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OVERVIEW

This portfolio thesis is divided into three parts: a systematic literature review, an

empirical study and a set of appendices.

Part one is a systematic literature review, exploring the existing literature relating to the
barriers men report when accessing mental health services. A total of 8 studies were
critically reviewed, evaluated and assessed for quality. The results from these were then
explored to consider the themes that men described in the barriers they experienced.
The findings from this review are discussed regarding the clinical implications of

barriers to care.

Part two is an empirical paper exploring the constructions of masculinity in the
language Army veterans use around accessing mental health services. The study
utilised a combination of grounded theory and Foucauldian discourse analysis to
explore the discourses used by the five veterans. Results looked at the different
positions the men took in their discourse and the different actions this allowed them, as
well as how they negotiated their masculinity when accessing support. The findings are

considered and discussed in relation to their clinical implications.

Part three contains a comprehensive set of appendices from parts one and two; this also
contains epistemological and reflective statements to add context to the research that

was undertaken.
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Part One: Systematic Literature Review

This Paper is written in the format ready for submission to the journal

Psychology of Men and Masculinity.

See Appendix A for submission guidelines.

Total word count: 7499 (excluding figures, tables, references and appendices)
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ABSTRACT

Background

This review explores the themes that emerged from the extant qualitative literature,
regarding barriers that men reported when accessing mental health services (MHS). It
considers how these themes may affect male service use and help-seeking behaviour
(HSB), as studies investigating this using qualitative methodology, often focus on a
specific mental health difficulty (MHD) and the barriers concerning this. Therefore,
this review aimed to explore themes across studies, to consider what barriers are

potentially universal across different difficulties.

Method

A systematic review was performed using five electronic databases: Web of Science,
PsycINFO, PsycARTICLES, CINAHL Complete and MEDLINE. The results of the

included studies were synthesised using a thematic synthesis approach.

Results

The results of 8 papers included within this review explored the barriers that men may
face when accessing MHS. The findings were expressed by three themes: “Society and
Social Identity”; “Perceived Gendered Rules” and “Responsibility”. These findings

imply that there are several different factors influencing men’s experiences of barriers to

MHS: stigma; gender roles and practical barriers (such as cost).

Conclusion

This review shows the different experiences men describe as barriers to seeking support
from MHS. It has implications for clinical practice, as by recognising difficulties men

may face when trying to seek support from services, services can better try to alleviate
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these problems, helping men engage better within services or when trying to access

services.

Keywords: Men, barriers, mental health, help-seeking, thematic synthesis.



INTRODUCTION

In recent years, men’s MHD have come into the public psyche. YouGov’s recent
figures reveal an increasing public awareness regarding the problem of male suicide,
with 33% of those questioned in November 2016 recognising the problem, compared to
29% in December 2015 (Campaign Against Living Miserably [CALM]., 2016).
Additionally, campaigns such as The Sides of March (CALM., 2017a) and Movember
(Movember Foundation., n.d.) have been designed to increase awareness of men’s
MHD. Charities such as Andy’s Man Club (Andy’s Man Club., 2017) and CALM
(CALM., 2017b), have recently been created to help men discuss the difficulties they
face. The establishment of the above organisations demonstrates this growing
realisation that there are difficulties that men experience and that need acknowledging.
Within political and medical spheres there is growing recognition that a greater
understanding of men’s MHD is needed and how these difficulties can present (Men’s
Health Forum (commissioned by the Department of Health [DoH])., 2008). For
example, the World Health Organisation ([WHOQO]., n.d.) is advocating for a reduction in
gender disparities in service access and greater recognition of the need for gender

sensitive services.

Statistics regarding male suicide have become increasingly discussed, with reports
showing that whilst men and women show similar rates of suicidal ideation, men have
much higher rates of suicide (CALM., 2014). Suicide is the highest cause of death in
men under forty-five (UK), with figures recently reaching a fifteen-year high (CALM),
and men accounting for most suicides worldwide (WHO., 2000). This suggest whilst
distress is suffered similarly by both genders, men and women may experience and seek
help for this differently. Logan et al (2008) found that men were more likely to

externalise emotional distress and would become violent towards themselves or others.
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This increased violence towards others may account for the differences seen within
forensic services, with men accounting for 95% of the prison population in the UK

(Wilkins., 2010).

Concerning Primary Care Services, IAPT (Increasing Access to Psychological
Therapies) was created in 2007 in the UK, to help increase access to talking therapies.
IAPT’s quarterly reports from 2015/2016 indicate that men accounted for on average
35.85% of all referrals made (Health and Social Care Information Centre [HSCIC].,
2016). Of those referred, only an average of 34.73% completed treatment, compared to
64.85% of women, and of those that did complete therapy, only an average of 46.25%
recovered (HSCIC., 2016). These rates have since declined further over the first two
quarters of 2016/2017, with a reported 34.2% of men completing treatment compared to

65.4% of females (Community and Mental Health Team, NHS Digital., 2017).

There appears to be little qualitative research that explores the barriers to
accessing services, from the perspective of men that have accessed them. Studies that
have investigated this often focus on a specific MHD and the barriers concerning, for
example, depression (Cramer et al, 2014; Rochlen et al, 200) or eating disorders ([ED]
Dearden & Mulgrew, 2013; Raisanen & Hunt, 2014; Robinson, Mountford &
Sperlinger, 2012). Currently, barriers across different difficulties have not been
reviewed, to investigate the degree of overlap and consider what barriers are potentially

universal.

Therefore, the rationale for this review was to explore the themes that emerged
from qualitative literature surrounding HSB men report when accessing MHS, given
that currently research has investigated this primarily for specific MHD and not across

the spectrum of difficulties.
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The research question for this review was:

What barriers do men describe when accessing MHS for support with MHD?

METHODS

Search Protocol

A systematic search was completed with predetermined search terms, using
synonymous suggestions from the EBSCOhost thesaurus. The Web of Science database
was used, along with the following databases, accessed via the EBSCOhost service:
PsycINFO; PsycARTICLES; CINAHL Complete; MEDLINE. Databases were
searched up to and including February 2017. The “All Text” field was selected, to

ensure all relevant papers were included. The following search was used:

(masculine* OR gender* OR m?n OR “gender dif*” OR “sex dif*”” OR “human
male*” OR “human sex dif*””) N3 (“help seekin*” OR “help-seekin*”” OR support* OR

“help-seekin* behav*”)

AND

(“mental health service*” OR “psych* service*” OR “community mental health
service*” OR “health service*” OR psych* OR therap* OR “psych* therap*” OR

treatment™®)

AND

(barrier* OR obstacle* OR difficult* OR challenge*)

The limiters: English Language and Peer-Reviewed Journal were then applied.
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Inclusion and Exclusion Criteria
Inclusion:
e Explores men’s HSB and barriers they face in MHS.
e Participants are currently/have previously accessed a MHS.
e Peer-reviewed.
e Uses qualitative or mixed methodology.
Exclusion:
e Not in English.
e Participants are not accessing MHS/ are giving hypothetical accounts of
accessing services.
e Review or discussion articles.
e Participants give only a third person perspective on those that access MHS, for
example, professionals.
¢ Only quantitative methodology used.
e Intervention studies.
e Solely discusses enablers to help-seeking.

e Discusses HSB around health problems in health/medical settings.

All identified articles were screened by title and abstract, those not meeting all
inclusion criteria or met one (or more) of the exclusion criteria were discarded. In
instances where an article’s suitability was unclear full versions were retrieved.
Retrieved articles were reviewed in full and inclusion and exclusion criteria were

applied. A final sample of 8 studies remained (see Figure 1).
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MEDLINE PsycINFO CINAHL PsycARTICLES Web of
N=298 N= 480 COMPLETE N=18 Science
N= 147 N=239
Limiters Applied:
English and Peer-
reviewed journal
MEDLINE PsycINFO CINAHL PsycARTICLES Web of
N=292 N=281 COMPLETE N=18 Science
N= 145 N= 210
‘( Duplicates
> removed
L N=431
Acrticles
identified
N= 515 Titles and abstracts
reviewed and exclusion
criteria met
'L N= 499
Articles miull texts reviewed anh
remaining exclusion criteria met
N=16 N=9

Articles included
from databases
N=7

Articles included from w
reference list search J

N=1

Awrticles used in
review
N=8

Figure 1. Summary of the selection process.
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Data Extraction

Data were extracted from the articles utilising a data extraction form designed for

the current review (Appendix B). Data extraction included the following topics:

Research aims
Methodology and theoretical approach for analysis
Participants used and their recruitment

Findings/themes discovered

Quality Assessment

A checklist was created to calculate the quality of studies to be reviewed, this was
created using parts of the National Institute for Health and Clinical Excellence ([NICE].,
2012); Critical Appraisal Skills Programme ([CASP]., 2013) and Mixed Methods
Appraisal Tool ((MMAT] Pluye et al., 2011) qualitative checklists (Appendix C), to
ensure that a range of quality aspects were included. As all studies were qualitative,
scores on bias were included in the quality checklist, to consider the degree to which
researchers recognised and discussed the relationship between the researcher, the
research and the participants. Articles were reviewed using the quality checklist, scores

were then calculated to give an overall percentage of the article’s quality (Appendix D).

To ensure that this process was reliable the highest, median and lowest ranking
papers were sent to a clinician to ascertain an inter-rater check. They used the checklist
to score papers independently, any discrepancies that were found between the researcher
and the inter-rater were then discussed, until a decision for the score could be agreed

upon.
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Data Synthesis

Data were analysed following thematic synthesis to allow identification of themes
within the literature. Themes were synthesised to go beyond the content of the original
studies and create analytical themes to help further develop concepts, understandings
and hypotheses from the original study’s reports (Thomas & Harden., 2008). Thematic
synthesis permits the primary themes to be translated, as well as explore similarities and

differences that exist within the original studies (Noblit & Hare., 1988).

Thematic synthesis follows three stages, as recommended by Thomas and Harden
(2008):

1. Coding text from the studies, including quotes, themes discovered and the
study’s results section.
2. Developing descriptive themes by grouping codes into a hierarchy, with new
codes being developed to capture the meaning of the code’s groups.
3. Generating analytical themes by using the descriptive themes to answer the
review questions and consider how these relate to one another in terms of

barriers to help-seeking.

RESULTS

Characteristics of Included Studies

The included studies explored the experiences of men’s access to MHS, the
provision of care for men with MHD or men’s recognition of MHD. Studies were
conducted across four countries: England, Australia, Canada and the USA. Most
studies utilised semi-structured interviews (N=5), some combined this with group
observations and questionnaires; the remaining studies used focus groups (N=2) and
open-ended surveys (N=1). Some of these studies were mixed gender, with only the
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data from male participants included within this review. Two studies employed mixed
methodology (Dearden & Mulgrew., 2013; Thom., 1986), with the qualitative data only
being included in this review, the remaining studies used only qualitative methodology.
Thematic analysis was the predominant analytic approach used (N=7), with the
remaining paper using an Interpretative Phenomenological Analysis approach. The MHD
that studies were exploring included psychosis (N=2), depression (N=1), ED (N=3),
depression and anxiety (N=1) and alcohol dependence (N=1; see Table 1 for a detailed

summary of studies’ characteristics and findings).
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Table 1. Main characteristics of the included studies.

Authors (Year) and  Aims of the Methodology Participants Analysis Key topics and themes Quality assessment
Country study score
(maximum= 52)
Cramer, Horwood, Investigate the  Group Group observations- ~ Thematic analysis. Difficulty accessing support 36 (69%)
Payne, Araya, availability of ~ observations and men attending groups due to pride and
Lester & Salisbury  groups for semi-structured  for depression, embarrassment, having to help
(2014) depression and  interviews. anxiety or anger themselves, the influence of
England anxiety. management. masculine ideals on being able
Explore men’s Interviews- men who to talk openly.
experiences accessed a group for “Isolation and the social
and depression or anxiety benefit of groups”. “The value
perceptions of (n=17), and group of groups and strategies for
support. facilitators (n=12, 6 attracting men”, “Accessing
of whom suffered support and the role of health
from MHD). professionals”
Dearden & Investigate Mixed, surveys  Organisations Thematic analysis. Awareness of eating issues in 39 (75%)
Mulgrew (2013) service and open ended  providing treatment men, the stigma of men with
Australia provision for survey to at least one male EDs, problems with

men with ED,  questionnaires.
development

of difficulties,

with an ED (n=15),
practitioners

providing treatment

availability of care,
recognition of men with EDs,

motivation, perceived
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Authors (Year) and
Country

Aims of the
study

Methodology

Participants Analysis

Key topics and themes
score

(maximum= 52)

inhibitors and

facilitators to

to at least one male
with an ED (n=10),

usefulness of treatment, and

cost and travel implications of

recovery. men with ED within care all as barriers.
these services (n=5).
Ferrari et al (2015)  Explore Focus groups. Recruited from a Thematic analysis. Gender stereotypes 35 (67%)

Canada

gender and its
role in
pathways to
carein
individuals
with
psychosis.

larger study into
ethnicity and care.
Focus groups were
based on gender and
ethnic origin; with
one male group for
each ethnic origin:
African (n=3),
Caribbean (n-3) and
European (n=7) and a
female European

group (n=8).

influencing disclosure of
difficulties and help-seeking,
using other coping strategies
such as illicit substances,
viewed as “more dangerous”
when experiencing psychotic
symptoms.

“The need to be strong and in
control”

“Physicality and differences

in responses between gender”

-18-
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Authors (Year) and  Aims of the Methodology Participants Analysis Key topics and themes Quality assessment
Country study score
(maximum= 52)

Raisanen & Hunt Explore how Semi-structured  Participants were Thematic analysis. Help-seeking was a last resort 39 (75%)
(2014) young men interviews. recruited from a and when problems could not
England recognise ED larger study on be hidden, fear of not being

symptoms, experiences of living taken seriously, fear of being a

seek help and with an ED. burden, uncertainty as to

their Participants were 10 where or how to seek help.

experience of men taken from the “Accounting for early signs

initial contact larger study’s and symptoms”, “Recognising

with services. sample. the problem”, “Routes to help-

seeking”.

Robinson, Develop an Semi-structured  Participants were Interpretative “Difficulty seeing self as 46 (88%)

Mountford &
Sperlinger (2012)
England

understanding
of how men
experience
living with an
ED and their
experience of
seeking help

and receiving

interviews.

men recruited from Phenomenological
an ED service in

London (n=8).

Analysis.

having an ED” with sub-
themes “Difficulty admitting
ED”, “Men with EDs are
invisible”, “Fear of negative
reaction from others if
disclose ED”, “Difficulty
seeing ED as a problem when

also a solution”, “Links
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Authors (Year) and  Aims of the Methodology Participants Analysis Key topics and themes Quality assessment
Country study score
(maximum= 52)

treatment. between ED and discomfort
with identity”. “Experiences
of treatment: how important is
gender?” with sub-themes
“Importance of feeling
understood and cared for by
professionals” and “Issue of

gender in treatment”

Rochlen, Paterniti, Understand Focus groups. Focus groups were Thematic analysis. “Incongruence between male 41 (79%)
Epstein, Duberstein, the influence based on gender, role, depression and
Willeford & Kravitz  of masculine neighbourhood and treatment” with sub-themes
(2010) role income group. This “Happiness not linked to
USA expectations article reported the masculinity” and “Depression
on recognition results from 6 focus dialogue atypical for men”.
of depressive groups “Male-type or masked
symptoms, compromising of depression” with sub-themes
reactions to men only (n=45). “Looking good and remaining
male-type Participants either in control”, “Covering up
depression and had a personal and/or depression with
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Authors (Year) and  Aims of the Methodology Participants Analysis Key topics and themes Quality assessment
Country study score
(maximum= 52)
treatment. a family history of substances...”, “Self-
depression. mask/refusal to recognise”.
“Reactions to treatment and
treatment providers” With
sub-themes “Barriers”,
“Preference to solve problems
on own”
Thom (1986) Investigate Interviews- Men and women Thematic analysis. Difficulty identifying as an 32 (62%)
England barriers to structured referred to an alcohol alcoholic, feeling they should
treatment entry  questions, clinic (men n=25, control drinking themselves,
for alcohol questionnaires,  women n=25). the impact and embarrassment
dependency. checklists and of going to services and fear
open-ended of what was to come.
guestions.
Wilson, Explore how Semi-structured  Participants were Thematic analysis. “Reluctance to identify as 42 (81%)
Cruickshank & Lea  young rural interviews. recruited from a having a mental health
(2012) men, and their media release and problem”, “The barrier of
Australia families, further snowballing. limited vocabulary”,
manage Participants were “Unpredictability and social
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Authors (Year) and  Aims of the Methodology Participants Analysis Key topics and themes Quality assessment
Country study score
(maximum= 52)
emergent either young rural discomfort” and “How long is
MHD and men or a parent of a a piece of string?” (describing
barriers to young rural man who the loss of hope and profound
services had experienced uncertainty about the future,

emergent psychosis
(young men n=3,
mothers of young
men n= 8, fathers of

young men n=2).

and how long they could cope)
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Methodological Quality

Of all the included studies only one discussed and recognised the relationship
between the researcher, the research and the participants (Robinson et al., 2012),
with this criterion receiving the lowest overall score on the quality checklist.
Therefore, it must be acknowledged that results from most of the studies, may
potentially demonstrate bias regarding their subjectivity, by not considering the role
of the researcher in the research process (Cramer et al., 2014; Dearden & Mulgrew.,
2013; Ferrari et al., 2016; Raisdnen & Hunt., 2014; Rochlen et al., 2010; Thom.,
1986; Wilson et al., 2012). Two-thirds of articles included considered bias, by
demonstrating to some degree explicit consideration, as to how findings relate to the
context participants are in (Dearden & Mulgrew., 2013; Réisdnen & Hunt., 2014;

Robinson et al., 2012; Rochlen et al., 2010; Wilson et al., 2012).

Whilst most of the studies discussed the study’s approval by an ethics
committee, there were two that made no reference to this (Dearden & Mulgrew.,
2013; Thom., 1986). Although most commented on the study’s approval by an
ethics board, only two considered the ethical issues surrounding the study and its
implications (Dearden & Mulgrew; Ferrari et al., 2016). This is important to ensure
results are of a sufficient quality and that research is undertaken in an ethical

manner.

Only half of the studies provided a theoretical justification as to why
participants were sampled and selected in the method they were (Cramer et al., 2014;
Dearden & Mulgrew., 2013; Raisdnen & Hunt., 2014; Robinson et al., 2012),

making it unclear as to the potential suitability of some participants. Similarly, three

-23-



studies failed to explain why participants that were selected for the study were the

most appropriate choices (Ferrari et al., 2016; Robinson et al; Rochlen et al., 2010).

These must be considered when interpreting the results of the studies, due to
the potential implications they have on the results obtained. No articles were
excluded from this systematic review based upon the methodological quality, as
none of the studies rated lower than 62%. Given the quality scores achieved, it was
judged that the results from the selected papers, when considered together, would be
significant in developing a further understanding of the barriers men can face when

accessing MHS.

Synthesis of Findings
A synthesis of the data identified three themes and seven subthemes (see Table

2 for the papers relating to each theme).
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Table 2. Themes and subthemes identified through the data synthesis.

Super-ordinate Subthemes Papers
themes
1. Society and social What men do/who men are Cramer et al, 2014; Dearden and Mulgrew, 2013; Ferrari et al, 2016; Raisanen and Hunt, 2014;
identity Robinson et al, 2012; Rochlen et al, 2010; Thom, 1986

Rejection Cramer et al, 2014; Dearden and Mulgrew, 2013; Ferrari et al, 2016; Raisanen and Hunt, 2014;

Robinson et al, 2012; Rochlen et al, 2010; Thom, 1986; Wilson et al, 2012

I don’t fit, I’'m different Dearden and Mulgrew, 2013; Ferrari et al, 2016; Réisdnen and Hunt, 2014; Robinson et al, 2012
2. Perceived gendered Hard to explain Cramer et al, 2014; Raisanen and Hunt, 2014; Robinson et al, 2012; Rochlen et al, 2010; Thom,
rules 1986; Wilson et al, 2012

It’s not the same for women, Cramer et al, 2014; Dearden & Mulgrew, 2013; Ferrari et al, 2016; Robinson et al, 2012

they’re different

3. Responsibility Burden Cramer et al, 2014; Réisédnen and Hunt, 2014;

Trying to get by Cramer et al, 2014; Dearden and Mulgrew, 2013; Ferrari et al, 2016; Raisanen and Hunt, 2014;
Robinson et al, 2012; Rochlen et al, 2010; Thom, 1986
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The emergent themes reflect the difficulties and barriers men described

experiencing, regarding accessing MHS and the factors that contributed to this.

1. Super-ordinate Theme: Society and Social Identity

All the articles recognised how fear of social rejection, the taboo and shame
associated with MHD made it difficult for men to access support. Fear of social
rejection appeared to be caused by a recognition of the taboo nature of men having
difficulties, feeling as though they were different and would be rejected if they asked

for support.

Subtheme: What Men Do/Who Men Are

Most studies found that men discussed the role of what it means to be a man,
regarding their access to MHS and the difficulties this created. This included an
acknowledgement of masculine ideals and what is expected of men and trying to fit

these standards and roles.

...he tried to bring me up with his standards and | always tried to live by
those standards [ | He used to say things like ‘anyone can be born male but if
you wish to be a man in the true sense of the word you have to be two things:

You have to be invincible and indestructible.” (Cramer et al., 2014, p.296)

Masculine role ideals were discussed by the men as something that they had to
do, suggesting that these traits are not inherent and must be proven. This need to
prove oneself as a male was linked to anxiety in some men, fearing that they may not

fit this ideal.
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The idea of being a “man” frightens me. “Boy” or “guy” are both fine, but
“man” has connotations of big, strong, muscly- things I don’t want to be...

(Dearden & Mulgrew., 2013, p.597)

The degree to which men feel they conform to typical masculine stereotypes,
may have an influence on service use and how available support feels. Masculine
ideals also appeared to incorporate the idea that weakness was contrary to being a

man, that being depressed was part of being weak:

My role (as a man) is to be strong. It’s weak to be depressed and sad and

cry. (Rochlen et al., 2010, p.4)
However, interestingly this was not consistent amongst participants:

The definition of what it means to be male doesn’t include necessarily happy.
It’s productive, self-reliant, tough, strong, stoic. Happy is not really part of

it... (Rochlen et al., 2010, p.5)

This conflict in ideas between participants suggests that whilst there can be
stereotypical ideals about masculinity, there may still be subtle differences in how
men perceive masculinity. This perception will then affect how these men identify
with difficulties, as considering happiness to not be an aspect of what it means to be
a man, may result in some men not feeling that a lack of happiness is a problem for

them, consequently not wishing to access support services for this.

These concepts of masculinity and what it means to be male are also shared by
health care professionals and society, with some describing how men were invisible
within MHS, as it was not something that they were considered to struggle with.
This invisibility applied to some presenting difficulties more than others, which
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meant that health professionals did not recognise their difficulties and would either

misdiagnose or not know how to provide support for the men accessing their service.

... You haven’t got bulimia, you re just depressed’...I’'m probably quite
confident in saying that that was probably because you know | was male, you
know I didn’t live up to the stereotype of being young and female ...

(Raisédnen & Hunt., 2014, p.5)

Moreover, men described a lack of literature around men’s MHD, as well as a
lack of discourse around this in the media, resulting in men feeling as though it was
not a difficulty they should be experiencing, which for some led to a feeling of being

different.

All the books are directed at women which is even more ‘this shouldn’t be
affecting me. This is not something | should have a problem with.’ (Robinson

etal., 2012, p.180)

What they see in the papers is young girls trying to get themselves down to

size zero. Do you ever read about men trying to do that? Idon’t...

(Robinson et al., 2012, p.180)

Therefore, it appears that this works in a cyclical process whereby men’s
difficulties are not accounted for in the literature. This, in turn, informs clinicians’
perceptions of difficulties and leads to an invisibility of men within services and

society.

This theme also incorporated a sense of accountability men appeared to feel for
others, how this could influence their ability to seek help from MHS and what they
could discuss around this. For example, Cramer et al (2014) reported one participant
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feeling he could not discuss his MHD with his GP, as his life insurance would be
invalid if he subsequently committed suicide. This feeling of responsibility in
relation to what it meant to be a man, therefore influenced barriers to MHS. This was
also affected by cultural constraints as well for certain participants. The example
below demonstrates this, discussing the difficulties experienced around the burden of

expectations in arranged marriage

My mum and dad are old and the other problem, if anything happened to
them my brothers blame me for it. [] If I was to divorce my wife at the
beginning it could be a big impact for the rest of my brothers for getting

married... [ | somebody had to be the oldest son and unfortunately it was me.

(Cramer et al., 2014, p.298)

Subtheme: Rejection

All the studies found that men discussed fears or experiences of rejection as
affecting their ability to access MHS. This theme of rejection had multiple facets to
it, the first being a fear that services would think they were not ill enough to require
help and not be accepted for treatment, for some this was an anticipated fear,

whereas for others this stemmed from previous experience.

I had not sought treatment because there is not enough awareness about
eating disorders and the different categories, so | never thought I was sick
enough to be considered needing treatment... (Dearden & Mulgrew., 2013,

p.599)

The GP I went to, back when it was first starting and | was a somewhat
healthy weight still dismissed my concerns as ‘just stress’. It would seem

that if you are willing enough to receive help for you eating issues, then you
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mustn’t have any. However, a diagnosis would have been useful to accept
and come to terms with my eating issues sooner... (Dearden & Mulgrew.,

2013, p.598)

Fear of being rejected from services for not being ill enough appeared to link

to rejecting and denying their own pain and difficulties to themselves.

It’s easier to stay in a state of denial than to have to admit something,
because when I admit if I'm depressed I have to take action. (Rochlen et al.,

2010, p.6)

I knew at the time that | probably did have some kind of disorder with my

eating, because being sick isn’t normal. But I'd always discount those kind

of things. (Robinson et al., 2012, p.180)

Rejection was also feared from health professionals, friends and family
regarding whether their difficulties would be taken seriously. Similarly, the fear of
rejection about not being ill enough, relating to this anxiety, was due to both

anticipated responses, as well as previous experiences of some men.

1 think it’s about fifteen years ago since I first went to the doctor. And I had
trouble sleeping, I couldn’t stop thinking about things...[l] was pretty much
fobbed off...[ ] I had considered chucking myself under a train at one point.

(Cramer et al., 2014, p.299)

1 didn’t say anything. I was dumbfounded, like I couldn’t believe a physician
would say something like that, because | just thought, you know, if there’s
nothing physically wrong but something’s happening surely that means
there’s something psychological. And if it’s to the extent that I've lost three
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stone at this point, you know, shouldn’t I be getting referred...basically |
walked outside and punched a wall and broke my knuckle because I was so

angry... (Raisénen & Hunt., 2014, p.5)

However, some men undertook research around their difficulties and utilised
this when seeking support from services, as a way of providing information to health
professionals, as with this information they perceived that they would know what to

do and not be unsure as to how to proceed.

[1] did a little bit of research, at least if you go in to see him [GP] with a
suggestion, he’ll push it through. It’s very difficult for him at times to come
up with an initiative himself because he doesn’t...he may not understand the

problem then doesn’t know where to look. (Robinson et al., 2012, p.180)

Subtheme: [ Don’t Fit

Half of the studies found that men had a feeling of being different and not
fitting into services, with some describing how services were for women and gay
men and not for “them” (Dearden & Mulgrew., 2013). This theme also included the
feelings of isolation that many men appeared to describe in terms of being the only

one struggling with difficulties:

1 felt ‘I'm the only guy in the world this has happened to’ So it can be quite
an isolating thought as well and no other guy have had this problem. What'’s

wrong with me? (Robinson et al., 2012, p.180)

I thought I made it up myself...you know, something that only I did...

(Réisdnen & Hunt., 2014, p.3)
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However, this feeling of being different sometimes also resulted in isolation
and they would remove themselves from situations due to feeling different to how

they perceived they should:

| took some drastic actions and sailed away... (Cramer et al., 2014, p.296)

Interestingly, whilst this feeling different and isolated appeared to cause some
men to remove themselves from their environment, for some this isolation actually
enabled help-seeking. However, this may vary depending on whether the men were

attending group support services or individual services.

I was struggling at University so I didn’t know too many people, so I suppose
it was a sort of social aspect...[And] of the [therapeutic] group works well

then it adds a social dimension. (Cramer et al., 2014, p.294)

This feeling of being different was also experienced by some men, regarding
the need to be diagnosed in order to access support. There was a reluctance to be
diagnosed by some of them, which therefore created barriers to care. Although,
others found that they did not meet service criteria, despite having difficulties, or
services giving more attention to physical problems than psychological; further
reinforcing a perception of being different and not fitting the norm, and perhaps
exacerbating the narratives of what men do and must be and the difficulties they

must face, as discussed earlier in regard to male invisibility within services.

Needing a low BMI to be diagnosed anorexic is like needing to be terminally
ill to be diagnosed with cancer. There needs to be an understanding that
psychological issues can not be classified with a physical attribute like

weight... (Dearden & Mulgrew., 2013, p.598).
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2. Super-ordinate Theme: Perceived Gendered Rules

Seven of the articles reviewed commented on themes that fell into this
category and alluded to how seeking support from services would be different if they
were not a man. This described how men found that talking about difficulties was
problematic for them, due to a lack of vocabulary around emotions and it being
something that they had never done. Also, reference was made to how this was
different for women, and that help seeking dialogue was available to women. This
suggests that if these men were not considered male, they would be able to seek
support. Moreover, women were described as different in terms of men’s ability to

speak with them.

Subtheme: Hard to Explain

Most of the articles described how the men found it hard to explain how they
were feeling and the difficulties they were experiencing to others. For some, this
difficulty in expressing how they felt was due to uncertainty as to what was wrong
and not knowing how to describe what they were experiencing to themselves, which

therefore made it more difficult to do so with others.

It was pretty tough admitting it to myself, and then admitting it to my parents,

I think the rest of it was quite easy after that. (Robinson et al., 2012, p.179)

1 don’t even know whether I'm depressed or whether I’'m just a lazy twat
who's feeling sorry for himself [ ] I can’t really explain it to me-self how |
feel. [] Idon’t think it’s in our nature to open up. [ ] ... I don’t, you know,
wanna tell anybody that | 'm having a bit of a concern about anything.

(Cramer et al., 2014, p.298)
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Some men described how they found the concept of talking about their
difficulties with others confusing, as even talking about themselves or their lives
generally is not something that they felt men do naturally, therefore they felt that

talking about more personal matters felt even more inappropriate.

Well, it’s an unfortunate thing that we as men don’t talk about our lives with
people. You know, you- you said you work with a guy for 20 years- do you
have kids? You know, you don’t talk about your life. And so why would you
ever talk about depression if you can’t talk about your own kids?... (Rochlen

etal., 2010, p.4)

This concept was expanded on by others, who described that conversations
were to have a purpose and a result of this talking about their feelings would be an

unusual experience for them.

We tend to talk about things when there is a clear purpose, not just share
experiences. | think that we tend to have a more limited vocabulary when it

comes to emotion and so on. (Rochlen et al., 2010, p.4)

Furthermore, this reluctance to talk appeared to be linked to a limited
vocabulary that they had developed regarding emotions, adding to the difficulty they
experienced when trying to articulate facing difficulties. However, as noted in the
above quote, some men could recognise the benefit of talking to others, even if it felt

like something that would not come naturally to them.

| definitely think it helps you manage your own mental health, whether it
would stop you getting down into a huge depression I don’t know but in

terms of like just sharing with people on a weekly basis who say aren’t
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members of your family and aren’t close friends and cos it’s entirely in
confidence I just think that can be you know sort of quite healthy. (Cramer et

al., 2014, p.295)

Although, talking was often discussed in terms of talking to others and not
family and sometimes not even friends either, but instead in support groups or within
a therapy context. Therefore, it appears that whilst talking is something that some
men feel is hard to do, there are contexts where they feel they can do this, although it
may feel unnatural and hard to articulate, due to a limited vocabulary around

emotions and a limited understanding of their difficulties themselves.

Subtheme: It’s Not the Same for Women, They 're Different

In a few articles, men described feeling that women were different and that
things they struggled to talk about may be different if they were female. This theme
appeared to include the idea that it is easier for women to cry, feel pain and that they
feel more able to do this; as well as acknowledging that this is not how it feels for

men.

...sometimes you look at a woman and you think oh I wish I could have a

good old ball like they, like women do... (Cramer et al., 2014, p.298)

Oh her and mum talk about it [depression] all the time. [ ] my sister was
actually receiving medication for I think it was a good year before | was [ ]
she spoke to my mother about it, she spoke to her GP, her friends [ ] I'm
completely the polar opposite of my sister [ ] I didn’t want to burden them

[friends or family] ... (Cramer et al., 2014, p.295)
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For the first quote, it appears that this participant envied women, feeling they
were allowed to cry and he expressed the wish to be able to do this himself.
Moreover, some described how it was also easier to talk to women, as opposed to
other men, whilst this was not a view that was shared amongst all participants, there
appeared to be a feeling that women were intrinsically different from men and were

experienced differently by the men themselves.

... You know, it’s easier to talk to a woman. Or I find it easier to talk to a
woman and anyway...I wouldn’t even go anywhere near it [if it was a male

GP] no. (Cramer et al., 2014, p.298)

I would feel most comfortable being treated by a woman, as | feel a lot safer

with women emotionally and physically. (Dearden & Mulgrew., 2013, p.602)

Another way in which men described their difference to women was in how
others perceived their difficulties and responded. In some accounts from men
accessing support for difficulties with psychosis, there was a recognition that women
were offered support more readily than men were, as men could be perceived as

dangerous as opposed to in need of support

...it’s a double standard, but I feel like when guy is flipping out, it’s most
likely ‘Okay, let’s do something with him. Let’s, you know, let’s lock him up’
as opposed to, you know. Where with a woman they might be empathetic
more to the situation and be like, ‘Okay, this sounds like a mental health
issue, maybe we'll, maybe we’ll do something about it.”... (Ferrari et al.,

2016, p.5)

-36-



However, for others, this difference seemed less prominent, with a man with
an ED describing how he perceived his difficulties as gender-excluding and in this
way, feeling as though the difficulties that he shared with others reduced the

differences between the genders.

1 think it’s pretty much gender-excluding as a disorder. The reasons why you
get there are probably slightly different but in the end all roads lead to Rome.

(Robinson et al., 2012, p.182)

3. Super-ordinate Theme: Responsibility

Seven of the articles reviewed contained themes that described a reluctance to
seek help or ask for help, which was a barrier to care. This related to the feeling of
responsibility that the men had towards regarding their need to be responsible for
themselves, and self-sufficiency, as well as perception that they were also
responsible for others in their lives. There was a theme of feeling like a burden and
therefore not wishing to seek help, as they did not want to be a nuisance to others.
Moreover, there was a reluctance to seek help, as men felt there were other ways
they could manage their feelings instead. However, for some, the strategies they
used to manage their emotions or difficulties were the reason behind their referral
into services, so whilst there was a reluctance to lose these behaviours, they also

enabled men to receive the support they needed.

Subtheme: Burden

In a few articles, men described feeling as though they were a burden; this
included a feeling of wasting others’ time and therefore not wanting to seek support.

This feeling of being a burden did not appear to be towards a specific group and
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seemed to apply to both friends, family and health professionals alike. For some,
this was an anticipation of feeling like a burden, whereas for others there were
encounters that they referred to, in which they had been made to feel as though they
should not have accessed support, this was in turn interpreted as them wasting the

time of others.

1 didn’t want to burden them [friends or family] I didn’t want cos you know I
don’t wanna drag everyone down with my problems so, I don’t wanna sit

there and be the miserable one. (Cramer et al., 2014, p.295)

1 think I've got a bit of a drinking problem...[ ] all the old crew split up.
Mrs, kids, with her. Lost me job. But that was years ago...[The GP] Just
told me to pull me socks up basically...So basically yeah, here’s the number,
if you wanna help yourself, go and help yourself... (Cramer et al., 2014,

p.297)

There were also some who felt that when support was provided by others that
it was done so out of obligation and not from a place of genuine care and

compassion.

Absolute zero, absolute zero [to friends and family around] ...I got family [ ]
| Was brought up in a children’s home...[family members] certainly wouldn’t
listen. [] I see a mate now and again [ ] | even said to my, well kind of an
ex-girlfriend, I phone her and that’s all I do, I don’t see her, ‘I can’t support
you, I can’t support myself [ | there’s nothing there for us to be together’....

(Cramer et al., 2014, p.295)
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These ideas caused some men to feel as though support was available but not
necessarily that others wanted to provide this for genuine reasons, with care feeling
dehumanising for the men accessing it. Furthermore, there was a fear born out of
both anticipation and prior experience that they would be perceived as a burden and
that they had wasted others’ time. This led to some men describing how they did not

need help and that it was unacceptable to ask.

Subtheme: Trying to Get By

Most of the articles reviewed described how men tried to get by on their own,
without the support of others, leading them to feel they did not need the help of
others. Men described how they attempted to cope on their own, through trying to
distract themselves from the difficulties they were experiencing. For some, this was
with the use of illicit substances, which whilst masking the problem, did not help

overcome the difficulties they were struggling with:

The alcoholism probably kicked in around 18/19 and carried on till...yes
about 30/31... []...and realise the, over the years...I hadn’t actually combat
or even beaten, I haven'’t beaten depression, I just masked it with alcohol...

(Cramer et al., 2014, p.297)

Whereas, whilst others also used illicit substances, there was a recognition that
this avoidance could be achieved in ways that would be deemed more socially
appropriate, and therefore perhaps may not be noticed as a way of avoiding

difficulty:

I work 60 hours a week. You drink, smoke pot, and get into reading, you

know, novel after novel. And all kinds of behaviours to keep the mind away
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from it, you know, and | see people, men, do that all the time, especially

workaholics... (Rochlen etal., 2010, p.5)

This theme of trying to manage on their own appeared to be linked to keeping
up appearances for some, which could be done simply through looking the part

physically, so as to not allow others to see that they were struggling.

L'l feel really bad sometimes, and I don’t want to shave. And I don’t want to
do, and it’s like, but I do it anyway, ‘cause I don’t want anybody to know. So

I clean up and | shave and | get tight and | go out in the world, and no one

knows. (Rochlen et al., 2010, p.5)

However, trying to manage could lead some men to develop problems that
then led to them accessing services, causing a conflict of interest with the men
wanting to get better. This conflict lay in not wanting to lose the strategies that had
helped them for so long as it helped some men avoid stigma they felt they would
experience in other parts of their life. Therefore, these were perceived as both

damaging and part of their identity, which they did not wish to sacrifice.

It [ED] a significant barrier for everything that | wanted to do or wanted to
achieve. Absolutely I knew that it was creating problems at the time. It was

Jjust very difficult because you know at the same time you know I can’t live

without it.... (R&isanen & Hunt., 2014, p.4)

Part of the thing that I really value about being underweight is that it

suppresses my sexuality. (Robinson et al., 2012, p.181)
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DISCUSSION

Overview of Findings

This review aimed to synthesise the different experiences of barriers to MHS
that men described. Studies demonstrated that men experience barriers in a
multitude of different forms. The main barriers revealed were “Society and Social
Identity”, “Perceived Gendered Rules” and “Responsibility”, with these themes
appearing to be interconnected by the concept of identity, which included self-
identity, social and gender idenity, and therefore arguably masculinity and the men’s
perception of this. Further, barriers that were recognised were practical aspects of
accessing care, such as price, knowing where to access support and the relationship

they had with their GP.

Barriers were also experienced around men’s shame associated with
accessing MHS and the influence their perception of male gender has on this
process. As the masculinity literature indicates, a fear of perceived vulnerability and
a need to be self-reliant (Brooks., 1998; Connell., 1987; Levant, Hirsch, Celetano &
Cozza., 1992; Doyle., 1995) appears to impact on men’s ability to seek help from
MHS (accounting for the reduced rates of men seen within services and the increased
risk-taking behaviour), with the results of this review showing similar experiences
for the men who took part. Whilst barriers exist within the services themselves,
barriers are also perceived depending upon men’s perception of masculinity, what it
means to be male and their gender identity. These societal influences need to be
considered in the services offered to men, who are seeking support for MHD. It is
important that awareness campaigns reflect on these perceptions, to help men feel

more able to access support, without feeling as though their gender identity is
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questioned. This review identified commonalities amongst research into barriers to
care, suggesting that whilst there are specific barriers that may be faced within
specific MHD, that there are common barriers that are perhaps faced by men

generally irrespective of the difficulties that they are facing or seeking support for.

Despite the Department of Health (Men’s Health Forum., 2008)
recommendation that there needs to be a greater understanding of men’s MHD and
how these may present differently to women’s, there still appears to be a lack of this
understanding, both within society and health services themselves, from the
experiences of the men in these studies. Furthermore, whilst the WHO (n.d.) are
advocating for more gender sensitive services, there still appears to be a lack of
sensitivity to gender differences regarding MHD, within Primary Care services and
those that may refer service users on to specialist services. This suggests that whilst
these recommendations are on the agenda for the future of services and their
development that perhaps there is still work that needs to be done to help this

transition take place.

Limitations

Due to the qualitative approach taken in this review and the synthesis of
previous findings, it is imperative to recognise the influence of the author during the
analysis of these results (Willig., 2001). Hoffman (1990) recognised the degree to
which research findings can be a result of bias due to the author’s lens, which
therefore needs to be considered, given the subjective nature of qualitative analysis.
However, this was alleviated as much as possible through ongoing discussion
between the research team, to ensure that a consensus was reached regarding the

findings.
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Due to few papers reaching the inclusion and exclusion criteria of exploring
men’s personal accounts of accessing MHS, using a qualitative approach, the review
could only synthesise a limited number of papers. Despite this, due to the depth and
richness of the data that was collected within qualitative studies, it was not felt that
this would affect the depth of the synthesis (NHS Centre for Reviews and

Dissemination., 2001).

As discussed earlier the methodological quality of some papers must be
considered in the interpretation of the findings from the preliminary studies, given
that only one did consider the role of the researcher on the interpretations and
findings of the research. Thus, whilst this was considered in the current review, this
reflexivity was not present in the original studies themselves, therefore possibly
influencing the reliability of the findings of the initial studies and consequently, in

turn, this current review.

Regarding the transferability of this synthesis, it is necessary to recognise
that all the studies that were reviewed were undertaken in Western countries; hence
this synthesis may not be relevant to all cultures. However, similarly these countries
will have idiosyncrasies in their cultures as well as the provision of MHS, therefore
variation may still be seen within these papers. Similarly, the studies that were
included only covered a few different MHD, with three of the eight papers relating to
services for ED, thus the results from this synthesis may only be representative of a
limited number of difficulties, and may potentially be skewed towards experiences

that are related specifically with certain MHD.

Consequently, it may be beneficial for future research to explore the different

experiences of men with different MHD, in order to consider whether different
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barriers are associated with different difficulties. Furthermore, future studies may

consider experiences of barriers to care within different cultures.

Implications for Research and Practice

Whilst there is a growing recognition and awareness around men’s MHD
within society, there appears to be a lack of literature around men’s experiences of
accessing MHS, especially regarding barriers that they face. Given that Primary
Care services like IAPT have been shown to have lower attendance and completion
rates of therapy for men, services need to further explore potential difficulties in the

process of help-seeking, to ensure that the best clinical results are seen.

A theme that was uncovered within most studies was that barriers that men
may face are part of the system that they are trying to access. Although, there is an
increasing recognition that services that use diagnostic criteria and psychiatric labels
can be damaging for service users (Hummelvoll, Karlsson & Borg., 2015; Timimi.,
2014) these men’s experiences illustrate that these diagnostic criteria are still used,
and result in men feeling as though they cannot access services as they do not want a
diagnosis, but similarly do not fit the full criteria for referral whilst still experiencing
distress. Whilst, not fitting full criteria is not gender specific, it is important to
consider given the men’s describing the perception that MHD were something they
should not struggle with, and the difficulty in accessing support from MHS; as not
fitting service criteria may be experienced as invalidation of their difficulties and

reduce the likelihood of future access to services for those that do seek support.

Therefore, this review highlights the importance of person-centred care
within MHS, to ensure that service users feel services are accessible to them and

reduce the perception that they cannot refer themselves or be referred to them.
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However, the men also described invisibility of men’s difficulties as a barrier,
quoting the gendered perceptions some health professionals have in regard to certain
MHD; consequently, there also needs to be a greater awareness within referral
services themselves, to ensure that men’s difficulties are recognised, validated and

referred on correctly, instead of being misdiagnosed or missed altogether.

Findings also suggest that as many men try to cope through utilising other
strategies, such as illicit substance use, there needs to be a greater awareness within
services and demonstrated to men that MHD do not fit a specific pattern for
everyone. Furthermore, given that some of these men described using substances to
help manage their difficulties, this could help inform assessment of service users of
drug and alcohol services, as men presenting within these services may be have
difficulties in other areas as well. Through this increased awareness men may be
more able to recognise strategies they use to cope that have become a problem

themselves, and therefore feel more able to access services and support for this.

Conclusion

This review amalgamates the experiences reported by men accessing MHS
and the barriers that they can face when doing so. Men face barriers both in terms of
fears of rejection and social stigma, their perceptions of gender, as well as practical
barriers to accessing support. This review has implications for clinical practice, as
by recognising difficulties men face when trying to seek support from services,

services can better try to alleviate these, therefore, helping men engage better.
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ABSTRACT

Background

This study explored the masculine relevant discourses male Army veterans drew on
when talking about seeking help from mental health services (MHS) and considered
the potential barriers this could create in accessing care. Through developing this
understanding, clinical practice can be better informed for working with this

population.

Method

Semi-structured interviews were held with five participants, who accessed MHS
when they were under 25. Interviews were audio-recorded and transcribed. Data
analysis employed a social constructionist approach, using a combination of
grounded theory (Charmaz, 1990) and Foucauldian discourse analysis ([FDA]

Willig, 2001), as seen within the masculinities literature (Willot and Griffin, 1997).

Results

The men used differing and, at times, conflicting discourses within three themes
derived from the data: “Legitimising Actions”; “Cracking On” and “Managing
Identities”. They took different positions within each of these, and despite the
difficulty that accessing MHS posed, their discourses allowed them to preserve

positions within hegemonic discourses of masculinity.

Conclusion

This study found that despite the threat accessing MHS posed to their masculinity,

the men recreated hegemonic masculinity discourses (HMD) in their accounts of
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accessing services. Results have implications for clinical practice; by recognising
the threat that accessing MHS can cause to men’s views of their masculinity,
services can acknowledge the difficulties these men may have when trying to access
and navigate such a system. In understanding their perspective regarding the
appropriateness of talking about their difficulties, services can better understand how

else these men may communicate their distress and how to respond accordingly.

Keywords: Men, veterans, mental health services, discourse analysis, masculinity.
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INTRODUCTION

Gourash (1978) defines help-seeking as communicating information about a
problem, with the aim of obtaining support or assistance. However, many do not
seek help from MHS due to perceived stigma (Vogel & Wade., 2009). Lorber
(1997) suggests that this reluctance towards accessing support is due to the social
construction of illness, as it can be considered a weakness, which impacts on

people’s willingness to access services.

Connell (1995) described different forms of masculinity; hegemonic
masculinity (HM) has been associated with risk-taking (Lloyd, Forrest & Davidson.,
2001), autonomy, self-reliance and lack of concern for health (de Visser., 2009;
Kimmel., 1997); with O’Brien and White (2003) suggesting needing to reinforce
masculinity causes increased risk-taking. Statistics from UK health organisations
support this: in 2006/2007 13.2% of illicit drug use was seen in men against 6.9%
women, with men accounting for 79% of drug misuse deaths (NHS Information
Centre for Health and Social Care., 2008); men accounted for 65% of alcohol-related
hospital admissions (Health and Social Care Information Centre, Lifestyle Statistics.,
2014); 31% of men compared with 24% of women drank more than twice the
recommended daily limit (Lifestyle Statistics., 2014). Whilst both sexes have nearly
equivalent rates of suicidal ideation, in 2010 men accounted for 75.5% of all suicides
(Campaign Against Living Miserably [CALM]., 2012). Considering Lorber’s
(1997) suggestion that help-seeking behaviour (HSB) is socially constructed, it
appears that gender influences HSB constructions, which is supported by research
exploring the social constructions of masculinity (Addis & Mabhalik., 2003;

Courtenay., 2009; Wilkins., 2010).
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Connell (1987) describes HM (the dominant discourse of masculinity) as
stoicism, being emotionless and invulnerable. Levant, Hirsch, Celetano and Cozza
(1992) described male role norms, including: avoidance of femininity; restricted
emotionality; pursuit of achievement and status; self-reliance and strength. Doyle
(1995) identified; self-reliance; success; anti-femininity and aggression. Brooks
(1998) comments that as society teaches men to deny their vulnerability, they
become less likely to partake in preventative health behaviours or seek help.

Therefore, HM can be a potential help-seeking barrier.

Connell and Messerschmidt (2005) explain the different mainfestations of
HM can change through time and culture. For instance, the changes in societal
perceptions of reactions to war; “shell shock” and “war neuroses” were perceived as
ways of escaping the frontline and associated with weakness (Crocq & Crocq.,
2000). Recently there has been increased awareness of post-traumatic stress disorder
(PTSD), with increased media exposure, and research after the Iraq and Afghanistan
wars (Samele., 2013). PTSD is considered a more acceptable diagnosis than “war
neuroses”; support services are available specifically for veterans with mental health

difficulties (MHD), for example, Combat Stress (Combat Stress., 2015).

Within the military, bravery is central to service; during the First World War,
those viewed as cowards, fleeing the battlefield, were later tried and killed by firing
squad (Taylor-Whiffen., 2011). However, Madigan (2013) argues bravery and
weakness are key to understanding military culture and war. This theme of strength
is reiterated in the British Army’s motto “Be the Best” (The British Army., 2015),
suggesting soldiers must be successful, with no option of weakness. Research

suggests masculine socialisation is more intense within the military (Lorber &
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Garcia., 2010), therefore it is important to consider how those from the military

access support.

Kapur, While, Blatchlet, Bray and Harrison (2009) found suicide rates in UK
Armed Forces veterans were highest for male Army veterans aged under 24. Results
showed whilst some accessed MHS, contact was lowest for those at greatest risk,
with only 14% of those aged under 24, who later committed suicide, accessing
services beforehand. Green, Emslie, O’Neill, Hunt and Walker (2010) aimed to
explore the experiences of younger veterans to gain an understanding of emotional
distress and constructions of masculinity, though limited participant numbers did not
allow this, and inclusion criteria were extended from under 25 to include veterans up
to 44. Although statistics exist around access, currently research has not examined
discourse, its link to masculinity and the distress experienced by young male

veterans.

Woodhead et al (2011) found those leaving the military with shorter service
history were more likely to be heavy drinkers, have suicidal thoughts or self-harm.
Green et al (2010) suggest for those who enrol as teenagers the transition from
civilian to soldier mirrors the transition from boy to man; therefore, being a soldier is
central to being a man and may result in difficulty when discharged, as one
participant commented: “training breaks you down and then rebuilds you... that’s
the way they make soldiers”. This may influence perceptions of accessing care and
whether this is something they feel their role permits, as it may not be in how they
are built. Levant and Richmond (2008) found endorsement of traditional male
gender role norms, were stronger in younger populations. Therefore, younger

veterans may be more at risk, yet also less likely to access support.
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Research exploring barriers to HSB for men, within the general population
using qualitative methodology, has uncovered themes around stigma and lack of
awareness of men’s MHD (Dearden & Mulgrew, 2013), perceived gender norms
(Rochlen et al, 2010; Ferrari et al, 2016) and using substances to help them cope
(Ferrari et al). Therefore, research should explore the perspectives of veterans, to

gain an understanding of barriers they may specifically face.

The rationale for this study was to explore the constructions of masculinity
young veterans’ draw on when accessing MHS, given that young veterans are an at-
risk group that do not engage well with MHS. Through using FDA this study would
consider the veterans’ discourse in relation to institutions of power and the positions
that are available to the veterans and thus the actions they feel they can make, to help
services better understand this process. It is hoped that in understanding this, MHS

can become more accessible to veterans. The research question was:

How do male veterans draw on masculine discourses when accessing or

talking about help-seeking?

METHOD

Design

A qualitative study was employed using semi-structured interviews to

explore how veterans constructed masculinity regarding accessing MHS.

Sample

A purposive sampling method was employed to create an appropriately

homogenous sample. Individuals had to meet inclusion criteria; this was also based
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on their clinician’s judgement of their suitability, if they were still within services.
Seven participants were recruited from NHS veterans’ services in the North of
England (North East: two; North West: five). Of the participants that agreed to be
approached, two did not continue communication with the researcher and were

assumed to disengage, so the final sample was five. Inclusion criteria were:

e Male.

e Accessing/have accessed an NHS veterans’ service.
e Aged 24 or under when accessing care.

e Army Regular veterans.

¢ Native English speakers.

Exclusion criteria were:

e Female.

e Army Reserve veterans.

Participants’ ages ranged from 22-27 (mean= 24.2) and all identified as
White British. Number of service years ranged from 3-5 years (mean= 3.9), all held

the rank of Private when leaving (see Table 3, pseudonyms are used for anonymity).
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Table 3. Participants’ demographic details.

Name Age Rank Years of service
Greg 27 Private 5
Jack 25 Private 4
Rhys 24 Private 3
Sam 22 Private 4.5
Thomas 23 Private 3
Ethics

During the study’s development interview schedules, consent forms and
participant information sheets were reviewed by a group of serving Army personnel
(Appendix E: participant information form, Appendix F: consent form, Appendix G:
interview schedule). This ensured interview questions and forms were considered

appropriate; suggested amendments were made.

This study was reviewed and granted approval by the NHS Research Ethics
Committee and NHS Health Research Authority (Appendix H). All data were
anonymised, to ensure confidentiality and audio-recordings were deleted once
transcriptions were completed. Written consent was gained prior to interviews
commencing, and after participants were informed of the study’s aim and their right

to withdraw.

Data Collection

Data were collected from semi-structured interviews, with an interview

schedule guiding the process; however, this was guided by the direction of
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participants’ speech. Participants were informed that the researcher was interested in
hearing their experiences of accessing MHS, how this was managed and things

influencing this.

Interviews were audio-recorded and transcribed verbatim and ranged from

27-67 minutes.

Data Analysis

Data analysis used a social constructionist approach, with a combination of
grounded theory (Charmaz., 1990) and FDA (Willig., 2001), previously adopted in
the masculinities literature (Sloan, Gough & Connor., 2010; Willot & Griffin., 1997;
see Appendix | for an example analysis). Grounded theory type thematic analysis,
based on the social constructionist version described by Charmaz (1990), derived
themes from the data, which were subjected to FDA to consider the discourses used.
The “bottom-up” approach of grounded theory allowed the creation of themes from
data, to ensure that themes were based within this, before exploring how these were
constructed within the discourse using FDA, a “top-down” approach (Willot &
Griffin., 1997). This explored the subject positions participants placed themselves in
and the practices used, given these subject positions (Willig., 2001). Through
combining these analytic methods, the authors hoped to ensure that the discourses
that were uncovered within the data were based within the data, and reduce bias.
Analysis aimed to understand the process of accessing care, through reflecting upon
the institutional and social discourses available for male veterans, regarding

accessing MHS, and the subject positions available (Frost et al., 2010).

Given the interpretive nature of qualitative analysis, the primary author

reflected on the lens through which data were collected and analysed (Hoffman.,
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1990), and the author’s epistemology to reduce bias (Willig., 2001; Appendix J:
epistemological statement). The primary author utilised a reflective group with
colleagues, whilst keeping a reflective journal to help awareness of reactions to the

research process, interviews and analysis (Appendix K: reflective statement).

RESULTS

Data analysis revealed three themes, constructed in differing, and at times,
contradictory ways; “Legitimising Actions”; “Cracking On” and “Managing
Identities”. These were explored to uncover the ways they were constructed within

the discourse; with emphasis on how masculinity was constructed and negotiated.

“Legitimising Actions”

Within this theme, the men described MHS, within the NHS and Army, as a
“system”, which was constructed as “prescriptive”, stigmatising, unable to
recognise distress and therefore not to be trusted. Positioning MHS as a “system”
seemed to serve the function of showing its power, positioning the men as powerless.
Through describing the “system” in this way, the men legitimised the actions they
took and within their discourses they justified their actions and reactions to this
“system” based upon how it was perceived to be. In responding to this powerful
“system”, the men spoke about taking control, despite being “i//” and “weak”, to

regain autonomy and counter their powerlessness.

The “system/’s] ” power is demonstrated when some men negotiate their
powerlessness by naturalising the situation’s inevitability ( “the end of the day you
know that’s happening ). Here Jack discusses the “‘finances” around veterans’

support:
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“Yeah, well, it’s finances at the end of the day innit, that’s what it’s
about...would you be paying £1600 a month for someone who's ill or would
you rather pay £600 a month to... a new soldier what’s been in training...
yeah well, obvious- you know... the end of the day you know that’s
happening, no one, no matter what er, it’s all about money at the end of the
day, but to the people lower it’s about the people, so, yeah... it’s always like
that, there’s always cutbacks, and when there’s cuts, you know, people are

worse off than us, so yeah” (Jack)

This shared understanding (“you know that’s happening ) that “higher ups”
were “all about money” led to veterans distancing themselves, demonstrating their
lack of willingness to engage with the “system ” and therefore taking control. Jack
describes how veterans are figures to the “higher ups”, their worth having monetary
value. Jack explains how it makes financial sense that veteran’s support is limited
(“would you be paying £1600 a month for someone who's ill or would you rather
pay £600 a month to... a new soldier”); he justifies the lack of resources for
veterans, describing how this is rational, following HMD around men’s rationality.
The rationality of “finances” legitimises Jack’s passivity in not challenging the
“system”, whilst maintaining his masculinity. This also demonstrates the position of
“just becoming a number” that other veterans described. Jack presents a naturalised
view (“yeah well, obvious-"") demonstrating how this is understandable as this belief
would be shared by others, and “i//” veterans are not financially worthy. Other
veterans shared the “just becoming a number” discourse, leading to them distancing

themselves from the “system ”, as they perceived it as unable to accommodate them.
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In “just becoming a number”, they described the “system ” as untrustworthy
and something that can harm you (“mess me up ”); this mistrust exacerbated
reluctance to seek help. Here Thomas discusses his reluctance to seek support after

his admission:

...well definitely from the first little stint in the hospital, yeah, I had nothing
but negative outlooks on the entire thing, erm didn’t really wanna get

involved in it because I was afraid it'd mess me up... (Thomas)

Thomas’ mistrust and avoidance are legitimised, as he takes control of his
health, making the rational decision to avoid making things worse. Within this
discourse of mistrust, Thomas describes how the “system/s]” support is from a
position of power and service users are acted upon, and he is passive (“it'd mess me
up”). Through expressing his desire to avoid services he exercises autonomy, within
an all-powerful “system ”, allowing him to maintain HMD (Sloan, Gough & Conner,

2010).

For those that disengaged, this was due to their mistrust of the “system” and

belief that others could not understand their difficulties.

1 should put the caveat that talking is a very good thing, it’s what helped me
ultimately I just talked it out and just normalised it in my head, you know ‘It
did happen, it weren 't my fault’...but...it’s hard...overcoming that initial
barrier to talk to someone, especially when in your head they don’t know
what you're actually talking about, you know it’s hard to translate that
across to someone who doesn’t understand cos you know you 've seen some

nasty stuff or whatever it may be, you 've lost mates or blah blah blah and in
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your head these people have never had that and ‘Fuck ‘em they don’t know’

(Greg)

Greg’s disclaimer ( “I should put the caveat ) indicates whilst he is aware of
“what [ultimately helps]” he did not do this within services, as he helped himself,
demonstrating his ability to take control. In describing how to talk to someone else,
he would need to “translate” his experiences, Greg illustrates the barriers he faced
when talking to “someone who doesn’t understand”. Soldiers and veterans have a
different language, perhaps not one that is shared with civilians. This perceived
language barrier legitimises his disengagement, allowing Greg to take a position of
control, compared to quitting and being unable to continue with therapy, which could

be emasculating.

This mistrust and perception of the “system” as unwelcoming, was also
because veterans felt that if they sought support, they would be viewed as a “biff”
(someone who spends lots of time on sick leave) or as “blagging iz”. To legitimise
their need for help, some described how they showed their distress physically,

enabling them to access support and avoid rejection.

Sam: ‘Cos they think you re blagging it that’s the problem with ‘em... or
they’ll say “Man up” and that I'm like “What you saying that for?”...
Interviewer: Yeah, so almost like there’s nothing to be-

Sam: Yeah, yeah-

Interviewer: Kind of struggling with?

Sam: Yeah, aye. At the first stages yeah.

Interviewer: And how long did it take for them to stop saying that maybe,

and seeing things that way?
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Sam: (pauses)...er....probably...probably when I was getting in trouble off
the police, stuff like that...cos I got arrested on the [month], | drank a full
bottle of vodka like before 12 o’clock in the morning and I got arrested at
like 1, you know, and that’s not a normal time to be drunk you know, that was
the first time then, and then 2 weeks later | tried to take an overdose, | took
an overdose, an’ it didn’t have that much of an effect on me, but I tried to,
and | was sick and stuff, but that was the time when they actually knew it was

bad.

Sam illustrates that along with being accused of “blagging iz, his difficulty
managing his feelings is seen as feminine (“Man up ). Sam continues to describe
how only when he was “getting in trouble off the police” that others started to
recognise his difficulties, questioning whether he was “blagging iz”. This may be
since drinking and involvement with the police aligns better with HMD (Courtenay,
2000); despite Sam’s comment “that’s not a normal time to be drunk”. Sam takes
control by proving his difficulties are severe enough to receive support from a
“system” that questions the reality of his difficulties. Sam’s description of his
suicide attempt, further demonstrates this perception that suffering must be shown to
be acknowledged, proving he is not “blagging it” to receive support. Interestingly,
Sam comments on how his overdose “didn’t have that much of an effect on me”.
Stating this, he positions himself as impervious to the consequences of what for
many is a final act, thusly perhaps demonstrating his strength and maintaining his
masculinity. Sam’s description: “I was sick and stuff”’, could be interpreted as his
reluctance to discuss the experience, providing only functional information and

avoiding the emotional aspects around a suicide attempt.
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Thomas reflected a similar point, of others thinking he was “blagging it”,

when discussing his parents’ responses to his difficulties:

...my parents don’t really understand, I've, well when I got attacked and er
like the 2 weeks after | just got attacked my parents thought | was like putting
it on a little bit you know, but they didn’t really understand sort of like in
denial and then when I went to the hospital with it, it was like, pretty serious
after that so they started to support me after they knew this was actually
helping me, this is actually real, there was no, no hiding from it anymore

from anybody ... (Thomas)

Here it is not only the “system” questioning if Thomas is “blagging it”, this
is something his parents also felt. Thomas’ use of minimisers such as “a little bit”,
perhaps serve to reduce the severity of what he describes, with his parents not
believing him, with “sort of in denial” attempting to explain why they may think he
is “blagging it”. Thomas’ use of “pretty serious”, after his inpatient admission,
appears to reduce the severity of his difficulties, potentially showing how Thomas
could have continued to manage. One could argue that, through minimisation
Thomas maintains a degree of emotional detachment to what he describes and
therefore maintains a greater sense of masculinity, than he would in acknowledging

his emotions.

For some, accessing the “system ™ appeared such a difficult concept to
consider, due to its stigma, that helpful support could not be viewed as part of the
“system”. For example, in the discussion below, Greg discusses his attendance at a

breakfast club where he meets other veterans:
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Interviewer: ... you re not part of [service] anymore but what'’s it kind of like
now, or now that you’re accessing support from other services, like the
breakfast club that you mentioned-

Greg: That’s not really a service it’s just a social ent- that’s just a thing that
I go to, cos like | said for me, sorting myself out was, | had to sort it out
myself because I have to do things, it’s just the way I work, I have to do it
myself and I found people I can talk to, I've got control of my life, I'm now in

charge of my own fate sort of thing...

Greg describes the breakfast club as “just a social ent- that’s just a thing that
1 go to”, and in accessing this “thing” he could “sort it out [himself] ”. Greg
minimises the significance of him accessing this “thing”, in using the word “just”
(“it’s just a social ent- that’s just a thing”). Greg’s reluctance to acknowledge this
could be a form of support service, is perhaps due to the stigma surrounding MHS
and support services, and men that access them. Therefore, by denying this Greg
ensures he is not positioned as “ill”, as it’s “just a thing”, thus normalising his
access. Greg’s description of how he was able to “sort it out [himself] ” as he “[has]
to do things” as “it’s just the way I work”, suggests his difficulties are something to
be “sorted” and by choosing to access support, from a service of his choosing, he
takes an active position and control. In describing “the way I work”, Greg
demonstrates an uncritical position, that it is the way things are, downplaying his
taking control, and normalising this. Greg’s description: “I/’'m now in charge of my
own fate” illustrates he is his own man and demonstrates his autonomy (Sloan et al,

2010), recreating HMD.
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Accessing or seeking support could also lead the men to take the position of
stigmatised individuals, who were different and misunderstood by the society and
their troop. This came from society’s perception, that they were responsible for their
difficulties, as by joining the Army they had “put [their] name down for it” and
were expected to struggle with MHD. This stigma resulted in some not wanting to
talk about their difficulties or not accessing supports; though not talking resulted in

them feeling lost and the situation feeling hopeless:

1t’s a military thing [stigma] but it’s hard to implement [cultural change]
because at the same time every squaddie and his dog will fight it tooth and
nail cos they don’t want to be seen to be making the Army soft as there’s a lot
of, if you read all the blogs and Facebook groups and everyone is just saying
“What the hell?” it’s Army 2020, it’s not a man’s Army anymore, but at the
same time that...well some parts I agree with, other parts there are guys
killing themselves left, right and centre and there’s gotta be a reason why,
and I do think there’s an attitude within the Army to mental health, it’s just
stigmatised you can’t speak about it, you don’t speak about it because “That
guy’s bloody suicidal so we can’t give him a gun then” so they take his gun

off him and you know you 've just emasculated him in front of all his mates.

(Greg)

Greg describes cultural change within the Army around the stigma of MHD
would be “hard to implement”, as soldiers do not want to “be seen to making the
Army soft”. Greg demonstrates the ideology that soldiers, and the Army by
association, must be hard and strong, and by implication suggesting that MHD are

neither of these and thus can tarnish the reputation of the Army. Greg demonstrates
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the HMD of men having to be strong and invulnerable. In describing how they “will
fight it tooth and nail” to prove that the Army is not “soft”, he illustrates this
masculine ideal is not inherent and must be proved through the soldier’s actions.
However, Greg goes on to show his acknowledgement of the difficulties others may
have, positioning himself as different from these men (“there are guys killing
themselves left, right and centre”). Greg describes how these difficulties are
something that “you can’t speak about it” and even if you wanted to “you don't
speak about it”, for fear of emasculation, as speaking has consequences (““That
guy’s bloody suicidal so we can’t give him a gun then” so they take his gun off him
and you know you 've just emasculated him in front of all his mates”). Interestingly,
this contrasts Sam’s description of “actions speak louder than words”, where he
described how he needed to show his distress to others (“‘cos I acted on them and
they has to do summat”), suggesting that speaking about distress is unacceptable, yet
showing it is not. Greg draws upon masculine discourses of men being combat,
masculine-warriors (Dunivin., 1994); as soldiering is viewed as masculine, the

removal of one’s weapon emasculates the men and causes them to experience shame.

For others, this perceived stigma from civilians was based on feeling
responsible for having difficulties, leading them to find it difficult to access support
and becoming aggressive. Rhys describes how he has “ended up in fights so many
times” defending himself for struggling, further creating a sense of being different

from civilians:

“I mean there’s this stigma where it’s more the case of, erm ‘Well you put
your name down for it, to do it’, but I mean I’ve ended up in fights so many

times because of it, and erm, people say ‘Well you put your name down for it,
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you knew what was happening’ and I said ‘Yeah I did put my name down for
it, and yeah I did know what I was going into’ but...when you re there and
you see some of your best mates get blown up, shot, killed, obviously it does
take a toll on you, you know what | mean so, it does, it does effect what’s,

what’s going on...” (Rhys)

“Legitimising Actions” involved the men resisting the “system ”, due to its
perceived power and their lack of choice, resulting in them taking control of their
journey. This was done by positioning the “system ” as untrustworthy and
“prescriptive”, thus legitimising their reluctance and difficulty to engage with it, due
to it rationally being an unwise idea. To resist the “system/’s]” power the men took
control, either choosing to access services, avoid them or disengage. This was
enacted due to feeling powerless and wanting to fight this. This discursive
positioning functioned to recreate HM, which positions men as in control, enabling
them to maintain their masculinity when this was questioned due to their difficulties,
within a context that associates difficulties with “biff/s]/ ” and weakness, and

therefore could lead to emasculation.

“Cracking On”

Within this theme, men described trying to manage and “cracking on”, when
accessing services or managing alone, as their difficulties caused them to feel “i//”
and “weak”. This “cracking on” and persevering, despite their difficulties, was
something that soldiers and veterans did, with the men alternating between
positioning themselves as each of these; whilst they described struggling, the pain

they felt was generally denied.
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This position of illness and weakness was associated with increased risk or
suicide attempts, by “cracking on’ they counter this. Here Thomas describes the

difficulty in “cracking on”:

Yeah, it’s just cracking on [with therapy], it’s difficult (laughs) it’s the
hardest thing I think ['ve done, but you know it’s possible, it’s either that or
die, and I didn 't want to, you know, after 2 failed suicide attempts I didn’t

want to you know, go back to that. (Thomas)

Thomas describes how “cracking on”” was a difficult thing for him to do,
acknowledging it is the “hardest thing”’, however he managed to do this (“it’s
possible”). This allows Thomas to demonstrate his strength and ability to persevere,
therefore following HMD. Interestingly, Thomas does not deny his vulnerability,
acknowledging this is “difficult”, contrary to the HM concept of being invulnerable
(Connell, 1987). However, Thomas’ laugh after admitting this was “difficult”, could
demonstrate his uncomfortableness at acknowledging this and appearing vulnerable;
therefore, in stating “it’s possible”” Thomas reaffirms his masculinity by
demonstrating his strength in doing this. In describing “it’s either that or die”,
Thomas illustrates that whilst accessing support is difficult he has to “crack on” as
he has limited options, as he “didn’t want to...go back to that”. By referencing
“that” Thomas avoids discussing his suicide attempts and the pain that he
experienced, following HMD of being emotionless (Connell, 1987; Levant et al,

1992).
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Greg also described an increase in risk when he was “il/ "

Interviewer: Ok, so what kind of helped, | suppose what kind of triggered you
to go [access support] was it the kind of the situation or what kind of clicked
in your mind?

Greg: ...my mood changes had gone from just low mood to quite aggressive
behaviour and | was getting more and more aggressive, you know, /°d started
hitting things I shouldn’t have, you know, just being quite anti-social with
people, so at that point it was ‘something’s changing here’ and like I said, 1

was starting to feel a lot lower in that sense.” (Greg)

Greg describes how his difficulties progressed from “just low mood to quite
aggressive behaviour”, by using the minimiser “just” Greg reduces the impact of his
“low mood” and denies the emotion he was experiencing, therefore showing
restricted emotionality and following masculine discourses (Connell, 1987). As
Greg became “more and more aggressive”, his difficulties are here positioned as
actions that are associated with HM (Doyle, 1995; Levant et al, 1992), thus are easier
to communicate, as there is a reduction in his emotions (“just low mood”) and
increased physicality (“more and more aggressive”). Greg acknowledges it was
when his aggression increased that “something’s changing here’” and he could seek
support, suggesting this is as a legitimate difficulty, compared to “low mood”.
Furthermore, Greg’s willingness to seek support when he has become a potential risk
to others, fits with HMD of being responsible for others (Emslie, Ridge, Ziebland &

Hunt, 2006).

-73-



Sometimes the men could “crack on” when positioned as “weak” and “ill”,
whereas for others it led to feelings of incapability and stigmatising themselves, as

they could not get better:

’

Yeah [being a man makes it harder], ‘cos I thought ‘This is me being weak
you know, ‘I’'m better than this, I should try and rise from this’ and erm,
every time | tried to rise fr- rise to it, you know, the mental health shit just

kicked in and I was like ‘I can’t do this’ (Thomas)

Thomas describes how accessing services causes him to feel “weak”, leading
him to self-stigmatise “/he’s] better than this” and should be able to “crack on”, as
is indicated when describing how his difficulties are something that should be
“rise[n] to”. His perceptions of weakness created barriers to him accessing services,
as this would mean being weak and unable to “crack on”; thus, creating a dilemma,

similar to the limited options he described earlier.

Thomas also reflects on the position of a soldier, and how this had shaped his

actions:

...as I started clearing out the unit it was “here, here’s someone who can
help ya with your problems when you do leave” so erm, sort of touched into-
tapped into that erm and then, well it was embarrassing (laughs), I didn’t
want to do it cos erm, like back then, when, like, I think when you re a young
lad, you're in the Army you know, you re full of it basically (laughs) you
know you 're invincible, the whole world’s your oyster pretty much and you
know, you don’t want anything that’s going to make you feel weak and that’s,
something like that potentially does make you feel weak, so that’s why I

didn’t really wanna go there in the first place but, the condition I was, 1
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couldn’t even see myself, you know what I was doing to people around me so
| just carried on going to these sessions and eventually it got a little bit

better. (Thomas)

Thomas describes his “sort of” access of services, using this minimiser to
reduce its significance, and the shame experienced due to its stigma; this is reiterated
when he states “it was embarrassing (laughs)”’. Thomas describes his reluctance to
access support (“I didn’t want to do it”), as he was a soldier and “’full of it” and
“invincible”, drawing on masculine discourses around strength and invulnerability
(Connell, 1987). In explaining the “world’s your oyster” and accessing support can
“potentially...make you feel weak”, it appears that to admit weakness is associated
with reduced opportunity, therefore legitimising his reluctance to access support.
Despite this, Thomas “just carried on” and persevered even though in doing so he
could be emasculated; however, as he “cracks on” and perseveres in this difficult

situation, he maintains his masculinity by showing his strength.

The men described how “cracking on” involved the practice of drinking
alcohol; this was associated with positions of being ill or a veteran. This was
considered how veterans cope and therefore a legitimate way of coping (““ did this,
and a lot of other veterans have done this ), and is common within military culture
(Fear et al, 2007; Iverson et al, 2009), whilst simultaneously conforming to

constructions of HM (Lemle & Mishkind, 1989).

..., 1 didn’t manage it (others not understanding), ‘cos I was drinking... I
didn’t manage it right...It’s the only way that I thought, ‘cos I weren’t getting

no support off ‘em really... (Sam)

-75-



Drinking was sometimes described as how they managed due to it being who
they were, and that is how they do things (“it’s the only way that I thought’’), with

this being an inevitable response to their difficulties.

In “Cracking On”, men described how they attempted to persevere despite
their difficulties. “Cracking on” was a result of the men feeling “i//” and “weak”,
and was associated with positions of being a soldier or a veteran. This discursive
positioning functioned to recreate HMD, by allowing participants to deny their pain
and speak about how they had persevered, demonstrating their strength and

invulnerability.

“Managing Identities”’

The veterans described the different identities they try to manage and how
these were constructed whilst accessing support and experiencing MHD. These
different identities seemed to relate to “who I was” and who they had become (“if'/
was better”), with seeming to relate to a sense of loss of a previous identity. They
were described as separate from “civvies”, and “ill” people. They described
themselves as soldiers, but also someone who was not a soldier, yet had a “strong
squaddie mindset”, in this identity confusion the men struggled to acclimatise back
into civilian life, but also found it difficult to relate to and trust civilians, as they
were perceived to be unable to understand them due to their differing backgrounds.
Therefore, this theme describes the confusion they had regarding their different

identities and managing these in this new context on “civvy street”.

Whilst all the men had accessed MHS, interestingly they described

themselves as different from “i//” people who accessed services. Here Thomas
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describes his inpatient admission and the response from “the lads” on his return to

base:

...there were some pretty ill people in there and like, civvies... they were
really ill, like really, really sort of thing and then it’s like I thought even I
wasn’t that bad and then yeah (laughs) but when I got back to my unit like
my mates just were like pfft there was a bit of sympathy but that was it, they
didn’t want to talk to me after that, cos they thought you know I’ve been to a
mental health hospital that’s it, I'm mental now basically (laughs)... but the
majority of the lads that er were in my troop basically saw me as in like

“Man down” that’s it, that’s me gone now. (Thomas)

Thomas describes his encounter with “pretty ill people”, whilst an inpatient
before clarifying that these are “civvies”, seeming to serve the function of distancing
himself from them on two levels, as they are “il/” and “civvies ” and he is neither
from his discursive positioning. This position of not being “i//” alters when Thomas
returns to his troop and he witnesses “the lads/’] ” response, which contradicts his
position of not being “ill” (“I thought even I wasn 't that bad”’). Thomas describes
recognising he was “bad” but not realising it was “that bad”, suggesting there are
degrees of illness and he did not consider himself as “bad” as the “ill people”. In
using “just” when describing “the lads/[’] ” response ( “‘just were like pfft”’) Thomas
minimises its significance and importance, thereby denying his emotional response
to this rejection. In describing “that’s it, I'm mental now basically” Thomas implies
finality in this position of being “mental”, as this position will remain with him,
there is no going back. Thomas’ finishing words of “Man down’ draws on military

terminology used when a soldier is injured, therefore positioning himself as a soldier
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still, despite this rejection from “the lads”. In describing his troop’s rejection of
him, Thomas demonstrates his transition from one of “the lads” to being rejected.
Whilst “man down” within the military can describe any form of injury, and the
troop can save their comrades or protect them, his closing of the sentence with
“that’s it, that’s me gone now” suggests that he feels as though he is now lost, that
he is “mental now” and cannot get back to his troop or return to how things

previously were.

Continuing with discourses around “the lads”, the men took a position as
both one of “the lads”, whilst also not being one, and therefore able to reflect on the

response “the lads” gave:

| think an attitude change from the lads themselves, being able to talk about
things cos, as far as ['m aware, you know, young soldiers are one of the
highest suicide groups, as far as I'm aware, and I think that’s largely
because we 've been brought up from day one going “Don’t be a fucking
fanny about things, man up and get on with it” so that means in your head
you go “Well I can’t talk to anyone cos they’ll just call me an absolute fanny,

there’s no point and I know what the answer is”... (Greg)

Greg positions himself as separate from “the lads”, as he talks about how
“an attitude change” may be needed, regarding talking about difficulties. Greg
positions himself as a knowledgeable outsider (“as far as I'm aware...young soldiers
are one of the highest suicide groups”), allowing Greg to reflect on “the lads” and
their difficulties whilst remaining objective. Greg describes how his thoughts
around an attitude change are due to the suicide rate, allowing Greg to be concerned

and recognise that talking may be beneficial, without being emasculated, as his

-78-



reasoning is based on rational thought and statistics. Greg suggests “the lads” were
not always this way (“that’s largely because we 've been brought up ) and their
reluctance to talk is something they have been taught. Interestingly, Greg uses the
phrase “we’ve been brought up” describing their development in the Army,
suggesting they have grown up there. When Greg explains they are “brought up”
being told “Don’t be a fucking fanny about things, man up and get on with it”, he
refers to HMD around persevering and self-reliance (“get on with it”), as this is
something men do, and they are not yet men ( “man up ”); suggesting if they do not
“get on with it” they will be emasculated. This is reiterated with “Don 't be a
fucking fanny”, this reference to female genitalia furthers the message they will
become feminised if they do not “get on with it”. Greg explains, it is therefore
rational that they learn not talk about their difficulties, as “there’s no point and

[they] know what the answer is”.

Rhys gives a similar account:

...because the Army is all well and good in breaking you and making you into
a soldier, but they re not, they re not willing to help you get back into

civilian life... (Rhys)

Like Greg’s description of “befing] brought up” within the Army, Rhys
describes how “the Army...break[s] you and mak/es] you into a soldier”.
Compared to Greg’s description, which appears more nurturing in its relation to
child-rearing terminology, Rhys describes more aggressively (“break/s] you and
mak/es/ you”), where the men are passive, as they are taken apart and rebuilt. Rhys
describes how they are taken from being “civvies ”, broken down and remade into

soldiers. Rhys believes “[the Army are] not willing to help you get back into
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civilian life”, suggesting they are left as soldiers within the wrong context, that when
they return to civilian life they are still soldiers. This is reflected in Thomas’

description:

I mean my best mate said something to me, erm, when | was still trying to
figure out er how civvy street really worked sort of thing, interaction wise,
and erm he said “You know you were a civvy before, you can do it again”
and I, I turned around and I said “It’s a little bit different now, because I’'ve
seen that sort of, side of life and it’s sort of drilled into me, you know, it isn’t

really easy to try and adopt a civwy mindset” (Thomas)

In explaining his attempt to “figure out...civvy street...interaction wise”’
Thomas comments on how now he is back on “civvy street”, he does not know how
to communicate with others, like Greg’s comment on having to “translate’ to
civilians; indicating that Thomas feels he no longer knows the language of “civvy
street”. Thomas reiterates Greg’s and Rhys’ earlier point on how “it’s a little bit
different now” as “it’s sort of drilled into me”. Thomas illustrates he is no longer a
“civvy” as being a soldier has been “drilled into [him] ”; this idea of having it
“drilled into [him] " is like the aggressive metaphor Rhys used, whereby the men are

manipulated and made into soldiers.

Greg reflects that whilst there are different identities taken on within the

Army, there can be confusion around these when struggling:

...we re conflicted people, to say the least, cos we want to be seen as a
soldier, but at the same time we struggle as well, cos we 've got no one to turn

to and you know, it’s a pain in the neck, just the way the Army is set up,
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because we need to be these steely eyed dealers of death type things, in our

heads we’re all fat lazy fuckers really, but you know...(Greg)

Greg describes how it can feel conflicting as they “want to be seen as a
soldier”, suggesting there is a role to play, and ways that soldiers act; however,
despite this they “struggle”. In describing “we struggle as well” Greg suggests
soldiers are not thought to struggle and this is contrary to how soldiers are viewed by
others. This positioning of being a soldier and not being expected to struggle leads
them to feel like “/they 've] got no one to turn to”. Greg explains it is “just the way
the Army is set up” inferring this cannot change, and it is inevitable. Greg describes
how soldiers “need to be these steely eyed dealers of death type things” and how this
is contrary to how they would position themselves (“we 're all fat lazy fuckers

really”).

“Managing Identities” describes the men’s attempt to negotiate their different
identities and manage these in the context of “civvy street”. This was due to feeling
they had been built into soldiers and not rebuilt into “civvies ” before leaving the
Army. These different identities meant the men responded in a variety of ways to
the situation, as they did not consistently position themselves in one way. These
different identities meant the men could still engage in a soldier’s behaviour and
maintain their strength, whilst avoiding positioning themselves as “i//”” and thereby
recreating HMD. Interestingly, the men infrequently spoke from the position of a
veteran, positioning themselves more as a soldier, possibly demonstrating how
ingrained this identity is. This is important to consider if services are offering
support to veterans and they do not identity as this population group, as this may

make it difficult for veterans to then access these services themselves.
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DISCUSSION

Overview of Findings

This study found the main themes in young male veterans’ discourse around
MHS were “Legitimising Actions”; “Cracking On” and “Managing Identities”. The
men felt as though they had to legitimise their actions, appearing to do this in
response to viewing MHS as an overpowering “system”, and considered a powerful
institute from a FDA perspective. Due to this, the men appeared to not want to, or
were reluctant to, be associated with it due to mistrust and feeling they would not be
heard. In accessing the “system” the men were positioned as “weak” or “ill”,
associated with relinquished control and emasculation, given HMD suggesting a
need for control and autonomy. From these positions, they responded by taking
control and describing how their journey was their decision, to regain autonomy due
to feeling powerless. This power struggle appears to stem from the veterans’ views
around the power held by the “system” given the size and prevalence of the
institution, this in turn shapes the options available to them regarding their
positioning against this “system ” and therefore the behaviours and actions that were

available to them.

“Cracking On” described taking control and persevering, either in services or
managing alone. However, the men often felt limited in their options, as they
described acknowledging things could get worse and alluded to this potentially
becoming more serious and life-threatening. Those that took control by accessing
services maintained their masculinity, whilst engaging in something that is contrary
to HMD. For instance, describing how they chose to access support and had taken

control in doing so, as opposed to talking about their difficulties; they compensate
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for a potentially feminine action by demonstrating masculinity in other ways, as
previously seen in the literature on masculine capital (de Visser & Smith, 2007; de

Visser, Smith & McDonnell, 2009).

“Managing Identities” appeared to influence both above themes, and the men
described confusion around their identity, apparently relating to transitions when
leaving the Army and accessing MHS. The men took different positions and
identities in their discourses and this seemed to create difficulty in understanding
how to navigate the “system” and “crack on”, as they were unsure how to do this

depending on their position, as this seemed to alternate.

The men within this study drew on masculine discourses throughout their
speech, which was evident in each of the three themes that were uncovered.
Although this appeared to be to a greater degree within the “Managing Identities”
theme, whereby the men described their different identities and within these
recreated masculine discourses in differing ways. This theme seemed to mirror the
findings of Green et al (2010) who suggested that for those enrolling in their teenage
years that soldier becomes synonymous with man, therefore making it difficult to
understand their identity when leaving the Army. The men interviewed drew on
masculine discourses in describing both their actions and their identities in the
process of accessing MHS, therefore maintaining their masculinity throughout the
process of accessing something that is socially constructed as weak and therefore

potentially feminine (Lorber, 1997).

Limitations

Due to the small sample size, the results may not be representative of all male

veterans accessing MHS; furthermore, these accounts are only from those who
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accessed MHS, therefore does not reflect those of veterans who never engaged with
services. Moreover, all participants were White British, so results cannot be
generalised to other ethnicities. It is also important to consider that information was
not collected on why the veterans left the Army; whilst three participants disclosed
this was due to medical discharge, this was not necessarily shared amongst the
veterans. This is significant as their reason for leaving the Army may influence their
readiness for entering civilian life and their experiences of discharge, and therefore
potentially their access and journey through MHS. Furthermore, some participants
had accessed MHS whilst still within the Army, whereas others accessed services for
the first time once they were veterans, which may also have influenced their access

of services or the ways in which they perceived MHS.

Implications

Given the mistrust of services veterans may have, services may need to better
demonstrate that they are able to understand the language the veterans have for their
difficulties. Similar to Walton and Seager’s (2015) services need to learn to listen
differently to what they are trying to communicate, for example not expecting men to
communicate distress and emotional difficulty in a way that is similar to women,
when they may not have the same language for this. Furthermore, due to the
difficulties the men describe with managing their different identities, it may be

beneficial for services to provide greater support during the transition to civilian life.

Given the veterans’ descriptions of the community and comradery that they
felt they lost when they were no longer in the Army, and finding it difficult to
connect with others who have not served it is suggested that community psychology

projects may be beneficial for this population; especially during transition when
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isolation can be high, combined with the mistrust of MHS and reluctance to engage

in talk around difficulties.

Future research into areas such as community psychology and work with
veterans may be a helpful avenue to explore, given the results from this study.
Furthermore, as this study did not consider the different forms of discharge from the
Army it may be helpful to investigate potential differences that may be seen in
veterans who leave the Army through different means. Finally, as these results
demonstrate how veterans construct their masculinity when accessing MHS, future
research exploring this within the general population may be beneficial to consider
different ways that this process may be experienced and the different ways men may

construct their gender identity around this.

Conclusions

This study found that despite the threat that accessing MHS posed to their
masculinity, the men recreated HMD in their accounts of accessing services by
drawing on HMD in describing both their actions and identities within MHS.

Results have implications for clinical practice, as in recognising the threat accessing
MHS can cause men’s masculinity, services can accommodate for difficulties they
may have when accessing support. In understanding their thoughts regarding the
appropriateness of talking about their difficulties, services can better understand how

these men may communicate their distress and respond to this accordingly.

-85-



REFEREENCES

Addis, M. E. & Mahalik, J. R. (2003) Men, masculinity and the contexts of help
seeking. American Psychologist, 58, 5-14.

Brooks, G. (1998) A new psychotherapy for traditional men. San Francisco: Jossey-
Bass.

Campaign Against Living Miserably (2012) CALM Press Release: A quarter of
adults have considered suicide. Accessed on 6" July 2015 from:

https://www.thecalmzone.net/2012/07/calm-press-release-a-quarter-of-adults-

have-considered-suicide/

Charmaz, K. (1990) ‘Discovering’ Chronic IlIness: Using Grounded Theory. Social
Science & Medicine, 30(11), 1161-1172.
Combat Stress (2015) About Us: Combat Stress. Accessed 14™ December 2015

from: http://www.combatstress.org.uk/about-us/

Connell, R. W. (1987) Gender and power. Sydney, Australia: Allen and Unwin.

Connell, R. W. (1995) Masculinities. Sydney, Australia: Allen & Unwin.

Connell, R. W., & Messerschmidt, J. W. (2005) Hegemonic masculinity. Rethinking
the concept. Gender & Society, 19(6), 829-859.

Courtenay, W. H. (2000) Constructions of masculinity and their influence on men’s
well-being: a theory of gender and health. Social Science & Medicine, 50,
1385-1401.

Courtenay, W.H. (2009) Theorizing masculinity and men’s health. In A. Broom &
P. Tovey (Eds.), Men's health: body, identity and social context (p 9-32).

London: Wiley-Blackwell.

-86-


https://www.thecalmzone.net/2012/07/calm-press-release-a-quarter-of-adults-have-considered-suicide/
https://www.thecalmzone.net/2012/07/calm-press-release-a-quarter-of-adults-have-considered-suicide/
http://www.combatstress.org.uk/about-us/

Crocqg, M. A., & Crocq, L. (2000). From shell shock and war neurosis to
posttraumatic stress disorder: a history of psychotraumatology. Dialogues in
clinical neuroscience, 2(1), 47-55.

de Visser, R. O. (2009) “I’'m not a very manly man”: Qualitative insights into young
men’s masculine subjectivity. Men and Masculinities, 11, 367-371.

de Visser, R. O. & Smith, J. A. (2007) Alcohol consumption and masculine identity
among young men. Psychology & Health, 22(5), 595-614.

de Visser, R. O., Smith, J. A. & McDonnell, E. J. (2009) ‘That’s not masculine’
Masculine Capital and Health-related Behaviour. Journal of Health
Psychology, 14(7), 1047-1058.

Dearden, A. & Mulgrew, K. E. (2013) Service Provision for Men with Eating Issues
in Australia: An Analysis of Organisations’, Practitioners’, and Men’s
Experiences. Australian Social, 66(4), 590-606.

Doyle, J. A. (1995) The male experience (2nd ed.). England: Brown & Benchmark.

Dunivin, K. O. (1994) Military Culture: Change and Continuity. Armed Forces &
Society, 20(4), 531-547.

Emslie, C., Ridge, D., Ziebland, S. & Hunt, K. (2006) Men’s accounts of depression:
reconstructing or resisting hegemonic masculinity? Social Science &
Medicine, 62(9), 2246-2257.

Fear, N. T., Iverson, A., Meltzer, H., Workman, L., Hull, L., Greenberg, N., ... &
Wessely, S. (2007) Patterns of drinking in the UK Armed Forces. Addiction,
102(11), 1749-1759.

Ferrari, M., Flora, N., Anderson, K. K., Haughton, A., Tuck, A., Archie, S....&
McKenzie, K. (2016) Gender differences in pathways to care for early

psychosis. Early Intervention in Psychiatry, doi: 10.1111/eip.12324.

-87-



Frost, N., Nolas, S., Brooks-Gordon, B., Esin, C., Holt., A. ... & Shinebourne, P.
(2010) Pluralism in qualitative research: the impact of different researchers and
qualitative approaches on the analysis of qualitative data. Qualitative
Research, 10(4), 01-20.

Gourash, N. (1978) Help-seeking: A review of the literature. American Journal of
Community Psychology, 6, 413-423.

Green, G., Emslie, C., O’Neill, D., Hunt, K., & Walker, S. (2010) Exploring the
ambiguities of masculinity in accounts of emotional distress in the military
among young ex-servicemen. Social Science & Medicine, 71, 1480-1488.

Hoffman, L. (1990). Constructing realities: An art of lenses. Family process, 29(1),

1-12.

Iverson, A., van Staden, L., Hacker Hughes, J., Browne, T., Hull, L., Hall, J., ... &
Fear, N. T. (2009) The prevalence of common mental disorders and PTSD in
the UK military: using data from a clinical interview-based study. BMC
Psychiatry, 9(1), 68.

Kapur, N., While, D., Blatchley, N., Bray, I., & Harrison, K. (2009) Suicide after
Leaving the UK Armed Forces- A Cohort Study. PLoS Medicine, 6(3), 269.

Kimmel, M. (1997) Masculinity as homophobia: Fear, shame and silence in the
construction of gender identity. In Gergen, M., & Davis, S. (Eds), Towards a
new psychology of gender (pp. 223-242). New York: Routledge.

Lemle, R. & Mishkind, M. E. (1989) Alcohol and Masculinity. Journal of Substance
Abuse Treatment, 6, 213-222.

Levant, R. F., Hirsch, L. S., Celetano, E. & Cozza, T. M. (1992) The male role: An
investigation of the contemporary norms. Journal of Mental Health

Counselling, 14(3), 325-337.

-88-



Levant, R. F., & Richmond, K. (2008) A Review of Research on Masculinity
Ideologies Using the Male Role Norms Inventory. The Journal of Men's
Studies, 15(2), 130-146.

Lifestyle Statistics, Health and Social Care Information Centre (2014) Statistics on
Alcohol: England, 2014. Accessed on 14™ December 2015 from:

http://www.hscic.gov.uk/catalogue/PUB14184/alc-eng-2014-rep.pdf

Lloyd, T., Forrest, S., & Davidson, N. (2001) Boys' and Young Men's Health:
Literature and Practice Review an Interim Report. London: Health
Development Agency.

Lorber, J. (1997) Gender and the social construction of illness. Thousand Oaks,
Calif: Sage Publications.

Lorber, W., & Garcia, H. A. (2010) Not Supposed to Feel Like This: Traditional
Masculinity in Psychotherapy with Male Veterans Returning from Afghanistan
and Irag. Psychotherapy Theory, Research, Practice, Training, 47(3), 296-
305.

Madigan, E. (2013) Courage and Cowardice in Wartime. War in History, 20(1), 4-6.

NHS Information Centre for Health and Social Care (2008) Statistics on Drug
Misuse: England, 2008. Accessed on 14™ December 2015 from:

http://www.hscic.gov.uk/pubs/drugmisuse08

O’Brien, O., & White, A. (2003) Gender and Health: The Case for Gender-Sensitive
Health Policy in Health Care Delivery (conference paper for 14 November
2003). Accessed on 14™ December 2015 from:

http://eresearch.gmu.ac.uk/2227/

Rochlen, A. B., Paterniti, D. A., Epstein, R. M., Dubstein, P., Willeford, L. &

Kravitz, R. L. (2010) Barriers in Diagnosing and Treating Men with

-89-


http://www.hscic.gov.uk/catalogue/PUB14184/alc-eng-2014-rep.pdf
http://www.hscic.gov.uk/pubs/drugmisuse08
http://eresearch.qmu.ac.uk/2227/

Depression: A Focus Group Report. American Journal of Men’s Health, 4(2),

167-175.

Samele, C. (2013) The Mental Health of Serving and Ex-Service Personnel. A
Review of the Evidence and Perspectives of Key Stakeholders. A Report
Prepared by the Mental Health Foundation on Behalf of the Forces in Mind
Trust.

Sloan, C., Gough, B. & Conner, M. (2010) Healthy masculinities? How ostensibly
healthy men talk about lifestyle, health and gender. Psychology & Health,
25(7), 783-803.

Taylor-Whiffen, P. (2011, March 3) Shot at Dawn: Cowards, Traitors or Victims?
BBC History. Retrieved from:

http://www.bbc.co.uk/history/british/britain wwone/shot at dawn 01.shtml

The British Army (2015) Joining the Army. Accessed on 18™ November 2015 from:

http://www.Army.mod.uk/join/

Vogel, D. L. & Wade, N. (2009) Stigma and help seeking. The Psychologist, 22(1),

20-23.

Walton, M. & Seager, M. (2015) Man Talk: A project to help the Central London
Samaritans to connect better with male callers. PowerPoint presentation at the
Male Psychology Conference 2015, UCL, London.

Wilkins, D. (2010) Untold problems: A review of the essential issues in the mental
health of men and boys. London: Men’s Health Forum.

Willig, C. (2001). Introducing qualitative research in psychology: Adventures in

theory and method. Philadelphia, PA: Open University Press.

-90-


http://www.bbc.co.uk/history/british/britain_wwone/shot_at_dawn_01.shtml
http://www.army.mod.uk/join/

Willott, S. & Griffin, C. (1997) “Wham Bam, am [ a Man?””: Unemployed Men Talk
about Masculinities. Feminism & Psychology, 7(1), 107-128.

Woodhead, C., Rona, R. J., Iversen, A., MacManus, D., Hotopf, M., Dean, K., ... &
Fear, N. T. (2011). Mental health and health service use among post-national
service veterans: results from the 2007 Adult Psychiatric Morbidity Survey of

England. Psychological medicine, 41(2), 363-372.

91-



Part Three: Appendices

-92-



APPENDIX A: GUIDELINES FOR SUBMISSION TO PSYCHOLOGY OF

MEN AND MASCULINITY

Prior to submission, please carefully read and follow the submission guidelines
detailed below. Manuscripts that do not conform to the submission guidelines may

be returned without review.
Submission

Submit manuscripts electronically (.rtf or .doc file) through the Manuscript

Submission Portal.

| e Manuscript Submission Portal Entrance

General correspondence may be directed to

William Ming Liu, PhD

Professor

College of Education

University of lowa

Counseling Psychology Program

Psychological & Quantitative Foundations

N 361 Lindquist Center

lowa City, lowa 52242-1529

Email

Psychology of Men and Masculinity® currently has an average editorial lag (time
from submission to first decision) of under two months.

Manuscripts for Psychology of Men & Masculinity may be regular-length
submissions (7,500 words, not including references, tables, or figures) or brief
reports (2,500 words, not including references, tables, or figures).
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If Microsoft Word Track Changes was used in preparing the manuscript, please
execute the "accept all changes" procedure, and remove all comments prior to
submission.

If you are submitting a literature review, please read the Literature Review
Guidelines.

Masked Review Policy

Psychology of Men & Masculinity uses a masked review process.

Each copy of a manuscript should include a separate title page with author names
and affiliations, and these should not appear anywhere else on the manuscript. The
first page of the manuscript should include only the title of the manuscript and the
date it is submitted. Footnotes containing information pertaining to the authors'
identity or affiliations should be removed.

Every effort should be made to see that the manuscript itself contains no clues to the
authors' identity.

Please ensure that the final version for production includes a byline and full author
note for typesetting.

Manuscript Preparation

Prepare manuscripts according to the Publication Manual of the American
Psychological Association (6™ edition). Manuscripts may be copyedited for bias-free
language (see Chapter 3 of the Publication Manual).

Review APA's Checklist for Manuscript Submission before submitting your article.
Double-space all copy. Other formatting instructions, as well as instructions on
preparing tables, figures, references, metrics, and abstracts, appear in the Manual.

Additional guidance on APA Style is available on the APA Style website.
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Below are additional instructions regarding the preparation of display equations,
computer code, and tables.
Display Equations
We strongly encourage you to use MathType (third-party software) or Equation
Editor 3.0 (built into pre-2007 versions of Word) to construct your equations, rather
than the equation support that is built into Word 2007 and Word 2010. Equations
composed with the built-in Word 2007/Word 2010 equation support are converted to
low-resolution graphics when they enter the production process and must be rekeyed
by the typesetter, which may introduce errors.
To construct your equations with MathType or Equation Editor 3.0:

Go to the Text section of the Insert tab and select Object.

Select MathType or Equation Editor 3.0 in the drop-down menu.
If you have an equation that has already been produced using Microsoft Word 2007
or 2010 and you have access to the full version of MathType 6.5 or later, you can
convert this equation to MathType by clicking on MathType Insert Equation. Copy
the equation from Microsoft Word and paste it into the MathType box. Verify that
your equation is correct, click File, and then click Update. Your equation has now
been inserted into your Word file as a MathType Equation.
Use Equation Editor 3.0 or MathType only for equations or for formulas that cannot
be produced as Word text using the Times or Symbol font.
Computer Code
Because altering computer code in any way (e.g., indents, line spacing, line breaks,
page breaks) during the typesetting process could alter its meaning, we treat
computer code differently from the rest of your article in our production process. To

that end, we request separate files for computer code.
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In Online Supplemental Material

We request that runnable source code be included as supplemental material to the
article. For more information, visit Supplementing Your Article With Online
Material.

In the Text of the Article

If you would like to include code in the text of your published manuscript, please
submit a separate file with your code exactly as you want it to appear, using Courier
New font with a type size of 8 points. We will make an image of each segment of
code in your article that exceeds 40 characters in length. (Shorter snippets of code
that appear in text will be typeset in Courier New and run in with the rest of the text.)
If an appendix contains a mix of code and explanatory text, please submit a file that
contains the entire appendix, with the code keyed in 8-point Courier New.

Tables

Use Word's Insert Table function when you create tables. Using spaces or tabs in
your table will create problems when the table is typeset and may result in errors.
Submitting Supplemental Materials

APA can place supplemental materials online, available via the published article in
the PsycARTICLES® database. Please see Supplementing Your Article With Online
Material for more details.

Abstract and Keywords

All manuscripts must include an abstract containing a maximum of 250 words typed
on a separate page. After the abstract, please supply up to five keywords or brief

phrases.
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Graphics files are welcome if supplied as Tiff or EPS files. Multipanel figures (i.e.,
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The minimum line weight for line art is 0.5 point for optimal printing.
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APPENDIX B- DATA EXTRACTION FORM

Study Title:

General

Author(s)

Year of publication

Research aims

Participants

Sample size

Demographics of sample

Country

Methodology

Method of data collection

Theoretical approach

Methodological quality
checklist score

Findings and
Conclusions

Main findings

Limitations

Generalisability

Conclusions
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APPENDIX C- QUALITY ASSESSMENT CHECKLIST DEVISED FROM NICE (2012), CASP (2013) AND MMAT (2011)

Author, Title and Date:

Overall Score

Theoretical Approach: Yes/Appropriate | Partly/Partially | No/lnappropriate N/A or
appropriate Irrelevant
Item Scoring Criteria
2 1 0

Introduction

Background Is there an adequate review of the literature
and reference to this?

Obijectives Is there a clear statement of the aims of the
research?

Method

Participants

Is there an explanation as to why selected
participants were the most appropriate for
the study?

Recruitment

Is the recruitment strategy appropriate to the
aims of the research?

Sampling Is the sampling and selection of participants
for the study theoretically justified?
Study design Are the research design and methodology

appropriate for the study’s rationale?

Are the sources of qualitative data relevant
to address the research question?

Data collection

Are data collection methods clearly
described?

Were the appropriate data collected to
address the research question?

Was the data collection systematic and
rigorous?

Analysis

Is the process for analysing the data
relevant to the research question?
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Is data analysis sufficiently rigorous?

Is the analysis reliable?

Bias Has the relationship between researcher and
participants been adequately considered?

Has appropriate consideration been given to
how the findings relate to the context?

Results

Findings Are the results clearly described?
Avre extracts from the original data
included?
Are the findings relevant to the aims of the
study?

Discussion

Key findings Are findings discussed in relation to the
original research question?
Is the value of the research to the field of
existing knowledge discussed?

Interpretation Are there clear links between data,
interpretation and conclusions?

Limitations Is there adequate discussion of any
limitations encountered?

Ethics Have ethical issues been taken into

consideration?

Was the study approved by an ethics
committee?

Have the consequences of the research been
considered?

Generalisability Is there consideration of how or whether
findings can be generalised to other
populations?
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APPENDIX E- PARTICIPANT INFORMATION FORM

Participant Information Sheet

Title of the study: Discourses of Help-Seeking in Army Veterans Accessing
Mental Health Services

We would like to invite you to take part in our research study looking into the way
army veterans speak about accessing mental health services. Before you decide if
you would like to participate in this study, we would like to you to understand what
it will involve for you if you decide to participate. The researcher will answer any
questions you may have.

Introducing the Researcher:

This study is primarily being done by Dannielle Claridge, a Trainee Clinical
Psychologist, under the supervision of Dr Jennie Ormerod, Dr Tim Alexander and
Dr Claire Sloan.

| am a Trainee Clinical Psychologist, currently in my
6" year of training, with and an interest in male
psychology and the ways in which men seek help
from services. I am doing this research into veterans’
access of mental health services as part of a doctoral
thesis which is needed for my training to qualify as a
Clinical Psychologist. | developed an interest in the
way veterans access mental health services through
researching the area and finding there was not a large
amount of research that existed already in this field,
which sparked my interest further as it seems to be an

T

area that needs further exploration. | hope that through doing this research | can add
to the research pool in this area, and better understand the process of accessing help
for veterans. Through this further understanding, it is hoped that services can be
better informed on how this process is experienced by veterans to help consider ways
this can potentially be improved.

What is the purpose of the study?

This study is looking to understand how army veterans discuss the use of mental
health services and how they experience the process of seeking help from these
services. We hope that this study will aid our understanding of this process, and help
services to consider how to be more accessible to those who are not currently
seeking their help and support.

Why have | been invited?

You have been invited to take part in this study as we are hoping to collect
information on your thoughts on accessing services and your experiences of this as a
young male, who has served as a Regular in the Army
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Do | have to take part?

Participation in this study is voluntary, and if you decide to take part you will be
asked to sign a consent form to indicate that you agree to do so. You are free to
withdraw from this study up to the point where the study results are analysed and
written up, and you do not need to provide a reason for this. Your decision to take
part in this study or not will not affect your medical care or your legal rights.

What will happen if | decide to take part?

If you agree to take part in this study please leave your contact details with a member
of staff, who will then give this information to the main researcher. The main
researcher will then contact you after at least 48 hours to arrange a meeting at a
convenient place and time, if you have any questions about participating in the study
you will be able to ask these over the phone as well.

On the day of your appointment, you will answer some short questions about
yourself, for example, your age, your rank on leaving the army, your role within the
army and the number of years you served. Then you will have a conversation with
the researcher which will last between 60 and 90 minutes. The researcher will be
asking you some more questions about your experience of using the outreach service
and will audiotape the discussion. There are no right or wrong answers and we are
only interested in your opinions, your thoughts and your experiences of using this
service.

What are the possible benefits of taking part?

Currently, there is evidence that shows that out of the number of army veterans that
may need to seek help from mental health services to help with difficulties they are
experiencing, there is a large population that do not do so. Therefore, being able to
review these services to consider things to help with their improvement and
development if they are to continue into the future is vitally important. It is hoped
that taking part in this study will give you the opportunity to think about your
experiences of accessing mental health services. Therefore, you may be able to
potentially influence how services are structured for other veterans, which could be
of benefit to others accessing services in the future.

What are the possible disadvantages and risks of taking part?

Taking part in this study will require between 60 and 90 minutes of your time.
Whilst you will not explicitly be asked to recount the circumstances that have led
you to access services, or of the experiences you have had whilst serving in the
army, some of the topics may cause you experience some distress. If this happens
during the conversation the interviewer will offer support and encourage you to
speak with your keyworker within the outreach team, or other support services after
the interview has finished if you feel this is necessary.
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What will happen if | decide | no longer wish to take part?

You are free to withdraw from the study before the results are analysed and the study
is written-up without giving a reason. This will not affect your legal rights or the
medical care that you receive.

What if there is a problem?

If you have a concern about the study you can contact the researcher (Dannielle
Claridge) or their supervisor (Dr Jennie Ormerod) who will do their best to answer
your questions. Otherwise, if you have a complaint or query at any point during the
study please contact Patient Advice & Liaison Service (PALS) on 01482 303966.

Will my taking part in this study be kept confidential?

Yes, all the personal information that you provide will be kept strictly confidential.
Any information that could be used to identify you will not be used in the research.
If you decide to participate you will be given a code to protect your anonymity.
During the study, all data will be stored within a locked cabinet in the researcher’s
office at the University of Hull and will be kept within a locked bag at all times of
transportation. After the research is completed all the audio recordings will be
destroyed. All personal data will also be destroyed after the completion of the study
and will always be held separately to research data to protect data security and
confidentiality. The only time that information cannot be kept confidential is if you
disclose something that suggests that you or someone else is at risk of serious harm.
If this happens during the interview the researcher will need to contact appropriate
authorities to ensure that you and other people are safe; however, it is unlikely that
this will happen and the researcher will try to discuss this with you. Your keyworker
within the Veterans’ Service will be informed of your participation in the study, in
case you wish to discuss your participation with them at a later date; although they
will not be given any further information in regards to what is discussed in the
interview, only that you have agreed to participate in the study and the study’s aims.

What will happen to the results of the study?

Once the results have been analysed they will then be written-up and submitted for
publication in an academic journal. Some direct quotes from your interview may be
used in the write-up, however, your personal details and any identifiable data will
not be included in the write-up.

Who is organising and funding the research?

The research is funded and regulated through the University of Hull as part of a
doctoral research project in Clinical Psychology. Some relevant sections of data
collected during the study which are relevant to taking part in this research may be
looked at by responsible individuals from the University of Hull or from regulatory
authorities to ensure that appropriate guidance was followed by the researcher.
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Who has reviewed the study?

The study is reviewed by an independent organisation which is called a Research
Ethics Committee. The Research Ethics Committee protects the interest of people
who participate in research. This study has been reviewed by the Research Ethics
Proportionate Review Sub-Committee and has received a favourable opinion.

Further information and contact details

If you have any further questions, comments or queries, please don’t hesitate to
contact Dannielle Claridge. Thank you for taking the time to read this information.

Yours Sincerely, Supervised by,
Dannielle Claridge Dr Jennie Ormerod
Trainee Clinical Psychologist Consultant Clinical Psychologist
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If you are interested to take part in the study please leave your contact details in the space
provided below. You will be contacted by the researcher to arrange a meeting at a
convenient place and time.

Name:

Thank you very much for your interest!
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APPENDIX F- PARTICIPANT CONSENT FORM

CONSENT FORM

Title of Project: Discourses of Help Seeking in Army Veterans Accessing Mental
Health Services
Name of Researcher: Dannielle Claridge

Please initial all boxes

1. I confirm that | have read and understand the information sheet dated
19/12/2016 (Version 1.2) for the above study. | have had the opportunity to
consider the information. If | had any questions, they have been answered
satisfactorily.

2. I understand that my participation is voluntary and that | am free to withdraw
at any time without giving any reason up to the point of data analysis and
transcription, without my medical care or legal rights being affected.

3. | confirm that direct quotes from the interview may be used in future
publications and understand that they will be anonymised. | understand that
although names will not be used in the final report, people may be able to
identify me by what | have said if | give descriptions of unique situations or
events.

4. | agree to my keyworker within the Veterans’ Outreach Service being
informed of my participation in this study.

5. | agree to take part in this interview study and understand that my interview
will be audio taped.

Name of participant Date Signature
Name of person taking Date Signature
consent

When completed: 1 for participant; 1 for researcher site file; 1 (original) to be kept in medical
notes.
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APPENDIX G- INTERVIEW SCHEDULE

Interview Schedule

e What led to your decision to come and seek help?
o What is it like asking for support?
o Were there any positive aspects?
o Were there any negative aspects?
= How did you work around these?
= What did you do?
o If those things weren’t in the way, do you think accessing support
would be different?
= What do you think would have to change for that to happen?
e Either to support services or in the wider community?
o Were there things that made it easier to seek help?
o Before you accessed this support service were there other forms of
support you sought out?
=  From whom?

e What is it currently like, now that you are accessing this support service?
o How do you think your experiences may have influenced this?
= Asa veteran, as a man...

e Would this conversation be different if we were having it with other veterans
present now?
o How would it change?

e What does the word masculinity mean to you?
o Where do you think your ideas about this come from?
o Have any of your ideas about this influenced your decisions when
choosing to access support?
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APPENDIX H: DOCUMENTATION OF ETHICAL APPROVAL

Removed for binding.
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APPENDIX I- EXAMPLE OF ANALYSIS

The FDA part of the data analysis followed the six stages set out by Willig (2001),

these six stages are as follows:

1.

Discursive constructions of the object- this involves the identification of how
objects are constructed in the text, both implicitly and explicitly

Discourses surrounding the object- once various discursive constructions of
the object have been identified these are then considered in relation to the
wider discourses surrounding the object

Action orientation- considers what the subject gains from constructing the
object in this way, and what this achieves

Subject positioning- considers the subjective position constructing the object
in this way provides the subject

Practice- considers the relationship between discourse and practice, what
does constructing the object in this way permit the subject to do and ways of
acting

Subjectivity- considers the result of constructing the object in this way, what

can be felt, thought and experienced because of this construction

The example provided uses these numbers to indicate the stage that is being

considered as well as the information that was interpreted from this.
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1. System is about

Separate finances
from the ] 4. Heis an "ill"
system an . . 3 . o
the "higher Jack: Yeah, well, it’s finances at the end of the day innit, that’s what 1t’s about (what everything’s about), to ger;on eh
. People have
ups", . . . o
Lower ra nk\them . the higher ups . 1t’s finances, because would you be paying £1600 a month for someone who's ill or vzl.ﬁf,fased on
ability?
means he is ) ) ) o ) Y
not part of would yvou rather pay £600 a month to. er...erm. a new soldier what's been in training. there’s a lot o
the same 5. Finances control
- - : - E ) .
system? money saved just there ain’t there’ ction
Interviewer: Mmm, so it kind of feels like 1t's, I suppose, financial obligations for other people but 1t’s maybe
lives, or kund of how vou expenence vour life to- 3. He can.ncut change things,
beyond his control, removes
: - : blame?
Jack: Yeah, well, obvious- vou know, er...the end of the day vou know that’s happening . no one, no matter
4, S:h.arecl : ¥ c Pp g: : 4, Position of weakness,
fos'tjfah* others  “Ghat er, it's all about money at the end of the day, but to the people lower it’s about the people . so, aware of problem but cannot
ake this :
— . . . change it
position too veah.. . it’s always like that, there’s always cutbacks . and when there’s cuts)you know, people are worse &

off than us, so___yeah

5. Itis the way things 4. He, and the "people lower"
are, legitimises passivity are different from the system,
as the system cannot be they care about others
changad
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APPENDIX J- EPISTEMOLOGICAL STATEMENT

Due to the nature of analysis it is important to reflect on the lens through
which research is undertaken; Hoffman (1990) describes how it is through our own
personal lens that the world is seen and experienced, and that to truly interpret what
we see and perceive that one must reflect on one’s own lens. This reflection on
one’s own personal lens and the basis of knowledge are the underpinnings of
epistemology and the study of knowledge (Snape & Spencer., 2003). Epistemology
is an important concept to consider when undertaking research of any form,

especially qualitative, given its interpretative nature (Willig., 2001).

Epistemological perspectives are generally separated into those that are more
positivist in nature and those that are interpretivist. Given that this research aimed to
consider the experiences of barriers to help-seeking within the review and
constructions of masculinity within the empirical paper, this research better aligns
itself with that of an interpretivist perspective. In further considering methodology
to use for the empirical paper, and perspectives from which to approach this, due to
it aiming to explore constructions within language, it was considered to lend itself
well to social constructionist perspectives and viewpoints. | feel my research topics
themselves were in part influenced and chosen due to my views around social
constructionist perspectives, as well as my personal values and perceptions of the

world, truth, reality and knowledge.

Social constructionism is based upon the following assumptions: taking a
critical stance toward taken-for-granted knowledge; historical and cultural
specificity; knowledge is sustained by social processes and knowledge and social

action go together (Gergen., 1985). However, this research aimed to also consider
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the power dynamics involved in the constructions of masculinity within language.
Therefore, as previously utilised within the masculinities literature (Willott &
Griffin., 1997), a feminist social constructionist perspective was the basis of the
interpretation of this study, as it allowed the researcher to consider the veterans’
experiences of their gender constructions, whilst considering the influence of power

dynamics on this.

It is important to consider, as previously commented, that my personal lens
will have influenced the content of the interviews, the questions | asked within these
interviews and the way these were done; reflecting greatly the concepts | had learnt
and practiced throughout my training, that conversations are co-created by all those
involved. Therefore, | had to remain aware of what | would potentially bring to the
encounter, as well as the men that | was interviewing; this formed the basis of my
reflections throughout the interviews and the process in full (see reflective statement
for a more detailed account on reflexivity). Within the interviews | held | attempted
to address the potential for bias by allowing participants to speak and describe things
to me, without leading them with questions or avenues of enquiry; similar to how |
would when working therapeutically with clients. Thus, I tried to ensure that | was
as self-reflective as possible throughout the interviews and the process as a whole, to

ensure that my results were as close to the veterans’ subjective reality as possible.
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APPENDIX K- REFLECTIVE STATEMENT

The Research Topic & Methodology

As a self-proclaimed feminist with a keen interest in gender and how it's
enacted in everyday life, when I was initially confronted with the decision of
choosing a research topic for my thesis, there was never a question in my mind that it
would relate, in some way, to gender. 1 feel this interest in gender is due to my
personal experiences growing up in a single-parent family, with a mother who did
not necessarily fit typical gender roles in her occupations, and | feel growing up with
a Mum who had a “man’s job” was possibly the beginning of my understanding that
gender was more complex and less rigid than some perceived it to be. Therefore,
exploring this within research and the prospect of a research topic in such an area
excited me, as it would provide me with the opportunity to further my interest and

understanding in this field.

It was whilst exploring the wonders of TED talks online one day that | came
across a fantastic video by Dr Jackson Katz, discussing violence against women. A
comment he made in that video resonated with me from that day and led me to query
and consider the point that he had made. Katz’s comment was that when people
speak of gender, this is often perceived as synonymous with women, for example,
gender issues are typically women’s issues and men are ignored in this situation.
There appears to be a degree of blindness within society, where whilst those within
the dominant group in any sphere of life have privilege over those that are not, to
what degree does this privilege also create a blindness to their existence and become
their own curse? Through Katz’s discussion, | began to contemplate whether men

were perhaps given the short straw in the movement of feminism? For those that
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recognise the difference between feminism and misandry this answer is clear- that
men and women should be treated equally- but in reality, to what extent are men

perhaps suffering too but remain unheard and unseen?

It was from these musings that [ began to consider exploring men’s mental
health and their experiences of this. Through brief ventures into the research and
articles that were already in existence, | began to realise the merit of the notion that
Katz had suggested; whilst there was an apparent wealth of knowledge and research
into women’s experiences and mental health, men’s experiences seemed almost non-
existent. Article upon article commented on the lack of understanding and research
into this area and this furthered my interest even more. Whilst there is continually
growing support for the feminist movement, gender equality and their increased
recognition, there appears to be a bias in the literature; one that is recognised by
those in this specific field, yet seemingly appears to still only be beginning to reach
the consciousness of the rest of society; with Seidler (2006, p.51) accurately

commenting:

“We too easily assume that if men are powerful then they cannot suffer...”

Whilst it was apparent from the initial phases of this project that this study
lends itself well to qualitative research, given its social constructionist stance, | recall
feeling uncomfortable and resistant to this during the beginning of the process. My
recollections of undergraduate psychology and research methods brought with them
the concept that qualitative research was in a way sub-standard and inferior to
quantitative methodology; as though it held more “truth”. This feeling of being torn
between the two methods remained, and in the initial stages of development, |

contemplated doing mixed methods in an attempt to find comfort and familiarity in
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quantitative work, which had prevailed in my studies at undergraduate level, as well
as the research I had previously assisted in. It was through mindful consideration of
what this research meant to me, to others, and the participants themselves that |
realised my reluctance to immerse myself in something so different to what | had
previously known, would be a disservice to us all and with that | cast aside all
thoughts about mixed methodology. Enough statistics already existed on men and
their difficulties, the number that did or did not attend services, and the number that
unfortunately struggled so much that they committed suicide, yet very little existed
about their experience of accessing services and experiences within services. Their
story and views around this did not exist to the same extent, they had little to no
voice. Much of the literature that I had read over spoke about how masculinity
needed to be “rediscovered”, as though it was toxic and had resulted in the
difficulties that some men were facing in their lives; yet there was very little on how
these men enacted the role of “being a man” in the face of a society that typically
expects them to be stoic and unmoved by their environment, in a service that expects
them to share their feelings and emotions. It was during this process that I recalled
another point that had been made by Katz in his presentation, a point that has been
repeated by others such as Dr Vikki Reynolds, the importance of being an ally.
Although there are separate and vastly different issues that face women in society, as
awoman | have an outsider perspective of masculinity and the construction of
maleness. | have the privilege of a different perspective. This enthused me further, |
felt I had a duty to recognise this difference whilst helping others’ voices to be found
and heard, as well as creating a discussion around things that some men may struggle

with; to utilise the different perspective that | am privileged to have.
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Recruitment

In the whole research process, | feel recruitment was the hardest for me to
persevere with and my enthusiasm towards the project did drop at times, which was
a difficult process to manage given how important it had felt to me in the earlier
stages and again towards the end of the project. | feel it was around this time that |
started to lose sight of what it was that | was trying to do and the difference | hoped
to make, which | feel was potentially exacerbated by personal circumstances that

were happening in my life at the time as well.

After potential participants had been looked up by clinicians in the Veterans’
service and the numbers were modest at best, | started to worry this was not going to
progress as | had hoped and that my fear that this hard to reach group would be
inaccessible to me was going to become a reality. Potential participants were
contacted and it was around this time that the process of gaining approval to recruit
from another service began, in hopes that it would have a larger participant pool

available.

As this progressed and approval was received and participants from the
second service began to come forward, the anxiety started to reduce and with it, my
interest and passion for this field re-ignited at the anticipation of finally beginning
interviews. It is only through reflection with my supervisor about our reactions to
this, that | realised how true to the previous literature this experience was. The
participant pools were much smaller than the organisations had imagined they would
have been for the inclusion criteria that | had set, illustrating very clearly that this

was a population that did not seek support, or very few of them did.

-122-



The Interview Process

In the interviews, | recall feeling very aware of the fact that | felt so much
younger than all the men that | was interviewing, even though | was not younger
than some of them; feeling naive compared to them. As well as this, there was
nervousness as to how they would perceive me and whether they would be able to
speak with me, given that most of them had disengaged from services and | myself
worked for such services. 1 also felt rather confused as to my role within the
research during these interviews at times, given that I felt 1 was a Trainee Clinical
Psychologist, yet I was not here in that capacity and confusion around “who I was”
when | was interviewing these men as “researcher” was not an identity I was as
familiar with. Interestingly, it seems this is a parallel to what the veterans described

in their interviews.

However, amongst all this | feel this is the time | felt most inspired by the
whole process, as | was seeing and speaking with the people it was all about, hearing
their stories and getting to know their views; proving to me that this is why | had
indeed chosen qualitative approaches for my work, as | was able to perceive
something that numbers do not give you, the participants’ personalities and a
glimpse of their lives. It was through these interviews that I could not help but
recognise the difficulties these men had faced and some were still facing, and feel
moved by these, hoping that perhaps my research could be the start of something that
maybe things could change. I recall after my first interview | spoke with an elderly
veteran that worked at the centre that | met my participant at, and we were discussing
my research and the importance of support for all veterans when he said: “Yeah,

because they don’t look like they re broken”. 1t was at that moment | started to
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wonder to what degree was this something that the veterans felt themselves, and
whether this was a shared secret amongst them, that people could not see that they
were broken, and how this concept of being broken affected this whole process for
them, which | feel interestingly is reflected within the discourses | discovered around

proving their difficulties.

I was also extremely aware during the interviews that | was a female
speaking with men about their masculinity and how they accessed support. |
wondered if at times this was a strength and enabled the conversation, as | could be
perceived as less of a threat to their masculinity, given my position as feminine and
therefore being unable to compete with them in terms of masculinity, despite how
anti-masculine they felt they appeared to be; which could result in them being more
open and honest with me. However, at other times | wondered whether perhaps this
was a barrier to both the conversations, and perhaps also my interpretation and
questioning; as I could only analyse and query from a female’s perspective, with no
lived experience of the gender difficulties that men experience, as those that |

experience as a female are different to these.

Data Analysis

Data analysis was a tentative process for me at first, and I recall worry
around “doing it”, feeling very out of place with qualitative research given my lack
of previous experience with it and doubt was a common friend throughout the
process. However, this said re-reading the transcripts over and over again, it brought
back the men in my mind, their voices, intonation and character in their words, they
had believed in this project and | was doing this for them, as well as all the other

men this may affect. It was this that helped in the moments of fear and dread around
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getting back to the data, where I feared that I was not “getting it right”. Whilst,
cognitively | knew there was not so much a right or wrong way of analysing the data,
due to my influence over the data because of my personal lens, | wanted to ensure
that | was true to the men, and find the right words to explain the journeys; | wanted

to do them justice.

Once | started finding themes in the transcripts and in the process of working
the themes, | felt like the study was coming together, and more importantly, | could
be creative in this process and reflect on what they were describing and talking
about. As the discourse analysis aspect began at times | felt it harder to grasp and
thoughts of “getting it right” started to resurface again at times, but I had moved with
this process and through a lot of reassurance from supervisors, | managed to
persevere and keep these thoughts at bay as best as possible. As I moved into the
write-up phase of the study it felt as though the discourses began to make even more

sense and | could see how things were woven together and related to one another.

Systematic Literature Review

Whilst within the final stages of my systematic literature review | felt very
connected to the research and enjoyed the process of writing it up and exploring the
themes from the previous literature, this was not the experience of the entire project.
Unfortunately, I found that I developed much of an opposite relationship to my
review, compared to my empirical study at the beginning; not due to perceptions
around this form of research but more a feeling that I was unable to be as creative as
I would like to with research. This was something I struggled with throughout,

trying not to distract myself with my empirical to the detriment of my review paper.
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Whilst I enjoyed the some of the more procedural parts of doing the review
such as search terms and running the searches themselves, finding motivation for this
was much harder than for my empirical. | feel on reflection it was due to a sense of
feeling as though | was being limited, and unable to create something of my own, as
this was investigating others’ work. It was through time and reading through and
cutting down the papers to make the final selection that | started to develop a deeper
interest in this, like that of the empirical paper; as there was so little out there that fit
with what | was looking to review. | had found the male blindness again and the fire
inside me started to ignite again, this needed to be done; it might not be creative in
the sense that | could create and make something of my own, but I could still tell the
story of what had been found and I still had information to share and a duty to this. |
grew to become passionate for this too, and learnt to let it share centre-stage with my

empirical paper research.

Final Thoughts and Reflections

Setting out on this research journey | knew what | wanted to explore was
never going to be any easy task, and would be difficult to execute and it has been
with many hurdles and road blocks along the way. However, | knew from the
beginning that my research had to be something that fuelled the fire inside me to
make a difference and explore an area that meant something to be on a deeper level
and | was passionate about; | am proud to say that in writing this, | realise that this
project has kept that fire alive, and | am thankful that my supervisors have supported

me throughout this in making it a reality.

Looking back, it feels a lot longer than three years ago that | started this

process and thinking back to all the changes and alterations, things learnt and
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explored, as well as the stress and late nights endured, | feel | have developed as a
person because of this. | feel | have discovered so much in this process, about
undertaking research, veterans, gender, myself and my values and beliefs. | know
that I have much more left to learn throughout my life and career as a Clinical
Psychologist, and | am happy to know that I can do this through research further in
the future; hearing the stories that others are willing to share with me, so that I can
uncover narratives and help develop understanding of these within society and

academia alike.
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