to target heightened symptom perceptioght help reduce symptom reporting
in a variety of domains, both physical and psycbmlal. Specifically, the results of this
study in the context of previous research sugdpest tor individuals with heightened

symptom perception, interventions designed to targeprocess of symptom perception
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rather than the particular symptoms perceived nmmayepas, or perhaps more, effective than
existing interventions.

Whilst these are assertions based on two singtkestexamining the utility of the
model of symptom perception and care must be takéto over-emphasise such results,
they do provide strong support for continued redearto the model.

Clearly there is much to be said in support ofrtiaglel of symptom perception used
in the current study. The model, however, alsoitsaseaknesses, in particular, a reliance on
individual general tendency; individuals’ histonydasocial context are incorporated into the
model only in as much as they impact on generafrsuch as selective attention to the
body, tendencies to attribution, somatisation, meghtive affectivity. This challenge applies
both to individual constructs included in the meage.g. symptom attribution; see Section
4.3.3.5.) and also to the model as a whole. Otleatats contend that an individual’s specific
symptom history and their interpersonal and samakext impact more directly upon their
perception of symptoms. Two such models and theswawhich they differ from the model
of symptom perception used in this study are oedibelow.

4.5.2. Common Sense Model of lllness Representaitso

The Common Sense Model of lliness Representatign Deefenbach & Leventhal,
1996) views the individual as an active problenveoho seeks information and tests
hypotheses. This process is structured by a cegrabnstruct known as an illness
representation, which is thought to guide behavand the appraisal of outcomes. lliness
representations are considered to be based omafimn from three different sources: the
first is a general pool of ‘lay’ evidence alreadgiailated by the individual from previous
social communication and cultural knowledge ofalis; the second is information from
perceived significant others, such as doctors aments; and the third source of information

is the current experience of iliness (i.e. symptor@sven these different sources of
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information, the eventual illness representatioly mramay not be consistent with medical
knowledge.

In relation to symptom perception, the model sutgytst constructing an illness
representation is a process in which links are nbeti@een abstract and concrete information
(Leventhal, Diefenbach, & Leventhal, 1992). Forrapée, experiences of symptoms
(concrete information) may trigger a search forwlealge about the possible causes of these
symptoms (abstract information), thus beginninggiexess of forming an iliness
representation. This representation then motiiaieandividual to begin a search for other
possible symptoms that might be related to thigltmm. This model therefore suggests that
symptom perception is affected not by broad ten@snao relation to attending to the body or
attribution, but by an active search for evidenceeiation to specific illness representations.
Those illness representations that correspondheimndividual’s mind, to the perceived
symptoms then affect the likelihood of perceiviniges bodily sensations in this context.

Research has investigated the hypothesis thasdlrepresentations are associated
with symptom perception in physical health; tworapées will be outlined below:
hypertension and cardiac problems.

Hypertension, or high blood pressure, is beliewebd an asymptomatic condition; it
has no detectable symptoms (NICE, 2004). Nevehkelesearch has found that many
hypertensive patients report symptoms (e.g. Pelkeelg&aWatson, 1988) and in one study
over 90% of patients believed that they could nwrtiteir blood pressure using symptoms as
indicators (Meyer, Leventhal, & Gutmann, 1985).sThhenomenon has also been
demonstrated experimentally. In one study, reseaacticipants were given bogus elevated
blood pressure readings; participants subsequesybyrted symptoms they believed to be
indicative of high blood pressure (Baumann, CameZanmerman, & Leventhal, 1989).

Given that current medical knowledge holds thatenmignsion has no symptoms, it appears
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that illness representations, incorporating a blasipremise that illnesses have symptoms
(Martin, Rothrock, Leventhal, & Leventhal, 2003ave a direct and specific impact on
symptom perception. This specificity in symptomagagtion is something that is not
sufficiently accounted for in the model of symptperception used in this study, which is
comprised of factors relating to general tendency.

In relation to cardiac problems, two studies haxea@ned the impact of lay
knowledge of illness on symptom perception. Inftret study, participants were given
vignettes about somebody experiencing symptomsiniwgender and the existence of
stressors were manipulated (Martin, Gordon, & Laumg, 1998). Results demonstrated that,
when the vignette referred to a female, participavedre less likely to attribute symptoms to
cardiac problems when there were stressors inthieoement; it was hypothesised that
participants attributed the symptoms to streseratian cardiac problems. However, when
the vignette referred to a male, whether or natetheere environmental stressors was no
longer significantly associated with symptom atitibn. It was concluded that stereotypes
associating heart attacks with males rather thanales may account for differences in the
attribution of cardiac symptoms in others. A latrdy (Martin, 2000) investigating the
attribution of individuals’ own symptoms, found tliamale cardiac patients were less likely
than their male counterparts to have attributetthirsymptoms to cardiac problems. This
demonstrates that cultural stereotypes were dirasdociated with symptom perception.
Again, the specific nature of this associationasaccounted for by the general tendencies of
the model of symptom perception used in this study.

Overall, it appears that the evidence outlined alsupports the notion that specific
iliness representations impact directly on the @gtion of symptoms. It appears that the
mechanism of the effect of illness representatisti®ely to be similar to that of the model

used in the current study: illness representatitirest attention and impact upon the
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attribution of cause to detected sensations. Howy@vappears that this impact is specific to
individual illness representations and is not neaely generalised to tendencies in relation
to attribution, somatisation, and negative affattiv

4.5.3. Self-Categorisation Model

The second model to be considered, the Self-Catagion Model, asserts that
individuals shift from defining themselves in terofgheir personal identities to defining
themselves in terms of their shared identities f€urHogg, Oakes, Reicher, & Wetherell,
1987). It is suggested that, when a given idetigomes salient, the individual thinks and
acts in terms of the beliefs that are relevanh& particular identity. In relation to symptom
perception, it is proposed that individuals evauaeir symptoms with reference to their
impact on situationally salient identities (Levi@dReicher, 1996). Therefore, symptoms are
proposed to be evaluated differently depending upersocial context and the most salient
identity relevant to this context.

To test these ideas, a group of students traimrighiysical Education (PE) was given
scenarios about possible symptoms and asked ttheteseriousness (Levine & Reicher,
1996). Researchers manipulated the documentatavided to participants prior to making
these ratings with the aim of making either thé&trtPacher or their gender identity most
salient. They found that this manipulation hadgaicant impact on the ratings provided by
participants; for example scenarios designed tihieatening to female gender identity were
seen as more serious by women whose gender ideatitpeen made salient than by women
whose PE teacher identity had been made salielateAstudy aimed to replicate the findings
of this study in a group of female secretaries whdentity as women or as secretaries was
made most salient (Levine, 1999). It also examthedmpact of different reference groups
on the evaluation of symptoms; exploring how ruglaying men rated the seriousness of

symptoms when these were to be compared with thiosesample of ‘women’ or ‘new men’
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from a men’s discussion group. Results demonstthtggcevaluations of symptoms were
associated with both the salient identity and thmgarator group. Women rated scenarios
affecting their physical attractiveness as sigaifity more serious when their female gender
identity was salient compared to when their idgrag secretaries was salient. Men rated
scenarios that affected their attractiveness ag s@nous when ‘women’ was the comparator
group than when ‘new men’ was the comparator griplst these findings provide support
for the notion of self-categorisation theory, tld®ynot demonstrate that the effects outlined
above have a direct effect on symptom perceptloy temonstrate an impact on symptom
evaluation in hypothetical situations.

In response to this criticism, St Claire, CliftdaDumbleton (2008) hypothesised that
symptom perception would vary dependent on whetghant individuals self-categorised
themselves as members of an illness group. Tdhisshypothesis, a convenience sample of
adults was asked questions about cold symptomstwh8earchers manipulated the salience
of illness group identity. As would be expectedliuduals who said they had a cold scored
higher on symptom measures than individuals wha tbedy did not have a cold. However,
individuals who said they had a cold rated themgioms as more severe when their cold
identity was salient than when it was not. Simiksults were found for tinnitus symptoms.
In another study, objective and subjective measofrégaring ability were taken from
participants whose identity either as an ‘individoa an ‘older group member’ had been
made more salient (St Claire & He, 2009). Resuitsved that, whilst there were no
differences in objective levels of hearing abilpgrticipants whose identity as an ‘older
group member’ had been made more salient rateditbaring as subjectively poorer than
those whose identity as an ‘individual’ had beerenaore salient.

The results outlined above suggest that symptoepéon is associated with self-

categorisation as a member of a particular groupgxample an iliness group or an age
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group. This is a specific association between spmpgterception and social context. The
model of symptom perception used in the currerdystelies on individual general
tendencies and is therefore unable to accountdtir the specificity and the social nature of
the association between symptom perception andlsoamtext as demonstrated in the
studies above.

4.5.4. Summary

Overall, there is evidence in support of the madalymptom perception used in this
study. Evidence supports the notion that extemfalination, selective attention to the body,
symptom attribution, negative affectivity, and saoisetion all impact in the theorised
direction on symptom perception. In addition, thetbrs of the model collectively explain
around 40% of the variance in both physical andekgive symptom reporting.
Nevertheless, research also suggests that factmes specific than general tendencies and
more extensive than individual environments algzeap to impact upon symptom
perception. These include illness representatiodssacial context. It appears that, whilst the
factors of the model of symptom perception usetthim study are associated with symptom
perception, there are other factors also assocvatedsymptom perception that are not
accounted for by the model. Therefore the moddl urs¢his study appears to be a useful, but

incomplete, model of symptom perception.

4.6 Clinical Implications

The purpose of this study was to investigate thears for men’s lack of help
seeking for depression, i.e. their relative lacksence in clinical settings. The conclusions
of this study suggest that future work should fooadurther exploring men’s help seeking
for depression with the eventual aim of helping enmen to seek help and to reach services.

Nevertheless, the conclusions of this study do aypdications for current clinical practice,
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particularly in relation to the initial stages d&lp seeking and early contacts with services.
Three aspects of this process are explored in ohetgel: the service response to men’s help
seeking, the assessment of men’s depressive sympamm the assessment of symptom
perception.

4.6.1. Service response to men’s help seeking.

Evidence suggests men and those higher in madgudira less likely than women
and those lower in masculinity to seek help givendymptoms of depression (e.g. Section
1.3.3.2.). Research also suggests that men mayhsgekt a higher level of distress than
women (Section 1.3.2.1.) and that men and thodeehig masculinity have more negative
attitudes towards seeking help than women and tloegs in masculinity (Sections 1.3.1.2.
and 1.3.3.3.). These insights about the processeofs help seeking for depression provide a
framework within which to contextualise the occasiovhen men do seek help for
depression.

Firstly, it could be reasonably hypothesised thahreeeking help, by virtue of this
help seeking, are likely to be in significant désis, whether or not this distress is openly
disclosed or immediately evident. Secondly, iikslly that, given negative attitudes towards
seeking help, men are likely to have tried otharomgs to alleviate this distress prior to
seeking help. This is likely to mean that there lbeesn a delay in help seeking, a notion
supported by evidence from large-scale communityests (e.g. Wang et al., 2007).

The majority of health services operate a systeentfy into the service whereby
referrals are assessed against certain critedatBrmine whether or not they appear suitable
for service input and are eligible for assessmiEmis process also often includes a
prioritisation of these assessments based onmdkaed. Clinical judgement has an
important role to play in this system and the crtg®f men’s help seeking for depression

should be incorporated into these judgements. dhsiderations that, when men do present
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for help, it is likely to be after a delay and igrsficant distress (even where this distress is
not openly disclosed), could provide clinicianshwitstification for assessing or more highly
prioritising men, in particular highly masculine maevhose referral, taken at face value,
might not warrant this level of service. This irgilon of extra information about the contexts
of referral might therefore help to improve clirligadgement in these situations.

In summary, the inclusion of research relating enis help seeking for depression
into clinical practice, has the potential to impealinical judgement at the very first stage of
service contact.

4.6.2. Assessment of depressive symptoms.

Despite the finding that men appear reluctant &k $elp for depression (e.g. Section
1.2.), the results of this study suggest that mexngve symptoms of depression regardless of
masculinity. This is important from a clinical powof view because it suggests that men are
similarly aware of the symptoms of depression. @livecian’s task, when men do seek help
is therefore to enable men to disclose these sympt&iven the suggestion that men’s lack
of help seeking for depression is likely to be ritbgult of a process taking place between the
perception of symptoms and the seeking of helg,ghicess is also likely to interfere with
the process of disclosure. Four ideas about howriheess of disclosure might be facilitated
are briefly discussed below, these are: heightenadern, use of pencil and paper or
computer methods, normalisation, and use of mesasiirgymptom percpetion.

4.6.2.1. Heightened concern.

As outlined above (Section 4.6.1.), inclusion cfe@ch knowledge about the process
of men’s help seeking provides clinicians with atextual basis for assessment. Given
suggestions that they tend to seek help at a hibheshold of distress and have more
negative attitudes towards seeking help, clinicelmsuld begin from a position of heightened

concern about the well-being of men, particulaitghty masculine men, when they do
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present for help. This position justifies an in-thepxploration of men’s presenting problems

including direct questioning about depression. Assallt, clinicians may be less likely to

miss symptoms and difficulties as a result of meelgctance to disclose information.
4.6.2.2. Use of pencil and paper or computer metho

The use of the internet for the purposes of caligatlata was useful in the current
study, given evidence that collecting data in W@y enhances disclosure (e.g. Section
4.3.4.). Whilst services are unlikely to provideecat the same level of anonymity as this
research was conducted, research suggests thaigeeb such as these can enhance
disclosure in clinical scenarios. For example,ubke of computer or pencil and paper
methods enhanced disclosure when compared to dafee¢ methods in relation to questions
about mental health (Epstein, Barker, & Kroutil02Dpand HIV risk (Des Jarlais et al.,
1999). Increased use of pencil and paper or comjaided methods in assessment settings
might therefore help men to disclose depressivgasyms.

4.6.2.3. Normalisation.

Final ideas relating to assessment come from tleetappractice, in which many
therapists have found benefits from openly talkabgut the impact of cultural conceptions of
masculinity on their lives; this is the case intbwtdividual (e.g. Mahalik, Talmadge, Locke,
& Scott, 2005) and group settings (e.g. Richmonde&ant, 2003). Applying this to
assessment, clinicians might consider talking atfmitmpact of masculinity on the
disclosure of personal information, or the proadsseeking help, in order to facilitate the
process of assessment. In line with the principfesormalisation (e.g. Turkington &
Kingdon, 1991), simply stating that men often dedagking help and often find it difficult to
disclose information about symptoms or distress b@apeneficial in terms of enhancing

disclosure.
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4.6.2.4. Summary

In summary, the findings of the current study,ha tontext of previous research in
the area, suggest that, in assessment, clinickemddswork to assist men to disclose their
symptoms and distress. Ideas about how this miglaichieved include beginning from a
position of heightened concern, using pencil argepar computer aided assessment tools,
and using normalisation techniques.

4.6.3. Assessment of symptom perception

A clinically important finding of the study is th#te factors of the model of symptom
perception account for 38% of the variance in degpwe symptom reporting, which supports
findings from a study in physical health (Kolk, Havald, Schagen, & Gijsbers van Wijk,
2003). This finding, combined with the fact thag thheasures of the factors of symptom
perception used in this study take around five nestio complete, provides an extra avenue
of exploration for the clinician. The inclusiontbie three measures of symptom perception in
an assessment could provide clinicians with additianformation, which may help the
process of formulation and intervention. For examplformulation for an individual scoring
very low on external information might focus onitHack of activity, whereas a formulation
for an individual scoring particularly high on p$ydogical attribution or selective attention
to the body might focus on their cognitive processebiases.

Clearly there is further research to be underta&erovide a detailed exploration of
the utility of these measures (as outlined in ®&c4.5.1.1.), but there is enough evidence to
suggest that they may be clinically worthwhile tmadarly given that they are quick and
easy to complete.

4.6.4. Summary

It is suggested that knowledge gained from theltesfithe current study, in the

context of previous research, be incorporatedchiocal practice. Specifically, it is
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considered that men seeking help are likely tantggnificant distress and are likely to have
delayed help seeking. Incorporating this infornraiitto the assessment of suitability and
priority for service input has the potential to iroye clinical judgements at the first contact
with services. Incorporating this information intkee assessment process with men, for
example by beginning from a position of heighteoedcern, making use of pencil and paper
or computer-aided methods, and using normalisaticnniques, has the potential to improve
the assessment process. Both of these interverdrerigkely to improve men’s experiences
in their early contacts with services. In additirere is a strong argument for incorporating
measures of symptom perception into assessmedepoéssion to assist clinicians in

developing formulations and plans for intervention.

4.7. Future Directions

There are three recommendations made on the bagi®wvious research and the
findings of this study. These are outlined below.

4.7.1. Incorporate theory.

Future research into men’s help seeking behavioudepression should take
account of the theory available in relation to bogip seeking and masculinity. A great deal
of theory exists in relation to both of these cands, as was outlined in the Introduction. In
spite of this, a failure to properly integrate thes of help seeking into research designs has
resulted in pockets of research that do not leathelves to easy integration and make few
recommendations for intervention. A failure to ddes the theory and development of
measures of masculinity has resulted in measuatditve been widely criticised (such as the
BSRI, Section 1.3.3.1.2.) being also continuallgely utilised. Future research should
ensure that the instruments used to measure ttsrgots of interest are carefully considered

and that the study is properly situated in termgsatheory of help seeking behaviour, the
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aspect of help seeking that will be investigated how any findings will fit with existing
research and contribute to the furthering of knolgke

4.7.2. Broaden the sample.

It could be argued that research into men’s hedjxiag behaviour for depression is
relevant solely to the US student population. Thidue to the fact that the vast majority of
research in this area has been conducted in canvansamples of largely Caucasian, under-
graduate men (Addis, 2008). Thus, the majorityradwledge relating to men and depression
is based on extrapolation from this populatioradidition, the generalising of results of
depressed mood in college populations to otherwtnclinical levels of depression has
been questioned (Kendall & Flannery-Schroeder, 19%ure research should make a
greater effort, as in the current study, to enshuaé more diverse populations of men are
better represented in this important area of rebear

4.7.3. Measure masculinity.

One of the weaknesses of the current study ighlea¢ are questions about the
validity of the measure of masculinity used. Cutrbeories of masculinity propose the
existence of a dominant and powerful form of masdylthat is socially constructed. The
measures all begin with a definition of this donmihBorm of masculinity, but given its
socially constructed nature, this definition isa@pe to the Zeitgeist.

As outlined above (Section 4.4), the MRNI-R, likamy measures of masculinity,
was developed and normed in a relatively homogenpopulation of US college students.
There are therefore questions in relation to theliyaof the measure when it is used in other
populations. These questions are a serious cavéa findings of this study and should be

addressed in future.
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4.7.3. Summary

Three important problems with research into meelp Iseeking behaviours for
depression were revealed through the processofdtiiew of the literature and the results of
the current study. Future research should ensatattis theoretically driven from the outset,
that it makes efforts to broaden the sample of melnded in research, and that it ensures,
where a measure of masculinity is employed, thatrtieasure is valid both in terms of its

theoretical background and construction and in $esfrithe population under study.

4.8. Overall Conclusions

This is the first known study to test whether syomptperception mediates
associations between masculinity and men'’s repa@pdessive symptoms. It addressed
many of the weaknesses of previous studies byttagge non-student UK population and
designing the study around a model of symptom péime to make clear, testable
predictions. It was hypothesised that the factbies model of symptom perception would
mediate an association between higher masculindyfewer reported depressive symptoms.

There was no relationship between masculinity aptession and, counter to
prediction, men who endorsed traditional mascuyliilieology to a greater extent were more
likely than their counterparts to notice bodily sations. There was good support for the
utility of the model of symptom perception.

Consideration of the strengths and weaknesse®dfttilly suggests that although
there were issues in relation to the generaligglwfithe sample and the validity of the
measure of masculinity, the study as a whole wdkdesigned and adequately powered to
test its hypotheses. The results also provide dereble support for the utility of the model
of symptom perception in relation to perceptiorepressive symptoms. This, the first

known study to directly examine the associationveen masculinity and symptom
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perception, therefore concludes that men’s ladketh seeking for depression is unlikely to

be related to differences in the perception of dsgive symptoms.
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Appendix A: Detailed Search Strategies

Psychinfo:(Masculin*.ti,ab OR Masculinity/ OR Men.ti OR Malé OR HUMAN
MALES/ OR HUMAN SEX DIFFERENCES/ OR gender ADJ éifénc*.ti,ab OR sex ADJ
difference*.ti,ab) AND (Help adj seek*.ti,ab OR HELSEEKING BEHAVIOR/ OR
HEALTH CARE SEEKING BEHAVIOR/) AND (exp MENTAL DIS®DERS/ OR exp
MENTAL HEALTH/ OR MAJOR DEPRESSION/ OR depress’at, OR exp MENTAL
HEALTH SERVICES/ OR exp COUNSELING/ OR PSYCHOTHERAFOR

counsel*.ti,ab OR Psycholog*.ti,ab OR Psychotherajpb) NOT Dissertation*.jn

Medline:(Masculin*.ti,ab OR Men.ti OR Male*.ti OR MEN/ ORHUMANS/ AND
*MALE/) OR gender ADJ Differenc*.ti,ab OR sex ADJXf@renc*.ti,ab) AND (Help adj
seek*.ti,ab OR PATIENT ACCEPTANCE OF HEALTH CAREXND (exp MENTAL
DISORDERS/ OR exp MENTAL HEALTH/ OR MAJOR DEPRESNOOR depress*.ti,ab
OR exp MENTAL HEALTH SERVICES/ OR exp COUNSELINGRO
PSYCHOTHERAPY/ OR counsel*.ti,ab OR Psycholog*lii@R Psychotherap*.ti,ab) NOT

Dissertation*.jn

CINAHL: (Masculin*.ti,ab OR Men.ti OR Male*.ti OR MEN/ ORUMANS/ AND
*MALE/) OR “Gender Differenc*".ti,ab OR “Sex Diffeenc*".ti,ab) AND (“Help
seek*".ti,ab OR “Seek* help”.ti,ab OR HELP SEEKINEEHAVIOR/) AND (exp
MENTAL DISORDERS/ OR exp MENTAL HEALTH/ OR MAJOR CERESSION/ OR
depress*.ti,ab OR exp MENTAL HEALTH SERVICES/ ORpe€ OUNSELING/ OR
PSYCHOTHERAPY/ OR counsel*.ti,ab OR Psycholog*tii@R Psychotherap*.ti,ab) NOT

Dissertation*.jn



Embase(Masculin*.ti,ab OR Men.ti OR Male*.ti OR (HUMANSXND *MALE/)
OR “Gender Differenc*".ti,ab OR “Sex Differenc*’,ab) AND (“Help seek*".ti,ab OR
“Seek* help”.ti,ab OR HELP SEEKING BEHAVIOR/) ANDekp MENTAL DISORDERS/
OR exp MENTAL HEALTH/ OR MAJOR DEPRESSION/ OR degs&.ti,ab OR exp
MENTAL HEALTH SERVICES/ OR exp COUNSELING/ OR PSY@QHHERAPY/ OR

counsel*.ti,ab OR Psycholog*.ti,ab OR Psychotherapb) NOT Dissertation*.jn



Appendix B

Measures included in the study are provided orithsubsequent pages.



CENTER FOR EPIDEMIOLOGIC STUDIES—DEPRESSION SCALE

Circle the number of each statement which bestrdeschow often you felt or behaved this
way — DURING THE PAST WEEK.

Rarely or Some or a | Occasionally or| Most or all
none of the | little of the a moderate | of the time
time (less | time (1-2 | amount of the | (5-7 days)
than 1 day) days) time (3-4 days)
During the past week: 0 1 2 3
1) I was bothered by things that 0 1 2 3
usually don’t bother me
2) | did not feel like eating; my 0 1 2 3
appetite was poor
3) | felt that | could not shake off 0 1 2 3
the blues even with help from
my family and friends
4) | felt that | was just as good as 0 1 2 3
other people
5) I had trouble keeping my mind 0 1 2 3
on what | was doing
6) | felt depressed 0 1 2 3
7) | felt that everything | did was 0 1 2 3
an effort
8) | felt hopeful about the future 0 1 2 3
9) I thought my life had been a 0 1 2 3
failure
10) I felt fearful 0 1 2 3
11) My sleep was restless 0 1 2 3
12) | was happy 0 1 2 3
13) | talked less than usual 0 1 2 3
14) | felt lonely 0 1 2 3
15) People were unfriendly 0 1 2 3
16) | enjoyed life 0 1 2 3
17) I had crying spells 0 1 2 3
18) I felt sad 0 1 2 3
19) | felt that people disliked me 0 1 2 3
20) | could not get “going” 0 1 2 3




MRNI-R
Please complete the questionnaire by circling timaber which indicates your level of
agreement or disagreement with each statement.dbiyeone answer for each statement.

Strongly
Disagre

Disagre
e

Slightly
Disagre

No
Opinion

Slightly
Agree

Agree

Strongly
Agree

1. Homosexuals should never marry.

2. The President of the US should always b¢
man.

2 a

3. Men should be the leader in any group.

4. A man should be able to perform his job
even if he is physically ill or hurt.

5. Men should not talk with a lisp because tf
is a sign of being gay.

S

6. Men should not wear make-up, cover-up
bronzer.

7. Men should watch football games instead
soap operas.

of

8. All homosexual bars should be closed
down.

9. Men should not be interested in talk show
such as Oprah.

10. Men should excel at contact sports.

11. Boys should play with action figures not
dolls.

12. Men should not borrow money from
friends or family members.

13. Men should have home improvement
skills.

14. Men should be able to fix most things
around the house.

15. A man should prefer watching action
movies to reading romantic novels.

16. Men should always like to have sex.

17. Homosexuals should not be allowed to
serve in the military.

18. Men should never compliment or flirt wit
another male.

19. Boys should prefer to play with trucks
rather than dolls.

20. A man should not turn down sex.

21. A man should always be the boss.

22. A man should provide the discipline in th
family.

23. Men should never hold hands or show
affection toward another.

24. Itis ok for a man to use any and all mea
to "convince" a woman to have sex.

25. Homosexuals should never kiss in public.




26. A man should avoid holding his wife's
purse at all times.

27. A man must be able to make his own wa
in the world.

ty

28. Men should always take the initiative
when it comes to sex.

29. A man should never count on someone
else to get the job done.

30. Boys should not throw baseballs like girl

S.

3 1. A man should not react when other people

cry.

32. A man should not continue a friendship
with another man if he finds out that the othg

eI

33. Being a little down in the dumps is not a
good reason for a man to act depressed.

34. If another man flirts with the women
accompanying a man, this is a serious

35. Boys should be encouraged to find a
means of demonstrating physical prowess

36. A man should know how to repair his cal
if it should break down.

37. Homosexuals should be barred from the
teaching profession.

38. A man should never admit when others
hurt his feelings.

39. Men should get up to investigate if there
a strange noise in the house at night.

S

40. A man shouldn't bother with sex unless
can achieve an orgasm.

ne

41. Men should be detached in emotionally
charged situations.

42. 1t is important for a man to take risks, eV
if he might get hurt.

en

43. A man should always be ready for sex.

44. A man should always be the major
provider in his family.

45. When the going gets tough, men should
get tough.

46. | might find it a little silly or embarrassing
if a male friend of mine cried over a love

)

47. Fathers should teach their sons to mask|
fear.

48. | think a young man should try to be
physically tough, even if he's not big.

49. In a group, it is up to the men to get thin
organized and moving ahead.

0S

50.0ne should not be able to tell how a mar
feeling by looking at his face.

is

51. Men should make the final decision
involving money.

52. It is disappointing to learn that a famous
athlete is gay.

53. Men should not be too quick to tell other,

that they care about them.




MRNI-R Scoring subscales and total score

To obtain subscale scores compute the means d@eths for that scale. These are designated
below by the number as they appear on the instrtimen

Avoidance of Femininity = (6+7+9+11+15+19+26+30)/8

Fear and Hatred of Homosexuals = (1+5+8+17+18+28325%37+52)/10
Extreme Self-Reliance = (4+12+13+14+27+29+36)/7

Aggression = (10+34+35+39+42+45+48)/7

Dominance = (2+3+21+22+44+49+51)/7

Non-relational Attitudes toward Sexuality = (16+2@+#28+40+43)/6
Restrictive Emotionality = (31+33+38+41+46+47+50)%83

To obtain Total Scale, take the mean of all ofitems.



The External Information Questionnaire (EIQ)

Today, Not Very
at all True
true

*
1. was pretty much the same as other days. 1 5 3 4 5

2. | had too much to think about. 1 5 3 4 5

3. I would not have wanted to trade places with-ang
else.

4. |1 did not have enough time.

5. I could carry out most of my daily routine witho
giving it a thought.*

6. | did not have much to do.*

7. my life was a routine.*

8. | felt like | was in a straightjacket.*

9. there was enough room for self-expression.

10. there was a lot of variation.

11. | found most things that | did not interesting.

12. I had (too) many social obligations.

13. my work- or study-pressure was too high.

14. 1 got bored.*

15. | spent the day on my own.*

16. | had to perform meaningless activities.*

17. I had to do too many things at the same time.

18. I had nothing meaningful to do.*

Items with * are reverse scored. All items ratedcadspoint Likert scale ranging from not at
all true (1) to very true (5).



The Body Awareness Questionnaire (BAQ)

Not at
all true
about

me

Very
true
about
me

I notice differences in the way my body
reacts to various foods.

1

I can always tell when | bump myself
whether or not it will become a bruise.

1

| always know when I've exerted myself tg
the point where I'll be sore the next day.

1

| am always aware of changes in my ener
level when | eat certain foods.

o

| know in advance when I'm getting the flu.

| know I'm running a fever without taking
my temperature.

| can distinguish between tiredness becau
of hunger and tiredness because of lack g
sleep.

se
f1

| can accurately predict what time of day
lack of sleep will catch up with me.

| am aware of a cycle in my activity level
throughout the day.

| don’t notice seasonal rhythms and cycles

in the way my body functions.

As soon as | wake up in the morning | kncv&

how much energy I'll have during the day.

| can tell when | go to bed how well 1 will
sleep that night.

I notice distinct body reactions when | am
fatigued.

| notice specific body responses to changs
in the weather

| can predict how much sleep | will need a
night in order to wake up refreshed.

When my exercise habits change, | can
predict very accurately how that will affect
my energy level.

There seems to be a ‘best’ time for me to
to sleep at night.

| notice specific bodily reactions to being
overhungry.

Note: Item 10 is reverse scored. Each item is rated 7-point Likert scale ranging framot
at all true about mé¢l) tovery true about mgr).




Somatic Interpretation Questionnaire (SI1Q)

Listed below are conditions you may or may not hewer experienced. For each condition,
please choose the reason that best correspondsit@yplanation of the condition.

1. If I had aprolonged headaché would probably think that it is because:
O 1 am emotionally upset
O There is something wrong with my muscles, neordsrain
O A loud noise, bright light or something else hagated me

2. If I wassweating a lgtl would probably think that it is because:
O I must have a fever or infection
O I'm anxious or nervous
O The room is too warm, I'm overdressed or workiog hard

3. If I gotdizzy all of a sudden would probably think it is because:
O There is something wrong with my heart or blpoglssure
O I am not eating enough or | got up too quickly
O | must be under a lot of stress

4. If I noticed mymouth was dryl would probably think that it is because:
O I must be scared or anxious about something
O 1 need to drink more liquids
O There is something wrong with my salivary glands

5. If I felt my heart pounding in my chedtwould probably think that it is because:
O [I've exerted myself or drunk a lot of coffee
O I must be really excited or afraid
O There must be something wrong with my heart

6. If | felt fatigued | would probably think that it is because:
O I'm emotionally exhausted or discouraged
O I've been over-exerting myself or not exercisamgpugh
O I'm anaemic or my blood is weak

7. If I noticed myhand trembling| would probably think that it is because:
O 1 might have some sort of neurological problem
O I'm very nervous
O [I've tired the muscle in my hand

8. If I hadtrouble sleepingl would probably think that it is because:
O Some kind of pain or physical discomfort is kegpme awake
O I'm not tired or | had too much coffee
O I'm worrying too much or | must be nervous absoitnething

9. If mystomach was upsdtwould probably think that it is because:
O I've worried myself sick
O [ have the flu or stomach irritation
O [I've had something to eat that did not agred e



10.

11.

12.

13.

If I lost my appetitel would probably think that it is because:

O [I've been eating too much or my body doesn’tthee much food as before
O I'm worrying so much that food just doesn’t agbod any more

O [I've had something to eat that did not agredwie

If I had ahard time catching my breagthwould probably think that it is because:
O My lungs are congested from infection, irritatior heart trouble

O The room is stuffy or there is too much pollatia the air

O I'm over-excited or anxious

If I noticed numbness or tingling in my hands or,featould probably think that it is
because:

O I'm under emotional stress

O There is something wrong with my nerves or blowdulation

O | am cold or my hand or foot went to sleep

If | wasconstipated or irregularl would probably think that it is because:
O There is not enough fruit or fibre in my diet

O Nervous tension is keeping me from being regular

O There is something wrong with my bowels or itites



Appendix C

Typical Introductory Conversation with Employers

Hello,

My name is Lawrence Howells and | am a Traineei€inPsychologist Studying at
the University of East Anglia.

As part of my studies | am doing research lookihgnan and depression, and in
particular, why so many men don’t seek help forrdsgion.

It is an internet study that takes around 15 mmtwecomplete and participants have
the opportunity to enter a prize draw to win a Retter Day.

What I'm doing is contacting important employerghe region, asking them if they
might consider making their staff aware of the gtullist using whatever existing lines of
communication they have with staff to let them knafits existence. | was wondering

whether might consider involvement?



Appendix D
Example Email to Employers
Dear [NAME],

Further to our conversation today, please findcagd further information about my
study. | appreciate your time in reading this sleongil.

My name is Lawrence Howells and | am a TraineeiGinPsychologist studying at
the University of East Anglia. As part of my stuslieam undertaking a research project.

Depression is a problem for many people and marpiarers in today’s society.
Despite this, we know that many people, particylaren, have depression and do not seek
help for it. My research aims to investigate thegole reasons for this lack of help seeking.

| am asking employers across East Anglia to ma&e taff aware of the survey. It is
an internet survey open to all men and takes ar@éndinutes to complete. Individuals
participating have the chance to enter a prize doewin a 'Red Letter Day'.

As an important local employer with an interesthia wellbeing of its staff, | was
hoping that [ EMPLOYER NAME] would consider involvemt with this research. All | am
asking is that you use your existing lines of comroation with staff (e.g. email, intranet,
newsletters) to make them aware of the study.

Further information is attached to this email. lukbalso be very happy to discuss the
matter further, by email, telephone, or in perddy.mobile number is [MOBILE
NUMBER].

Many thanks for your consideration.

Lawrence Howells



Appendix E

Suggested Content for Employers’ Email / Intranet Bst to Staff

Survey for All Men: Win a Red Letter Day! (HEADING)

A member of the University of East Anglia is conting a short survey about men's
wellbeing. It is an internet survey that takes jLsiminutes to complete.

Men completing this survey can enter a prize diawih a £100 Red Letter Day gift
voucher. This voucher can be used to pay for o08rekperiences including driving a

Lamborghini, piloting a light aircraft, whiskey aine tasting for two, or lunch and the
London Eye for two.

Please click this link for further information.

[LINK]

Thank you very much for reading this email.



Study For Men

1. WIN A RED LETTER DAY!!

Want to drive a Lamborghini?

Or fly a light air

Or whiskey tasting for two? > ‘;;ﬁ,-

r perhaps-a [hames |unch cruis

Men completing this survey can enter a prize draw to win a £100 Red Letter Day gift voucher. This voucher can be used to pay for over
100 experiences including, driving a Lamborghini, piloting a light aircraft, whiskey tasting for two, or lunch and the London Eye for two.

The survey is open to men only and will take around 15 minutes to complete.

The survey has now been extended until 12 March 2010 and the winner will be drawn at random on 13 March 2010.

Click next at the bottom for more details.

Page 1



Study For Men

2. Study Information for Participants (1)

The next two pages contain important information about this study. The questions follow.

You are being asked to provide consent to take part in a research study. Before you decide it is important that you understand why the
research is being done and what it will involve. Please take the time to read the following information and discuss with others if you wish.
Please do not hesitate to contact me to ask about anything that is not clear or if you would like more information. Take time to decide
whether or not to take part. Thank you for reading this.

What is the purpose of the study? We know that many people have depression and do not seek help for it. We also know that men are
even less likely to seek help for depression than women. We think that men might experience depression differently to women and are
interested in why this might be.

Who can take part? We are asking all men to take part. We would like to have responses from men who are not depressed as well as from
men who may experience some symptoms of depression. We would also like to have responses from a variety of men in terms of their age,
educational level, income level, marital status, occupation, religion, or cultural background.

Do | have to take part? It is up to you whether you decide to take part in this study. If you decide to take part, please tick the boxes on this
page to say that you have read and understood this information, and that you agree to take part. You do not have to give a reason if you
do not want to take part.

What will happen to me if | take part? If you decide to take part, we will ask you to complete a questionnaire online. Once you have
completed this questionnaire and clicked the submit button, that is all you have to do. A brief outline of the results of the study will be
available on the internet once they are available.

What do | have to do next? If you would like to take part, check the boxes to say that you have read and understood this information, and
that you agree to take part. Then click on the link provided and follow the on-screen instructions. The questionnaire will take about 20
minutes to complete.

What are the possible disadvantages of taking part? The only disadvantage of taking part is the time taken to complete the
questionnaire.

What are the possible advantages of taking part? Participants have the option of entering a prize draw to win an orange ‘Red Letter Day’
which entitles the winner to a choice of days out including driving experiences, light aircraft flying and wine tasting.

What happens when the study stops? What happens to the results of the study? This study will last approximately one year. The
information generated through this study will be used by Lawrence Howells, a trainee clinical psychologist, for a research project as part of
his Doctorate in Clinical Psychology degree at the University of East Anglia. We will also write about what we find and send this to a
scientific journal that will review our findings and may decide to publish them. No personally identifiable information about research
participants will be used throughout this process.

Where should | direct any comments or concerns? If you have any comments or concerns, please contact the researchers using the
details below. If you think that you may have depression, or are concerned about issues raised in this research please contact your General
Practitioner, or NHS Direct link to NHS Direct (0845 4647), the Samaritans (08457 90 90 90), or the Royal College of Psychiatrists link to
RCP




