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A Qualitative Investigation of Masculine Identity After Traumatic Brain
Injury
Men are twice as likely as women to experience a traumatic brain injury (TBI)
suggesting that aspects of masculine identity contribute to how people acquire their
brain injuries. Research also suggests that masculine identity impacts on how people
manage their health experiences. The current study aimed to explore the experience of
masculine identity following TBI.
Individual interviews were conducted with 10 men aged 21-67 years who had
experienced a TBI. All were living in the community. Interpretative
phenomenological analysis was used to consider lived experiences and to explore the
meaning of the TBI experience in relation to masculine identity.
Three superordinate themes emerged from the analysis: doing life and
relationships differently, self-perceptions and the perceived view of others and
managing the impact as a man. These themes are considered in relation to how
participant’s experiences interacted with dominant social ideals of masculine identity.
The findings highlighted how masculine identity may be a valuable aspect of
self in considering threats to and reconstruction of self-identity after TBI. Aspects of
gender identity should be considered in order to promote engagement, support
adjustment and achieve meaningful outcomes in rehabilitation.

Keywords: traumatic brain injury, masculine identity, neurorehabilitation, adjustment.

2

Introduction
Identity and Traumatic Brain Injury
Prevalence of traumatic brain injury (TBI) in men is two times higher than in women
(Key Facts and Statistics, Headway, 2014). This has been attributed in part to socialisation of
masculine ideals which encourage risk-taking behaviour in men (Javouhey, Guerin, &
Chiron, 2006). Men also sustain more injuries playing high impact sports (Hollis et al., 2009)
and are more likely to be in occupations, such as military employment, which increase the
risk of experiencing TBI (Meyers, 2012).
Socially constructed ideals about what it means to be a man have been identified as
including providing for and protecting others, physical strength, emotional toughness, selfreliance, competitiveness, risk taking, aggression and power (Addis & Mahalik, 2003;
Connell, 2005). Men who have had a serious injury may not continue to enact masculinity in
the ways in which they did prior to injury and societal discourses about brain injury or
disability have been considered to conflict with these dominant ideals of masculinity (Wilson
Shuttleworth, Wedgwood & Parmenter, 2012). Given the potential cognitive, emotional,
behavioural, social and physical impact of TBI, the day-to-day lived experience, as well as
roles and relationships, can be altered (Tyerman, 2009) and disrupt aspects of self, including
masculine identity.
Theories aiming to explain self-identity highlight that social context influences
identity. Social identity theory (Tajfel & Turner, 1979; Jetten, Haslam & Haslam, 2012)
suggests that social identity is created through self-categorisation; considering the self in
relation to similarities or difference with others, and social comparison; evaluating our own
attributes favorably or unfavorably compared to others. Following TBI, the perception of self
in the processes of self-categorisation and self-comparison may be challenged and result in
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self-discrepancies between the past, present and future self, in which the present self tends to
be viewed negatively (Carrol & Coetzer, 2011). In addition, neuropsychological processes
which underpin self-identity such as autobiographical memory (Conway and Pleydell-Pearce,
2000) and emotion processing (LeDoux, 2000) may be disrupted following TBI.
Thomas, Levack, and Taylor (2014) drew on existing theories and developed a
framework which aimed to explain the process of change in identity following TBI. The
framework outlines a cyclical and dynamic process and suggests that change can occur on
three levels including component parts (such as egocentric self and sociocentric self), integral
processes (such as expression through meaningful occupation and narratives) and whole
system disruption. It is suggested that this individualistic process is driven by “self-reflective
meaning making” (p1037) giving a purpose and direction in life, providing motivation and
goals for future behavior.
Research has identified that the experience of TBI includes narratives of positive
growth including identity expansion through personal goals, looking to the future, a desire to
give something back and a new sense of self (Freeman, Adams, & Ashworth, 2014;
Muenchberger, Kendall, & Neal, 2008). Given these findings, it is important to understand
identity after TBI, not only in relation to the difficulties in adjusting to changes, but also in
relation to the factors which promote positive adjustment.

Masculine identity and adjustment after TBI
Research suggests that masculine identity can impact on how men manage the
experience of illness. Men’s experience of adjustment has been researched in various health
conditions including prostate cancer (Ervik & Asplund, 2012), spinal cord injury (Good et
al., 2008) and cardiac health (Robertson, Sheikh, & Moore, 2010). Literature has
highlighted that adherence to masculine ideals can in some ways be harmful to one’s health.
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For example, the idea that illness, or asking for help, is a sign of weakness can be a barrier to
help-seeking behaviour (Courtenay, 2000; Galdas, Cheater, & Marshall, 2005). However,
there is evidence that some masculine ideals, such as a desire for success, encourage helpseeking or health promoting behaviour. For example, where men perceive the threat to their
health as compromising their masculinity, help-seeking may be a way of preserving
masculine identity. Therefore, masculine identity can aid men’s ability to overcome
adversity (Good et al., 2006).
Masculine identity has been found to have an impact on the process of adjustment
after TBI where individuals integrate their new lived experiences to their identity and
consequently reconstruct their sense of self (Lennon et al., 2014). The impact of gender on
the experience of TBI and rehabilitation was first considered using qualitative research by
Gutman and Napier-Klemic (1996). They interviewed two men and two women, exploring
changes in perceived masculinity or femininity, intimate relationships, gender roles and
engagement in activities which support gender roles. The research suggested that the men
tended to rely more on gender-specific activities pre and post injury to define their gender
role. The researchers suggested that, for men, failure to meet pre-injury standards resulted in
feeling like “less of a man” (p. 542). Given the small sample size and that all participants
lived in supported accommodation, conclusions from this study are limited.
Jones and Curtin (2011) focus on experiences of changed domestic roles such as
caring and household duties and consider this in relation to reformulation of masculine
identity. Participants described either rejecting the reformulation of their masculinity,
accepting it for the sake of others or personally valuing their changed masculinity. The
findings illustrated the significance of the change of role from breadwinner to a carer or
domestic role and how men’s perceptions of these changes related to their perceptions of
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quality of life. However, this research did not explicitly investigate gender in relation to
changes in roles and therefore the interpretations should be treated with caution.
Men’s lived experiences of perceived changes in personal and social identity in
relation to their social world has been considered by Freeman, Adams, and Ashworth (2014).
Themes identified included ‘abnormality’, ‘the hidden nature of brain injury,’ ‘others treat me
different’ and ‘the old me- new me,’ all of which were suggested to contribute to emotional
threats including loss of self, blame, guilt, shame and loss of pride. Participants also talked
about how acceptance was related to the perception that others treated them the same as prior
to their injury. This appeared to lead to positive growth as participants talked about moving
on and making the most of life. However, this research focused on social and emotional
experiences, rather than directly considering the phenomenology of masculine identity. A
more direct exploration of the internal experience of men may therefore further the
understanding of how therapeutic approaches can consider masculine identity in supporting
adjustment following TBI. This current study aimed to gain an in-depth understanding of the
lived experience of masculine identity for individuals following TBI.

Method
Interpretative Phenomenological Analysis (IPA) (Smith, 1996) was chosen as it
allows people to share their experiences and the sense they make of them within their own
social and cultural context (Biggerstaff & Thompson, 2008; Larkin, Watts, & Clifton, 2006).
Epistemologically this study situated itself within a contextual constructivist position
(Smith, Flowers & Larkin, 2009), meaning that all knowledge is context specific. The
experience of a person therefore becomes meaningful through their interaction with the
world. The person is situated within their own context and therefore history, culture and
environment contribute to how a person makes sense of their experiences.
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Qualitative research acknowledges that the researcher’s interpretation is also
influenced by their own experiences, including their experiences with the data gathered
(Shinebourne, 2011). Given this, a reflexive approach was used throughout the research.
Ethical approval was obtained from the Research Ethics Committee of the National
Health Service Research Authority.

Participants
Ten men, all of white British ethnicity aged between 21 and 67 years were recruited
from an NHS community rehabilitation service. Participants were required to have insight
into their experiences and to communicate in English. Having a communication difficulty did
not exclude individuals as support around expressive language difficulties could be provided.
Table one provides an overview of the participants. Pseudonyms have been used
throughout. [Table 1 near here].
After a briefing from the first author, clinicians identified potential participants whom
they approached with the Participant Information Sheet. If the potential participant was
interested in the research, written consented was obtained for the first author to contact them,
provide further information and arrange an interview.

Data collection
Participants were interviewed individually either at the rehabilitation service (n=5) or in
their homes (n=5), depending on their preference. Interview length ranged from 52 to 71
minutes. The aim of the interview was for participants to be able to communicate their
narratives, thoughts and feelings about their experiences in order to obtain rich interview
data. The interview was directed by a topic guide that was developed by considering the
themes which were relevant to the research question, including the impact of TBI, masculine
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identity, cultural and social roles, as well as experiences of rehabilitation. Open ended
questions were asked such as, “Can you tell me about any times when you particularly felt
TBI impacted your identity as a man?”

Analysis
Data analysis adhered to the guidelines described by Smith et al. (2009 p.79). The
first author transcribed the interviews and read the transcripts several times in order to
become familiar with and immersed in the data (Rodham, Fox, & Doran, 2015). Detailed
comments were then made including that of the first authors own interpretations of the
underlying meaning of what was being said. This led to each individual transcript having
between 40 and 100 emergent themes. These emergent themes were then clustered and given
a descriptive label or master theme. The final stage of analysis identified patterns in master
themes across participants. Eight master themes were identified and then grouped into three
superordinate themes. The three superordinate themes were present in all of the participant
interviews. Each theme was again reviewed in relation to the transcripts to ensure that the
interpretation remained grounded in the data. Each stage of the analysis was reviewed with
the second author and the themes were verified in collaboration with the third author.

Quality
Smith (2011) outlines features of high quality IPA research and develops guidelines
for evaluating quality in IPA. To adhere to these criteria, a team approach was used
throughout as a way of improving the quality of the research. This included the authors
regularly discussing key decisions made at different stages of the research process, and also
adherence to The Consolidated Criteria for Reporting Qualitative Research (Tong, Sainsbury,
& Craig, 2007). The use of a reflective diary and reflexivity throughout the research process
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contributed to the quality of the research. In addition, a detailed record of the analysis process
was mapped so that the data could be traced throughout (Yardley, 2008).

Results
Three superordinate themes emerged from the analysis: doing life and relationships
differently, self-perceptions and the perceived view of others, and managing the impact of
TBI as a man. Each of the three superordinate themes were present in all participant
interviews and verbatim quotes are presented below. A detailed hierarchical representation of
the organisation of themes can be found in Figure 1. [Figure 1 near here]

Doing Life and Relationships Differently
All participants talked about how the injury had affected different aspects of their
lives. The impact of the injury on activity resulted in changes in roles and relationships
within family, work and social groups.
Loss of individual agency and independence.
Participants talked about experiences of loss of independence and the loss of the freedom to
make their own choices.
A man should be in charge and organised and know what they’re doing but
now I have to rely on a bit of pen and paper. … It makes you feel, again, it
makes you feel like a child, it makes you feel like you can’t control your
own life because you’re having to rely on looking at something to remind
you. Chris

Similarly, Jake, Smith and Gordon also highlighted different ways in which they no
longer felt that their mind or body was co-operating with how they wished to live their lives.
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Discomfort with reliance on others was also expressed and some participants described
feeling in a very childlike position.
I just don’t feel adequate as a man in any way now. It just feels always have
to be babied or watched and you know … I just can’t take the responsibility
that I used to. Gordon

Jake talked about how his initial reluctance to seek help from professionals was linked
to his identity as a man:
(Rejecting help) was like so I felt like a man so I felt like I was still in
control… Accepting help is horrible, cause I knew by accepting the help,
other people would have to drop things to then help me do you know what I
mean, so accepting the help, was sort of accepting defeat, I was accepting
the fact that I need help.

Many of the participants talked about loss of control over their finances and major life
decisions as a significant loss to them.
I’m not allowed to control my own money. Oh Christ, that’s a hugely
emasculating thing actually! John

Roles and relationships.
All of the participants talked about how the injury had an impact on their roles and
relationships in their lives. Nine participants indicated that they felt that either they were a
burden to their partners or that at times they experienced a degree of insecurity when
comparing themselves unfavourably to other men because of how the effects of TBI might
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impact on a partner. For example, Simon talked about how the division of household labour
has changed:
I can’t cut the (lawn), so my wife does. Putting out the bins my wife does.
And that saddens me as (it’s something a) husband should do.

All four men who were fathers of younger children talked about the impact on their
role as a father, often in relation to roles as protector and provider.
I wasn’t doing anything that I felt contributed to my family. I felt like an
embarrassment, I felt that my kids, or my kid at that time would grow up to
be so ashamed like when people at school say “Oh, what does your daddy
do?” I mean I remember (my daughter) asking me for the first time
“Daddy, what do you do for a job?” I was like e”Erm”; I didn’t know how
to answer it. Erm, yeah, I didn’t really, I mean what was my purpose, my
existence revolved around medical appointments, medical assessments and
being a burden to everyone around me. It was horrible. I didn’t provide
anything for anyone. Yeah there was a roof over our heads and all the rest
of it, but I wasn’t the breadwinner in any respect. John

Both George and Nigel talked about how the impact of their injury on their emotional
regulation had directly affected their role as a father.
I know I’ve done wrong by how I’ve reacted, but I just do it anyway
you know. …, I just sorta haven’t got the patience I used to have
basically….It’s upsetting, because I’ve upset my daughter and I’ve seen her
get upset over it. George.
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Changes in work roles and relationships were also identified by participants in
relation to their identity as a man. This appeared to overlap with the role of provider within
the family. There was a sense of status as a man being threatened at times within the work
context.
I said to (wife) I’m a bit worried now that I get redeployed cause I can’t do
night shifts, they might redeploy me to a job or whatever and I don’t wanna
lose the respect that I’ve sort of built up the last 20 odd years, you know
working my way up and because of someone ran me over I’m back down
there again. Nigel

Luke and Peter, in their early 20’s, were the youngest participants. Their interviews
suggested that they both identified with peer group expectations about how they should be
living their lives and they appeared to feel isolated from their pre-injury peer groups.
Like, where I used to work, Friday night would be going down the pub for
a few pints, then Saturday would be going into town and getting a bit more
than a few pints but yeah that’s a bit rubbish cause now you’re sort of at
home, sat in, with not really much to do. … You think like I’m (age), I
should be out making the most of it, whereas I’m just sat here watching
TV, it’s not great. Peter

Self-perceptions and the Perceived View of Others
Participants talked about how they felt their own lived experience was different from
how others saw them. This often related to activities which they felt they should be doing as a
man but were not. When this was identified either by themselves, or they believed that others
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perceived them not to be meeting the expectations of a man, participants experienced shame
and embarrassment.

The invisible nature of the injury as both protective and threatening to masculine
identity.
The invisible nature of brain injury was considered in comparison to a visible physical
injury or disability. This appeared to result in both positive and negative experiences in
relation to masculine identity.
Nigel talked about how the outer shell of normality hides his internal experience:
Cause I mean a lot of it, it’s difficult for a lot of people, cause they look at
me “Oh you look fine” “You look no different.” You look like, you know
(laughs) you look you know just the same and but you know, that’s just the
outer shell, they can’t see obviously what’s in there (gestures to head).
The invisibility of the injury for Nigel and the ability for the “outer shell” to appear
the same may suggest that he felt others did not understand his experience, or the effects of
his injury. However, this may also have been a protective shell in some ways as he later
talked about how he prefers to keep internal emotions to himself.

Similarly, George indicated that he preferred his internal experience to be private:
Cause you don’t obviously go and tell everyone down there (the local pub)
what’s going on in your head you know, well I don’t anyway.

Concern about being judged as less of a man.
Participants expressed concern that they would be judged negatively as a man by
others due to the injury. Sometimes this was based on actual experiences of stigma of
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negative stereotypes about head injury, while at other times, the concern appeared to be in
anticipation of these.
It do make you think, like would that person actually look at me any
different, just because I had a serious car accident and a brain injury? Like
would they sit there and think, for instance, I don’t want my daughter to be
with this person. Luke

Peter considered how other people may view him as not living up to physical
expectations of being a man:
I’m thinking everybody (is) looking at me thinking “Why is he not doing
that” sort of thing….You see again, that’s (lifting weights) like a bit of a
masculinity thing as well, like we go to the gym and we do weights in front
of mirrors and I’m doing like 3kg weights cause of my left arm’s pretty
crap and that’s all I can really lift which is a bit rubbish really. …When I
went with the physio I’d do it cause I’d happy got an excuse then to do it,
but on me own I don’t wanna sit there and do 3kg weights, 3kg weights
cause it just looks rubbish sort of thing.

Gordon appeared to have different self-evaluations in relation to societal expectations
of a man depending on the group context he was in.
I feel more manly there (in the brain injury social group), …I feel more
myself there because I can let myself, erm, just be myself, who I am. But
on the outside world (I’m) trying to act as though…I suppose I put a front
on in the real world as a man my age.
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Shame and loss of self-confidence.
Participants expressed that they experienced shame and loss of self-confidence which
was related to how they perceived themselves and how they thought that others viewed them
as a man. John describes his experience as “humiliating” and highlights some of the day-today lived experiences which contributed to this:
(Wife) had to help me shower for a couple of weeks after the accident and I
mean, like, how is she going to find me attractive and sexy (he laughs) if
she’s got to basically wipe my arse for me? ….I doubt (wife) could have
fancied me or found me attractive because she was my carer, and I certainly
felt too ashamed to even try that (sex). John

A change in physical appearance and ability was also identified as having a
diminishing effect on self-esteem for participants.
When I was in hospital I lost 3 stone and I used to like working out before
and I used to be at work and playing football, so I was very active. My job
was very active so I was enjoying life as such. And then I’m 3 stones
lighter and just not having no confidence whatsoever. Luke

Participants experienced feelings of loss, shame, embarrassment and inadequacy
when comparing themselves to other men who did not have a TBI.
That night it was embarrassing because I just, I couldn’t stop you see, and I
felt bad because I let her down, must have made a laughing stock of myself
and I just couldn’t cope and I just, couldn’t cope. Then that makes you
think there’s other people our age, and their husbands, boyfriends they’re
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all fine, they get on with it and that puts me back, that sets me back
socially. Gordon

Not feeling safe, feeling vulnerable.
Participants shared that having the injury meant that they tended to behave in a more
cautious way and that they were more aware of risk. This appeared to be related to their own
sense of how further injury may potentially affect them or cause death.
(Being punched by someone), that kind of brought home as well how frail,
I suppose, I feel which is again emasculating. John

I know I could look after myself if you know what I mean, as in with fists,
where now I’ve got a broken finger, I can’t clench my fist and I haven’t got
the confidence so much to argue back either. George

Managing the Impact of TBI as a Man
Participants talked about different ways by which they managed the impact of living
with a TBI in relation to their identity as a man. For some, the impact had resulted in reevaluating their life and their values, and they felt that the impact of the injury had had some
positive influences.

Coping with adjustments.
Participants highlighted that characteristics such as strength and resilience had been
part of their recovery following injury. These ideals appeared to related to participant’s
identity as a man.
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Like a man should be someone who’s powerful, someone that can’t be
knocked down, can’t be brought down by what’s happened, make the bright
side of anything. Like someone that can support people, show people that
there is like there’s no point in giving up and that, cause at times I felt like
giving up, can’t be bothered with it anymore cause I’d get stressed and
depressed about it, but there aint no point in being like that, I’ve got the rest
of my life to live….it (having help) doesn’t make you any less of a man, if
anything it makes you stronger cause you learn new things. Jake

Similarly, Luke appeared to have reformulated the use of compensatory strategies as a
means of promoting independence, rather than being a sign of reliance.
It’s not too bad actually (using memory aids such as lists). In a way (I)
prefer it cause at least then I’m not ‘Oh should have done this, should have
got this today.’ Luke

Participants discussed how they coped with adjustments through adapting activities,
compensating or thinking about things differently.
I can do other stuff to make up for it. So yeah. It’s you can see it’s still raw,
upsetting to think of stuff I can’t do, but then think of ways I can make up
for it….(I’m) finding other ways of trying to make up for the way I am. So
I erm grow a lot of flowers or veg or fruit, so it tries to outweigh (not
cutting) the grass. Simon

I call it a siesta because it makes it feel cool and continental. When it’s
referred to as a nap, I feel like a baby…. It took (wife) basically 2 years to
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argue with me to get me to nap, cause if I don’t recharge my batteries I’m
no use as a father in the evenings which is even more humiliating. So me
having an hours rest before (child) comes home from school, I can
contribute as a parent. John

Being able to maintain some pre-injury activities appeared to be protective for
participants identity as a man after injury.
I still do eh, you know I still do the blokey things, you know, go down the
pub, meet friends, I don’t drink much now cause I have to be careful with
the brain injury and alcohol and stuff so you know I still do that, go to the
football. Nigel

Re-evaluating life and values.
Participants reported that they felt that they had been given a second chance and often
considered how much more severe the impact of their injury could have been. However,
explicitly referring to feeling lucky appeared to contrast with the reality of difficulties in dayto-day life.
Apparently, I should have been dead or in a wheelchair for the rest of my
life. So its’s weird cause I feel like the luckiest unlucky person. John

Participants reflected on how their experiences following injury had contributed to a
change in the way they fulfilled roles as a man. For example, both John and Simon discussed
how they had found values in new community roles. George talked about how before his
injury he had prioritised work and providing material things for his family and John described
himself as having been “a man about town.” However, for them both, the injury appeared to
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have contributed to a change in behaviour which meant expressing values as a man in a
different way.
I’ve joined the PA (Parents Association) at my (child’s) school, because
I’ve got the time to do it and I want to contribute. John

I’ve got no idea what I’m gonna do but at least I’ll spend some more time
with my kids. You know so at least, after having this happen I think
family’s a very big thing for you. You know. It’s all very nice to have
money, which I have a bit of money, done all right for myself, but it puts a
different perspective to what’s important, and in my eyes, family is.
George

Discussion
The findings of the current study demonstrate that when participants felt they did not
meet pre-injury standards, they experienced a conflict or discrepancy between past, present
and future identity as a man. Discrepancies were identified in ideals such as self-reliance,
autonomy, physical appearance, being decisive and in control. This appeared to relate to a
sense of discrepancy within roles and positions within relationships, family, work and social
contexts.

The men in the study talked about how the injury had changed the ways in which they
carried out relational and family roles. This included no longer being able to be responsible to
care for children, not fulfilling the role of a provider and not being able to cope with a busy
family environment. In addition, difficulties in managing emotional responses and not being
able to participate in shared leisure activities resulted in participants experiencing a
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discrepancy between roles and lived experience. The need for someone to supervise and
remind them about daily activities conflicted with masculine ideals about independence,
personal control and self-reliance. The change in activity and loss of the associated identity
which was reinforced by that activity, consequently impacted on affiliative identities.
These findings also support existing literature which has suggested that being a father
who has a brain injury has additional challenges (Morriss, Wright, Smith, Roser, & Kendall,
2013). However, for parents, this role also appeared to provide a purpose and motivation to
adapt in order to feel more able to fulfil their role as a father. Therefore, within rehabilitation
this role should be included within assessment and intervention and it may be that aspects of
this need to be re-considered as families change over time.
Activities which participants talked about differed in relation to the contexts of the
individuals. For example, both Luke and Peter, the youngest participants, identified that they
were not engaging in activities such as ‘going out’ at the weekend with peers, whereas older
participants focused more on relationships and parenting. This supports Thomas et al.’s
(2014) model which states that engaging in activities assumes a central role, both as a threat
to self-identity, through loss or modification, and also in the reconstruction of self-identity.
When participants felt that they were able to participate in age related gender activities, and
maintain friendships or social groups, this appeared to be protective of aspects of their social
identity. This continuation of pre-existing social connectedness through life transitions has
been evidenced as being protective of wellbeing (Haslam et al., 2008). It may be understood
in relation to the framework outlined by Thomas et al. (2014) as facilitating a continuation of
aspects of sociocentric identity or that their experience of personhood in interactions has been
maintained (Yeates, Gracey, & Mcgrath, 2008).
The invisibility of the injury was considered by some to be protective of certain
aspects of masculine identity, as participants talked about how they preferred to keep things
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private rather than share emotions in order to protect themselves. It may be that the
invisibility also promoted a continuation of pre-injury social identity. This resonates with the
findings of Nochi (1998) and Freeman et al. (2014), where participants identified that they
were selective about the parts of themselves which they showed to others in order to appear
‘normal.’ For men, particularly those who identify with culturally dominant ideals of
masculinity, this may be particularly important as a way of “saving face” or status seeking
(Kingerlee, 2012, p. 7) rather than expressing emotion, difficulties or weaknesses to others.
However, this may maintain a sense that the self is not acceptable and may result in
avoidance of social participation. In addition, this may be a barrier to seeking appropriate
support and having a negative impact on wellbeing (Kingerlee, 2012; Good et al., 2006).
In the current study an explicit reference to embarrassment or shame was present in
half of the interviews. This contrasts with the results of Freeman et al. (2014) who
highlighted that shame was only explicitly cited by two men out of nine in their study.
Similarly, Gutman and Napier-Klemic (1996) identified that men talked about their activities
with little expression of feeling. The prominence of shame in the findings of the current
study may reflect the direct questioning about the meaning of experiences, as shameful
emotions appeared to be associated with perceived devaluation of their identity as a man.
The analysis highlighted that the men made adaptations to activities, or found new
activities which were in line with their values. For example, for Simon growing vegetables
was a different way of providing for the family. Similarly, as he could not play football, he
took his son to archery as this was something they could do together. These examples may be
understood as ways in which Simon reformulated masculine identity. The ways by which he
expressed masculine ideals, such as providing, were adapted given the resources available
within his own context (Gerschick, 2000). Similarly, new roles within the community may
enable a man to enact values through meaningful occupation (Jones &Curtin, 2011).
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The drive to demonstrate abilities to self and to others appeared to arise from a sense
of threat to masculine identity, but also appeared to provide motivation for participants to
explore new ways of expressing masculine identities and perhaps influence post traumatic
growth. For example, participants appeared to reformulate their behaviour, such as helpseeking or adopting compensatory strategies, as a demonstration of strength, taking control,
or “regaining manliness” (John). Being able to reformulate their behaviour may also be
influenced by adherence to dominant masculine ideals such as higher success, power and
competition as this is associated with the perception of fewer barriers to community
functioning (Hutchinson, & Kleiber, 2000; Good et al., 2006).

Limitations
The findings represent a self-selecting group of participants who may have been more
willing and able to communicate the sense-making of their experiences, and are therefore not
representative of all men who have experienced a TBI. The participants had relatively lower
educational levels compared to other similar research (Freeman et al., 2014) therefore this
research broadens the representation of a range of backgrounds within the literature.
However, due to the population recruited, this study did not consider factors such as diversity
in ethnicity, race or sexuality, which may also impact on the meaning of masculine identity in
the context of experiencing a disability (Shakespeare, 1999).
Given the importance in IPA of privileging the individual’s perspective of their own
lived experience, additional demographic data which is commonly presented in brain injury
literature was not collected. The lack of accurate medical information in this study means
that it has not been possible to consider the relationship between experience and the type or
severity of TBI.
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The interviewer was female and reflections on how this influenced her initial
perceptions, the data collection and analysis were regularly undertaken. For example, during
data collection it was noted that men apologised for swearing, and it may be that gender
impacted on the speech content used to describe experiences. In addition, during analysis it
was noted that only two participants talked directly about sexual experiences, a topic which
had been expected to be of importance. It may be that men felt they could not talk about this
with a female interviewer, and that this aspect of the lived experience is lacking in richness in
the current study.

Implications for Future Research
This study highlighted that ideals about masculine identity, such as the necessity to
carry on, be strong, and be resilient, appeared to be helpful for some participants in adapting
to the impact of their injury and finding positive activities. Further research could explore
how narratives of masculine identity may promote post traumatic-growth, wellbeing and
adjustment after TBI. In addition, the application of recovery-focused approaches, such as
Narrative Enhanced Cognitive Therapy (Roe et al. 2013) and Acceptance and Commitment
Therapy in brain injury (Kangas & McDonald, 2011), could be further researched. These
approaches target self-stigma and could be applied in relation to loss of agency, shame and
inadequacy as a man. In addition, these approaches may encourage flexibility in narratives
and behaviour relating to masculine identity through consideration of values.
The current findings suggest that exercise and physical ability contributed to
masculine identity and supports evidence from existing literature which suggests that exercise
can have a positive impact on psychological wellbeing following TBI (Wise, Hoffman,
Powell, Bombardier & Bell, 2012). Further research could explore the use of interventions
which encourage exercise as an activity to promote emotional adjustment and positive self-
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identity. Further consideration of prominent findings from the current research, such as the
role of being a father and the experience of shame, could also be investigated. Existing data
sources such as published narratives, blogs and biographies could be used to provide
additional insight into lived experience following TBI.
Existing literature suggests that there is a difference in how men and women
experience the impact of TBI although there may not be a clear divide in objective outcome
measures (Schopp, Shigaki, Johnstone & Kirkpatrick, 2001). Howes, Benton and Edwards,
(2005) researched women’s experiences of TBI, and findings support themes within broader
TBI literature in relation to adjustment and changes in identity. However, although the
research enables some exploration of this experience, specifically for women through
selective recruitment, the study does not appear to specifically ask or explore women’s
experiences in relation to their identity as a woman. Further research specifically focusing on
this may help to inform assessment, formulation and intervention following TBI.

Clinical Implications and Conclusions
This research offers an in-depth exploration and understanding of men’s experiences of
TBI in relation to their identity as a man. The findings suggest that identity as a man was
challenged when ideals about independence, agency and roles within relationships were
difficult to maintain. Clinicians should therefore consider the relational context of identity
using assessments which explore social relationships. For example, discussing roles and
values and how these are expressed in behaviour, may support couples in adapting to any
changes in roles and responsibilities they may face as they renegotiate their relationships
(Douglas & Bracy, 2013).
Services may promote engagement in rehabilitation by adapting approaches to
assessment and intervention. Providing a gender-sensitive service can begin during initial
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discussions when men are referred to a service. Emphasising an active and expert role rather
than being a passive recipient in rehabilitation may particularly promote a service which is in
line with masculine ideals. Providing opportunities for exploring new activities which are in
line with a person’s values as a man or considering ways to adapt activities may be relevant.
Sullivan, Gray, Williams, Green, and Hession (2014) explore the use of real life activities
such as shopping, cooking, woodwork, sports and fishing within assessment and
interventions. The findings gathered from interviews from the young men in Australia
suggested that the use of meaningful activities in this way promoted engagement. Similarly,
encouraging active roles with professionals and in the community may enable a sense of
meaningful and valued contribution, which can promote a positive sense of masculine
identity.
The findings of the current study suggest that drawing on masculine ideals such as
resilience and strength may be helpful in adjusting to the impact of TBI. Given the
experiences of reformulation and growth identified by participants, recovery-based
approaches which focus on narratives and values may be particularly relevant within
rehabilitation. Acceptance and Commitment Therapy, as well as approaches which promote
growth and target shame and stigma such as the compassionate mind approach (Gilbert,
2007), may enable the exploration of new ways of expressing their identity as a man.
Clinicians working with men following TBI could validate the experience of shame in
relation to the discrepancies between masculine ideals and use this to the negative impact of
TBI on mental health. Aspects of positive psychotherapy which focuses on domains such as
growth, character strengths and resilience (Rashid & Seligman, 2013) have been explored in
inpatient settings (Andrewes, Walker, & O’Neill, 2014) as well as outpatient settings (Cullen
et al., 2016) following TBI and are also supported in the current study.
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In conclusion, rehabilitation can help individuals to make sense of their experiences
of discrepancies in identity and to consider adapting activity in order to have meaningful
experiences in line with identity and values. Working with men to explore the values which
are meaningful to them as individuals, particularly in relation to masculine identity, may
enable men to explore new ways of expressing their identity as a man as they adjust to the
consequences of a TBI.
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Appendices
Table 1
Contextual information about participants
Name

Age group

Time since injury

Cause of injury

Lives with:

Post injury employment

education

(years)
John

30-40

6 years

Pedestrian in RTC

Wife & 2 children

No

Completed high school at age 16.

Luke

20-30

2 years

RTC

Alone

No

Completed high school at age 18.

Gordon

40-50

3 years

RTC

Parents

No

Completed high school at age 16 & did
further vocational qualifications.

Jake

20-30

1 year

Physical altercation

Girlfriend

No

Completed high school at age 16 & did
qualification I n car mechanics.

Simon

30-40

4 1/2 years

Nigel

40-50

1 year

Motorbike RTC

Wife & 2 children

No

Completed high school at age 16.

Bicycle RTC

Wife &3 children

Has begun to return to

Completed high school at age 16.

different role in same
place
Chris

20-30

2 years

Driver in road traffic collision

Alone

Has returned to work in

Completed high school at age 18.

same role
Smith

60-70

3 months

Fall

Wife

Retired

Completed high school at age 15 & joined
the military

Peter

20-30

6 months

Single car accident

Parents

No

Completed high school at age 18.
Completed national diploma.

George

40-50

11 months

Accident at work with machinery

Partner & 3 children

Returned part time to

Completed high school at age 16.

same but altered duties
role

32

Figure 1. Summary of Superordinate Themes and Master Themes.

Doing life and
relationships
differently




Loss of
individual
agency and
independence
Roles and
relationships

Self-perceptions and the perceived
view of others




The invisible nature of the
injury as both protective and
threatening to masculine
identity.
Concern about being judged
as less of a man



Shame and loss of selfconfidence



Not feeling safe, feeling
vulnerable

Managing the Impact of
TBI as a man


Coping with
adjustments



Re-evaluating life/
values
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Interview Topic Guide
The participant will be orientated to the area of research through use of the
participant information sheet. Before the interview begins the key aims of the study
will again be explained. The following will be outlined although is not a rigid script:
“This research is about finding out what it is like to live with a traumatic brain injury
as a man. I am interested in finding out about your individual life experiences in
relation to your identity as a man and there are no right or wrong answers. I’d like to
hear about the kinds of things that are important for you and at times I might ask you
to expand on what you’ve said or give examples, as long as you feel comfortable to
do so. Firstly, I have a few questions to find out a bit about you and then we’ll move
on to talking more about what is like for you as a man to have a traumatic brain
injury.”
Background Information
 Current Age:


Who lives at home with you?



Educational background: what age did you leave school? Do you have any
years of further education?



Employment: If you were employed before your injury what did you do? Are
you currently employed? What do you do?



What age were you when you had the injury?



Can you tell me about how you came to have a traumatic brain injury?



Following your injury did you have an inpatient stay in an acute and/or specialist
hospital? What was the duration of your stay?



Are you currently receiving any support from professionals? (duration, type of
therapy?)

So now I’ve asked a few questions to find out a bit more about you, I’d like to ask
move on to talking more about what is like for you as a man to have a traumatic
brain injury.”
Questions about masculine identity:


For you, as a man, what is it like to live with your brain injury on a day-to-day
basis? (prompts: day-to-day activities, how you fill your day, interactions with
others)



Can you tell me about any times when you particularly felt TBI impacted your
identity as a man?



Since having a TBI, are there any changes in what it is like for you to be a
man? Prompts: are there any differences for you, as a man, between before
and after your injury?
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Since having a TBI, can you tell me about what it is like doing things which
you feel are part of your role, as a man?



As a man, what is it like to come for appointments and meet with health
professional’s here/hospital/ rehabilitation clinicians?
Prompts: clinicians involved e.g. physio/OT, attending appointments,
meetings with professionals.



I’ve been asking lots of questions so far, but is there anything else you wanted
to say about what it’s like for you as a man to experience a brain injury



What has it been like talking to me today about your experiences? Prompts: to
encourage reflection on interview process. Debrief procedure to be followed.

Further questioning using prompts will be used throughout. For example, “can you
give me an example of that?” “Can you tell me more about that?” “Can you describe
that in more detail to me” “How did that feel at that particular moment?”
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