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Abstract
One-third of students experience a mental health condition associated with decreased academic functioning and
increased risk of dropping out. While mental health difficulties are lower among male students, they are twice as likely
to die by suicide. Although the importance of gender-sensitive interventions for male students has been emphasized,
feasible and effective approaches are unexplored. This investigation conducted three gender-sensitive feasibility inter-
ventions for male students to evaluate acceptability, changes to help-seeking and mental health outcomes. Three inter-
ventions were delivered to 24 male students. The interventions included the following: Intervention 1—a formal
intervention targeting male students, Intervention 2—a formal intervention that adopted gender-sensitive language and
promoted positive masculine traits, and Intervention 3—an informal drop-in offering a social space providing health
information. These were evaluated for acceptability, attitudes to help-seeking, and mental health outcomes. All interven-
tions were equally acceptable. The informal drop-in was more acceptable, having better engagement from male students
who have greater conformity to maladaptive masculine traits, more negative attitudes to help-seeking, higher levels of
self-stigma, who were less likely to have used mental health support before and belonged to an ethnic minority. These
findings indicate differences in acceptability, particularly uptake, for hard-to-engage male students. Informal strategies
help reach male students who would otherwise not engage with mental health support, familiarize them with help-seek-
ing, and connect them with pre-existing mental health interventions. More work needs to be carried out using larger
samples to investigate the efficacy of informal interventions to engage male students.
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Mental health disorders are commonly reported
among university students with prevalence rates rang-
ing from 20% to 30% (Bruffaerts et al., 2018;
McManus & Gunnell, 2020). Common mental health
disorders such as depression and anxiety often con-
tribute to greater drop-out rates and reduced aca-
demic functioning (Auerbach et al., 2016; Bruffaerts
et al., 2018; Eisenberg et al., 2007; Hjorth et al., 2016).
Depression and anxiety occur more frequently among
female students (Liu et al., 2019; McManus &
Gunnell, 2020), yet male students are more than twice
as likely to die by suicide (Gunnell et al., 2020).
Indeed, higher suicide rates among male students has

been observed since 2000 (Gunnell et al., 2020) and is
consistent with older adults, where men are 2.35 times
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more likely to take their own life compared to women
worldwide (Chang et al., 2019).

Higher suicide in male students may be attributable
to them engaging with more lethal means to take their
own life, reducing the opportunity for both prevention
and intervention (Callanan & Davis, 2012; Mergl
et al., 2015). This challenge is compounded further as
higher suicide rates in male students can be further
explained by lower engagement with mental health
services compared to female students (Cadigan et al.,
2019; Eisenberg et al., 2007; Pedrelli et al., 2016)—
reducing the opportunity to provide suitable treat-
ment or support. Gender is a significant predictor for
receiving treatment, with male students being 2.32 and
2.52 times less likely to receive treatment compared to
women or students who identify as a gender other
than male or female, respectively (Seehuus et al.,
2021). A meta-analysis of 27 studies by Schnyder et al.
(2017) reports negative attitudes to help-seeking sig-
nificantly reduce the likelihood of seeking help (OR=
.80), with help-seeking attitudes consistently being
reported lower in men and male students (Brenner
et al., 2018; Clough et al., 2019; Wendt & Shafer,
2016). Indeed, this helps explain why suicide is higher
in men despite them being less likely to have thoughts
of taking their own life or presenting to hospitals for
self-harm (Mental Health Foundation, 2016).

This disparity in service use is a complex process
with a multitude of barriers negatively influencing
mental health service engagement (Sagar-Ouriaghli,
Godfrey, et al., 2020). Common barriers include, male
students holding more negative attitudes to help-
seeking (Clough et al., 2019; Nam et al., 2010), having
greater conformity to traditional masculine norms
(Ramaeker & Petrie, 2019; Seidler et al., 2016), report-
ing both higher public- and self-stigma (Levant et al.,
2014; Wu et al., 2017), and poorer mental health lit-
eracy relative to their female counterparts (Clough
et al., 2019; Haavik et al., 2017).

As conformity to masculine norms negatively influ-
ences help-seeking attitudes and behaviors among
male students, it might act as a potential target area to
elicit behavior change and improve help-seeking
(Ramaeker & Petrie, 2019; Seidler et al., 2016; Vogel
et al., 2011; Wimer & Levant, 2011). Research on posi-
tive masculinity suggests that general conformity to
masculine norms may not be entirely detrimental.
Conformity to specific traits such as emotional con-
trol, self-reliance, dominance, masculine toughness,
and anti-femininity may well explain help-seeking
reluctance (Gorski, 2010; Heath et al., 2017; Sileo &
Kershaw, 2020; Wimer & Levant, 2011). Masculine
traits such as winning, masculine status, and in some

instances, risk-taking can also be protective factors,
helping to reduce the likelihood of mental health prob-
lems, as well as improving the chances of help-seeking
when needed (Heath et al., 2017; Iwamoto et al., 2018;
Wong et al., 2017).

Published work between 2019 and 2022 emphasize
the importance of gender-sensitive interventions for
male students (Mackenzie et al., 2019; Ratnayake &
Hyde, 2019; Sagar-Ouriaghli, Brown, et al., 2020;
Schoen et al., 2019; Sileo & Kershaw, 2020). Certain
interventions have been developed and tested.
For example, ‘‘It’s a Goal!’’ targeted young men to
promote positive mental health and prevent the devel-
opment of serious mental health problems—
demonstrating significant improvements in mental
health measures (Spandler et al., 2013).
HeadsUpGuys hosted a website with a range of psy-
choeducation, coping strategies and preventive advice
for men with depression (HeadsUpGuys, n.d.). This
intervention was not evaluated, but more than 65,000
men completed a depression self-assessment
(Ogrondniczuk et al., 2018). ManTherapy is another
website targeting men at risk of suicide and reluctant
to seek help, leading to 59,894 mental health screen-
ings and 19,586 people accessing crisis information
(Man Therapy, n.d.; Spencer-Thomas et al., 2014).
Help Out a Mate was tailored toward adolescent
males aged 12 to 18, using a sports-based mental
health literacy program to increase help-seeking
intentions (Liddle et al., 2021). Those completing
this intervention responded positively and saw
improvements in mental health literacy, help-seeking
attitudes and intentions to provide help (Liddle
et al., 2021). Finally, the Real Men Real Depression
was a national public campaign in the United States
seeking to educate the public about depression in
men from 2003 to 2005 (National Institute of Mental
Health, n.d.). More than 14 million people were
reached in this campaign, generating more than
5,000 emails and calls to information hotlines
(Rochlen et al., 2005).

Indeed, male students may benefit from techniques
and approaches that have been effective at improving
help-seeking and mental health difficulties among
older males. These include the delivery of psychoedu-
cation materials, reframing help-seeking to align with
masculine norms, and the use of male role models to
convey information (Sagar-Ouriaghli et al., 2019).
Other techniques reported in male-specific interven-
tions include solution-focused approaches, sensitively
sign-posting services, and the use of lay language and
humor (American Psychological Association, Boys
and Men Guidelines Group, 2018; Brown et al., 2019;
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Erentzen et al., 2018; Liddon et al., 2019; Patrick &
Robertson, 2016; Sagar-Ouriaghli, Brown, et al.,
2020; Sagar-Ouriaghli et al., 2019; Seidler et al., 2018;
Yousaf et al., 2015).

As the recommendations for male-specific adapta-
tions/approaches continue to grow, it is imperative
that such recommendations are tested in the context
of their feasibility. Here, a feasibility study can help
investigators and future research prepare for a full-
scale investigation (Bowen et al., 2009). Feasibility
studies are relied on to produce a set of findings that
inform whether an intervention should be investigated
for efficacy testing (Bowen et al., 2009). They assess
the feasibility of the steps needed to take place as part
of a main study. Processes such as recruitment rates,
retention rates, resources required, and insight into
the management of a full trial can be tested (Thabane
et al., 2010; Van Teijlingen & Hundley, 2001).
Feasibility testing enables researchers to assess
whether their ideas and approaches are acceptable, rel-
evant, and sustainable to the population of interest. It
is encouraged that feasibility studies are reported and
published as they inform wider research in the same or
similar field (Thabane et al., 2010). This helps with
producing large-scale interventions that hold more
external relevance, generalizability to a real-world set-
ting, and thus, dissemination (Bowen et al., 2009; Van
Teijlingen & Hundley, 2001).

Thus, this study aims to assess the feasibility of
gender-sensitive interventions for male university stu-
dents. By developing and testing the feasibility of
interventions that are more gender-sensitive for the
needs of male students, we can begin to clarify which
approaches should be investigated further for efficacy
testing. Here, we assess the feasibility by aiming to
explore differences in male engagement and uptake
to mental health initiatives. In turn, this may help to
improve mental health outcomes for male students
and subsequently reduce their elevated risk for suicide.
The current investigation sought to assess three
gender-sensitive mental health pilot interventions for
male students by evaluating their differences in accept-
ability and feasibility. The aims were as follow:

1. To assess the overall acceptability and feasibil-
ity of the three interventions.

2. To assess differences in acceptability scores
between the three interventions.

3. To examine the types of male students who
engage with the three interventions, regarding
their help-seeking attitudes, self-stigma, con-
formity to masculine norms, mental health

status, ethnicity, previous help-seeking, age,
level of study, and degree faculty.

4. To assess the interventions’ potential effective-
ness for improving help-seeking attitudes,
behaviors, and mental health status at post, 2-
week, and 4-week follow-up for all three inter-
ventions to power future studies.

Method

Design

Descriptive statistics pertaining to self-stigma, confor-
mity to masculine norms, mental health status, ethni-
city, level of study, degree faculty, age, and previous
help-seeking were used to analyze the types of students
who engaged with the interventions. Feasibility was
analyzed to explore whether a particular intervention
was more or less acceptable to male students. Finally,
a pre–post design was implemented to analyze changes
in help-seeking attitudes, behaviors, and mental health
status.

Measures

The measures within this investigation assessed the
acceptability (including uptake) of each intervention
to determine overall feasibility. In addition, confor-
mity to masculine norms, self-stigma, mental health
status, and help-seeking attitudes and behaviors were
measured to explore any descriptive differences of the
participants engaging with each gender-sensitive
intervention.

Theoretical Framework of Acceptability Questionnaire. The
Theoretical Framework of Acceptability Questionnaire
(TFAQ) was used to evaluate the acceptability and fea-
sibility of the interventions (Sekhon et al., 2018). The
TFAQ contains nine items evaluating eight distinct
domains that relate to acceptability including; general
acceptability, affective attitude, burden, ethicality, inter-
vention coherence, opportunity costs, perceived effec-
tiveness, and self-efficacy (Sekhon et al., 2017). Each
domain includes one item except for perceived effective-
ness where two items are included to capture the per-
ceived effectiveness for help-seeking and mental health
outcomes. All of the items are rated on a Likert-type
scale ranging from 1 to 5, where higher scores indicate
better acceptability. One item also provides a textbox
allowing for participants to provide qualitative feed-
back. Items 3 and 8 (burden and opportunity costs) are

Sagar-Ouriaghli et al. 3



reversed coded, where lower scores represent greater
acceptability.

As intervention 3 (Man Cave) was an informal
drop-in, the uptake, total number of students attend-
ing, and the number of students consenting was
recorded to further evaluate acceptability.

Conformity to Masculine Norms Inventory and Self-Stigma of
Seeking-Help Scale. The Conformity to Masculine
Norms Inventory (CMNI-46) (Mahalik et al., 2003)
and the Self-Stigma of Seeking-Help scale (SSOSH)
(Vogel et al., 2006) were completed at baseline because
conformity to masculine norms and self-stigma are
barriers to help-seeking for male students (Levant
et al., 2014; O’Brein et al., 2005; Ramaeker & Petrie,
2019; Seidler et al., 2016; Vogel et al., 2011; Wimer &
Levant, 2011; Wu et al., 2017).

The CMNI-46 contains 46 items measuring the
degree of conformity to nine traditional masculine
norms, including winning, emotional control, primacy
of work, risk-taking, violence, heterosexual self-pre-
sentation, playboy, self-reliance, and power over
women (Mahalik et al., 2003; Parent &Moradi, 2011).
Items are rated on a 4-point Likert-type scale from
strongly disagree (0) to strongly agree (3), and a score
for each domain can be calculated by taking the mean
score of the respective items. A mean score across all
items is used to generate a total conformity to mascu-
line norms score, whereby higher scores represent
greater conformity to masculine norms (Mahalik
et al., 2003; Parent & Moradi, 2011). The CMNI-46
has good internal consistency (a = .78–.89) (Parent &
Moradi, 2011).

The SSOSH scale includes 10 items rated on a 6-
point Likert-type scale ranging from strongly disagree
(0) to strongly agree (5). A total self-stigma score is
obtained where higher scores indicate greater concern
that seeking mental health support would negatively
affect one’s satisfaction with oneself, self-confidence,
and overall self-worth. The SSOSH scale has strong
internal consistency (a = .86–.90) and moderate test–
retest reliability (0.72) (Vogel et al., 2006).

Attitudes Seeking Professional Psychological Help Scale and
the Actual Help-Seeking Questionnaire. To evaluate help-
seeking attitudes and behaviors, the Attitudes Toward
Seeking Professional Psychological Help Scale—Short
Form (ATSPPH-SF) (Fischer & Farina, 1995) and
the Actual Help-Seeking Questionnaire (AHSQ)
(Rickwood et al., 2005; Wilson et al., 2005) were used.
The ATSPPH-SF contains 10 items rated on a 4-point
Likert-type scale ranging from disagree (0) to agree

(3). A total score for mental health help-seeking atti-
tudes is obtained, whereby higher scores represent
more favorable help-seeking attitudes. The ATSPPH-
SF has moderate internal consistency (a = .77–.84)
and good test–retest reliability (0.80) (Elahi et al.,
2008; Fischer & Farina, 1995). The AHSQ contains 10
items measuring behavioral help-seeking (e.g., pre-
senting to a service or speaking to friends and family)
in the past 2-weeks. The AHSQ has moderate internal
consistency (a = .70–.85) and good test–retest relia-
bility (.86–.92) (Wilson et al., 2005).

Warwick-Edinburgh Mental Well-Being Scale. Mental
health status was measured via the Warwick-
Edinburgh Mental Well-Being Scale (WEMWBS), a
14-item questionnaire containing positively phrased
items measuring positive affect, psychological func-
tioning, and personal relationships. Items are rated on
a 5-point Likert-type scale ranging from none of the
time (0) to all of the time (5). Scores are summed with
higher scores representing greater overall well-being
(Tennant et al., 2007). The WEMWBS has been exten-
sively validated in a student population (1,749, 44%
male), demonstrating good internal consistency (a =
.89) and test–retest reliability (0.83) (Tennant et al.,
2007). TheWEMWBSwas chosen as traditional mental
health scales such as the Beck Depression Inventory
(BDI), Kessler’s Psychological Distress Scale (K10),
and Patient Health Questionnaire (PHQ-9) have been
reported to produce lower scores for men (Baillie, 2005;
Kendel et al., 2010; Salokangas et al., 2002; Slade et al.,
2011). Men often present with ‘‘male depressive symp-
toms,’’ including more somatic and atypical symptoms
of depression, greater risk taking and excessive sub-
stance misuse which are not detected in traditional
scales (Martin et al., 2013; Seidler et al., 2016).

The WEMWBS also places greater emphasis on
positive mental health utilizing less medical terminol-
ogy, that is, ‘‘I’ve been feeling good about myself’’
(Tennant et al., 2007). Indeed, much of the male help-
seeking literature emphasizes the importance of using
lay and informal language as it is deemed more accep-
table by men (Men’s Health Forum, 2015; Patrick &
Robertson, 2016; Pollard, 2016; River, 2018;
Robertson et al., 2015; Seaton et al., 2019).

The ATSPPH-SF, AHSQ, and WEMWBS were
completed at baseline for all interventions, postinter-
vention for interventions 1 and 2, and at both 2-week
and 4-week follow-up for all three interventions.
Postintervention data for intervention 3 (Man Cave)
was not collected due to the informal, drop-in nature
of the intervention.
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Interventions

Ethical approval was granted for each intervention by
the King’s College London’s (study approval number:
LRS-18/19-13460 and RESCM-19/20-13460) local
Research Ethics Office with each participant provid-
ing written informed consent to participate. The con-
tent included within the three interventions was
identified from a systematic review and focus groups
conducted with male students (Sagar-Ouriaghli,
Brown, et al., 2020; Sagar-Ouriaghli et al., 2019). A
theoretical framework specifically tailored toward
male students outlines the development of the inter-
ventions (Sagar-Ouriaghli, Godfrey, et al., 2020).
Each intervention’s content was operationalised
through the use of Behaviour Change Techniques
(BCTs) (Michie et al., 2016, 2018). These BCTs are
listed within a taxonomy (BCTTv1) outlining the
active ingredients that promote behavior change, that
is, help-seeking (Michie et al., 2013). Table 1 sum-
marizes the intervention content, BCTs used, and
practical application. By describing the development
and active ingredients (i.e., BCTs) of each interven-
tion, it enables other researchers or health care/educa-
tion providers to replicate or build on the current
findings. To further aid replication, a framework for
developing interventions specifically for male students
(Sagar-Ouriaghli, Godfrey, et al., 2020), the Template
for Intervention Description and Replication
(TIDieR) checklist (see supplementary appendix file 1)
and the Consolidated Standards of Reporting Trials
(CONSORT) extension statement for reporting pilot
or feasibility trials (see supplementary appendix file 2)
have been followed (Eldridge et al., 2016; Hoffman
et al., 2014; Lancaster & Thabane, 2019).

In addition, focus group recommendations on how
best to promote the interventions included: not to
label them as a ‘‘mental health’’ intervention, to pro-
vide an incentive for attending, to promote through
student-led societies, and to deliver such initiatives
during orientation week and exams (Sagar-Ouriaghli,
Brown, et al., 2020).

Recruitment for each intervention lasted a duration
of 4 weeks. All three interventions were delivered face-
to-face by a PhD student (ISO, male) with the support
of a medical student (VT, male).

Intervention 1: Men-Tality. Intervention 1 was promoted
during orientation week at the university welcome fair
where university societies can show-case extra-curricu-
lar activities (Sagar-Ouriaghli, Brown, et al., 2020). In
addition, posters and the fortnightly university e-mail
circular were used to promote the intervention.

Intervention 1 was a psycho-educational interven-
tion designed to improve knowledge of mental health
problems, self-help techniques, and available help/
support. It was delivered in a room located in the stu-
dent union and was divided into two 2-hour group ses-
sions. In session 1, information on mental health
symptoms (depression, anxiety, and alcohol misuse)
and how to recognize them, available mental health
services, treatment structure, treatment effectiveness,
videos/photos of male celebrities who have experi-
enced mental health difficulties to frame help-seeking
within a masculine narrative, and greater emphasis
placed on taking responsibility for your mental health
were addressed (Table 1). The following week, in ses-
sion 2, a video of male celebrities discussing mental
health difficulties and help-seeking was viewed before
exploring a range of skills including problem-solving,
mindfulness, time management, and action planning.
Finally, a mental health self-assessment (i.e.,
WEMWBS) was completed individually for students
to do a ‘‘self-check’’ within the session. Responses
were used to privately evaluate one’s current difficul-
ties and participants were reminded of the available
services and self-management techniques that were
addressed in sessions 1 and 2 (Table 1).

Intervention 2: Psychological Strength for Men. Intervention
2 was titled ‘‘Improving Psychological Strength for
Men’’ to provide a more ‘‘positive masculine’’ image,
enabling male students to engage with a mental health
intervention. The aim and content embedded within
intervention 2 focused more on problem-solving and
solution focused techniques—discussing them in the
first session, while placing greater emphasis on posi-
tive masculine stereotypes (e.g., responsibility and psy-
chological strength) (Table 1). As before, mental
health labels were deliberately avoided to help engage
more male students (Sagar-Ouriaghli, Brown, et al.,
2020). The phrasing of ‘‘psychological’’ was chosen to
avoid mental health–related terms, and information
relating to depression, anxiety, and alcohol misuse
were labeled as ‘‘low mood,’’ ‘‘worries/stress,’’ and
‘‘excessive drinking,’’ respectively. Posters and the
fortnightly e-mail circular were used to promote the
intervention.

Intervention 2 was also divided into two 2-hour
group sessions. Session 1 focused on skills such as
behavioral-activation, action planning, mindfulness,
goal setting and monitoring, problem-solving, and
time management techniques. The following week,
session 2 emphasized one’s responsibility to look after
their mental health before providing information
around available mental health services, identifying
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Table 1. Summary of the Intervention Content, BCTs, and the Delivery Method Across the Three Gender-Sensitive Interventions

Intervention content
BCT(s) embedded within

the intervention Delivery method

Delivery of mental health
information regarding
depression, anxiety and
alcohol misuse

5.1. Information about health
consequences

5.3. Information about social
and environmental
consequences

5.6. Information about
emotional consequences

Group presentation for interventions 1 and 2 outlining
what mental health is, stressors at university, symptoms
associated with excessive low mood, excessive worry,
and excessive alcohol use. Highlighting how many
symptoms and when their duration is cause for concern.
Case study examples/vignette’s where students have to
identify the symptoms. Intervention 3 included a leaflet
about mental health symptoms, what they look like and
when their duration is cause for concern.

Information on available mental
health services, the treatment
structure and its effectiveness

3.2. Social support (practical)
5.1. Information about health

consequences
5.3. Information about social

and environmental
consequences

Listing different types of support in both interventions 1
and 2 including: friends and family, online support,
university services, and professional services in the
NHS. Emphasizing that they have the choice to engage
with any service they feel is appropriate. Presentation of
a ‘‘road map’’ regarding how long referrals, assessments,
treatment duration, and the effectiveness of medication
and cognitive behavioral therapy (CBT). Same
information provided within a leaflet in intervention 3.

Use of videos and photos of
male celebrities who have
experienced mental health
help-seeking

6.2. Social comparison
9.1. Credible source

Group discussion on photographs of male celebrities from
a range of professions who have openly discussed issues
relating to mental health (e.g., Prince William and UK
rapper Stormzy) and a short video from YouTube where
male celebrities talk about their mental health struggles
(Interventions 1 and 2 only).

Emphasis placed on taking
responsibility for your mental
health

3.2. Social support (practical)
13.2 Framing/Re-framing

Interventions 1 and 2 included a presentation highlighting
that taking responsibility and finding appropriate
support is positive. Support can extend to friends,
family, and professional support. Group discussion on
why men find it difficult to ask for help. Intervention 2
and 3 labeled as ‘‘improving psychological strength for
men’’ and ‘‘Man Cave’’ to align with male stereotypes.

Delivering a male-only space
whilst facilitating social
support

3.1. Social support (unspecified) Group based interventions specifically for male-students.
Games console activity after interventions 1 and 2 as
part of the honorarium given. Intervention 3 provided
an informal drop in space to meet other male students
by providing a series of social activities (games console,
board games, arts and crafts, and table tennis).

Highlighting active problem-
solving/self-help techniques
such as problem-solving,
mindfulness, time
management and action
planning

1.2. Problem-solving
1.4. Action planning
11.2. Reduce negative emotions

Interventions 1 and 2 includes information and practice
activities for relaxation techniques (5-minute YouTube
activity on mindfulness), solving a novel problem (e.g.,
how to make £1million in 6 months), time management
(a case study/vignette on how to improve a student’s
poor time management), and action planning where
student’s identify 3 key problems and three potential
solutions that can be completed in the next month.
Intervention 2 had additional information about
behavioral activation, how to identify negative cycles and
patterns of behavior and how to change them as well as
setting and monitoring goals.

Mental health self-assessment as
part of a ‘‘self-check’’ to
evaluate one’s current
difficulties

2.1 Monitoring of behavior by
others without feedback

2.2. Feedback on behavior
2.3. Self-monitoring of behavior

Completion of the Warwick-Edinburgh Menta Well-Being
Scale (WEMWBS) as a ‘‘self-check’’ exercise for
interventions 1 and 2. Repeated again in session 2, with
the addition of calculating total scores and what
‘‘healthy’’ or average scores (i.e., 50) look like—if
substantially lower participants were reminded of the
content addressed such as finding support and self-help
techniques. Intervention 3 included the WEMWBS as a
‘‘self-check’’ within a leaflet.

Note. CBT = cognitive behavioral therapy; WEMWBS = Warwick-Edinburgh Mental Well-Being Scale.
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mental health symptoms, treatment structure, and
treatment effectiveness (Table 1). Finally, mental
health self-assessments (i.e., WEMBWS) were com-
pleted to obtain personal feedback about their current
mental health status (Table 1).

Intervention 3: Man Cave. Intervention 3 was informal
and offered a group drop-in for male students. It was
based on previous focus group results, indicating that
male students have a preference for informal and fun
settings (Sagar-Ouriaghli, Brown, et al., 2020).
Intervention 3 was titled ‘‘Man Cave’’ to emphasize a
male-only group and was hosted on the ground floor
within the student union in close proximity to the stu-
dent café. This ensured a more opportunistic setting,
unlike interventions 1 and 2 where pre-registration/
sign-up was required. As before, intervention 3 was
advertised via posters and across the fortnightly e-mail
circular.

Intervention content was delivered through leaflets
distributed within the room, which could be discretely
collected. Two researchers (ISO and VT) were avail-
able to answer questions. Specially adapted leaflets
containing information about available mental health
services, mental health symptoms, and a self-
assessment scale (i.e., WEMBWS) were provided.
Additional leaflets addressing physical health, local
doctor’s surgeries, smoking cessation, and university
gyms were provided (Table 1). Various social activities
such as board games, video gaming, table tennis, and
snacks were stationed around the room to shift the
focus away from mental health with the intention to
be more inviting (Table 1). Drop-in sessions ran
weekly for 4 hours over 4 weeks. Students were free to
attend for any time period and attend as many ses-
sions as they liked.

Results

Participants

Across the three pilot interventions, 24 male students
were recruited. For participants to be eligible to par-
ticipate, they had to identify as male as well as be a
student (undergraduate or postgraduate). A total of
126 students expressed interest in intervention 1 (Men-
Tality) and provided contact details to a member of the
research team at the welcome fair. An additional 23 stu-
dents responded to the poster/e-mail invitation. Of the
149 male students expressing interest in intervention 1,
nine students attended and completed the intervention.
Owing to logistical restrictions and to prevent students
from engaging in both interventions simultaneously,
interventions 2 (Psychological Strength) and 3 (Man

Cave) were promoted later within the academic year
and were not advertised during welcome fair. Twenty-
two students expressed interest in intervention 2, with
six attending the intervention where all completed 4-
week follow. For intervention 3, 15 students expressed
interest, with nine consenting to take part and 3 com-
pleting 4-week follow-up. Within intervention 3, only
one student completed both 2-week and 4-week follow-
up. A summary of students agreeing to take part,
uptake, and completion rates is depicted in Figure 1.
Demographic information of the 24 participants split
by each intervention is outlined in Table 2.

Aim 1: To Assess the Overall Acceptability and
Feasibility for All Three Interventions

Mean (SD) scores for all acceptability domains (gen-
eral acceptability, affective attitude, burden, ethicality,
intervention coherence, opportunity costs, perceived
effectiveness, and self-efficacy) are summarized in
Table 4. All three interventions were rated favorably
regarding their overall acceptability with 76% (n =
13) rating the intervention as ‘‘acceptable’’ and 24%
(n=4) rating the intervention as ‘‘completely accepta-
ble.’’ Similarly, 82% (n = 14) of participants either
‘‘liked’’ or ‘‘strongly liked’’ their respective interven-
tion, while only 18% (n= 3) had ‘‘no opinion.’’ When
asked how much the intervention aligned with their
beliefs about mental health and help-seeking (ethical-
ity), 88% (n = 15) were in ‘‘agreement’’ or ‘‘strong
agreement,’’ 6% (n = 1) had ‘‘no opinion,’’ while 6%
(n = 1) ‘‘disagreed.’’ Participants were asked whether
the intervention improved their overall mental health/
well-being and their attitudes toward seeking help
(perceived effectiveness). For overall mental health/
well-being, 47% (n = 8) ‘‘agreed,’’ 35% (n = 6) had
‘‘no opinion’’ and 18% (n = 3) ‘‘disagreed.’’ For atti-
tudes toward seeking help, 65% (n = 11) either
‘‘agreed’’ or ‘‘strongly agreed,’’ while 35% (n = 6) had
‘‘no opinion.’’ When asked whether it was clear how
engaging in the intervention helped to manage their
mental health (intervention coherence), 76% (n = 13)
‘‘agreed’’ or ‘‘strongly agreed’’ that it was clear and
24% (n= 4) had ‘‘no opinion.’’ In addition, two nega-
tively phrased items sought to identify how much
effort it took to engage (burden) and how much enga-
ging interfered with other priorities (opportunity
costs). 65% (n = 11) felt engaging took ‘‘very little
effort’’ or ‘‘no effort at all,’’ 18% (n=3) had ‘‘no opin-
ion,’’ 12% (n = 2) took ‘‘a lot of effort’’ and 6% (n =
1) required a ‘‘huge effort.’’ When asked whether the
intervention interfered with their other priorities, 76%
(n= 13) ‘‘disagreed’’ or ‘‘strongly disagreed’’ and 24%
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(n = 4) had ‘‘no opinion.’’ Finally, participants were
asked how confident they would feel about engaging
with the intervention again (self-efficacy), 71% (n =
12) felt ‘‘confident’’ or ‘‘very confident’’ about enga-
ging again, while 29% (n = 5) had ‘‘no opinion.’’ The
final question included within the TFAQ captures gen-
eral feedback obtained through a written text box.
Twelve of the 17 participants completing the TFAQ
provided qualitative feedback (Table 3).

Aim 2: To Assess Differences in Acceptability Scores
Between the Interventions

As indicated by a series of one-way analyses of var-
iance (ANOVAs), no significant differences were
observed for all the domains on the TFAQ (overall

acceptability, affective attitude, burden, ethicality,
intervention coherence, opportunity costs, perceived
effectiveness, and self-efficacy) (Table 4).

Aim 3: To Examine the Types of Male Students
Who Engage With the Interventions Regarding
Their Help-Seeking Attitudes, Self-Stigma,
Conformity to Masculine Norms, Mental Health
Status, Ethnicity, Previous Help-Seeking, Age, Level
of Study, and Degree Faculty

Baseline Help-Seeking Attitudes. Across the three inter-
ventions, help-seeking attitudes (ATSPPH-SF) were
significantly different at baseline (Table 5). A
Bonferroni post hoc test revealed that help-seeking

Students agreeing to take part 
• Intervention 1: (n = 18) 
• Intervention 2: (n = 7)
• Intervention 3: (n = NA)

Students completing session 1
(n = 9)

Students completing 2-week 
follow-up

(n = 9)

Students completing 4-week 
follow-up

(n = 9)

Students completing session 2
(n = 9)

Intervention 1 Uptake
(n = 13)

Intervention 2 Uptake
(n = 6)

Intervention 3 Uptake 
(n = 15)

Students completing session 1
(n = 6)

Students completing 2-week 
follow-up

(n = 6)

Students completing 4-week 
follow-up

(n = 6)

Students completing session 2
(n = 4)

Students consenting to take part
(n = 9)

Students completing 4-week 
follow-up

(n = 3)

Students completing 2-week 
follow up

(n = 2)

Figure 1. Recruitment Flow Chart Across All Three Pilot Interventions
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Table 2. Summary of Participants Demographics Split by Intervention

Demographic
Intervention 1
(Men-Tality)

Intervention 2
(Psych strength)

Intervention 3
(Man Cave) Total

n (% male) 9 (100%) 6 (100%) 9 (100%) 24 (100%)
Mean age in years (SD) 25.44 (8.71) 25.50 (4.51) 22.11 (4.81) 24.21 (6.45)
Ethnicity

Other White background 4 (44%) 4 (66%) 0 (0%) 8 (34%)
Pakistani 0 (0%) 1 (17%) 4 (44%) 5 (22%)
Black African 0 (0%) 0 (0%) 2 (22%) 2 (8%)
White British 1 (11%) 0 (0%) 1 (11%) 2 (8%)
Chinese 1 (11%) 0 (0%) 0 (0%) 1 (4%)
Indian 1 (11%) 0 (0%) 0 (0%) 1 (4%)
Bangladeshi 0 (0%) 0 (0%) 1 (11%) 1 (4%)
Mixed White and Black Caribbean 0 (0%) 1 (17%) 0 (0%) 1 (4%)
Other Asian Background 1 (11%) 0 (0%) 0 (0%) 1 (4%)
Any other background 1 (11%) 0 (0%) 1 (11%) 2 (8%)

Degree faculty
Natural and mathematical sciences 3 (33%) 2 (33%) 8 (89%) 13 (55%)
Social sciences and public policy 2 (22%) 2 (33%) 0 (0%) 4 (16%)
Arts and humanities 1 (11%) 1 (17%) 1 (11%) 3 (13%)
Psychiatry, psychology, and neuroscience 2 (22%) 0 (0%) 0 (0%) 2 (8%)
Life science and medicine 0 (0%) 1 (17%) 0 (0%) 1 (4%)
School of law 1 (11%) 0 (0%) 0 (0%) 1 (4%)

Level of study
Undergraduate 4 (44%) 1 (17%) 7 (78%) 12 (50%)
Postgraduate (Masters or PhD) 5 (56%) 5 (83%) 2 (22%) 12 (50%)

Has previously sought help for mental health
Yes 4 (44%) 5 (83%) 2 (22%) 11 (46%)
No 4 (44%) 0 (0%) 6 (67%) 10 (41%)
Prefer not to say 1 (11%) 1 (17%) 1 (11%) 3 (13%)

Table 3. Qualitative Feedback Obtained From the TFAQ

Intervention Comment

Intervention 1: Men-Tality ‘‘I only hope that more people would participate in this, as mental well-being is often neglected’’
‘‘Good overview of mental health issues and ways to cope and where to get help’’
‘‘I found it enjoyable, FIFA is a great way to get people together’’
‘‘Although I can see how some of the strategies discussed may help some people, in my case they

seem unlikely to work’’
‘‘Was useful, learnt new techniques, forced me to reflect more on my own wellbeing’’
‘‘Would have been useful to go through ways of ‘nudging’ us to do beneficial activities for mental

health so they become a habit’’
‘‘To take care of yourself is taking care of your mental health. This is the first and most important

step to begin with if you want to improve’’
Intervention 2: Psychological

strength for men
‘‘Not sure that 2x2 hour workshop brings big changes, but the atmosphere was good’’
‘‘Very good overall’’

Intervention 3: Man Cave ‘‘I had only come for one session, so perhaps I most likely wasn’t able to benefit too much as far
as mental health is concerned but I certainly did leave happier after my session’’

‘‘I didn’t know how I could have engaged more beyond my lengthy discussion with one of the
organisers, apart from that I was too tentative to get involved’’

‘‘I have no strong opinions. I feel it may be useful for some more vulnerable guys, but I believe
men should be able to deal with their problems themselves and these kinds of things don’t
appeal to most men’’

Note. TFAQ = Theoretical Framework of Acceptability Questionnaire.
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attitudes were significantly lower for intervention 3
when compared to intervention 1, t(16) = 7.22, p =
.006, 95% confidence interval (CI): (1.09–12.55). No
significant differences were observed between inter-
ventions 1 and 2, t(13) = 2.44, p = .892, 95% CI
(–3.51 to 8.40), or between intervention 2 and 3, t(13)
= 4.78, p= .147, 95%CI (–1.17 to 10.73).

When comparing help-seeking attitudes at baseline
to male student norms in previous research (Elahi
et al., 2008), participants in intervention 1 had signifi-
cantly more positive help-seeking attitudes, t(8) =
3.917, p= .004, 95%CI (2.28–8.81), d=1.13. No sig-
nificant differences for help-seeking attitudes were
observed for intervention 2, t(5) = 2.311, p = .069,
95% CI (–.35 to 6.55), d = .69, or intervention 3,
t(8) = 1.013, p = .341, 95% CI (–5.05 to 2.14), d =
.31, when compared to male student norms (Elahi
et al., 2008).

Baseline Self-Stigma. Upon visual inspection, baseline
self-stigma appeared lower for both interventions 1
and 2 when compared to intervention 3. However, this
difference was not significant (Table 5). When com-
pared to male student norms outlined in previous
research, a one-sample t-test showed that baseline self-
stigma for intervention 1 was significantly lower than
male student norms (Vogel et al., 2006), t(8) = 2.71, p
= .027, 95%CI (–8.41 to –.68), d= .70. This was also
apparent for intervention 2 when compared to male
student norms, t(5) = 2.57, p = .050, 95% CI (–13.52
to –.01), d = .95. However, for intervention 3, base-
line self-stigma was not significantly different to the

male student norms, t(7) = .37, p = .726, 95% CI
(–8.24 to 6.04), d= .13.

Baseline Conformity to Masculine Norms. Across the three
interventions, only the domains of winning and het-
erosexual self-preservation revealed significant differ-
ences (Table 5). Employing the Bonferroni post hoc
test, winning was significantly higher for intervention
2 when compared to intervention 1, t(13) = .769, p =
.013, 95% CI (–1.40 to –.43). However, there were no
significant differences for winning between interven-
tions 1 and 3, t(16) = .175, p= 1.00, 95% CI (–.74 to
.39), or between intervention 2 and 3, t(13) = .59, p=
.067, 95%CI (–.03 to 1.22).

Similarly, the Bonferroni post hoc test for hetero-
sexual self-preservation revealed this to be signifi-
cantly higher for intervention 3 when compared to
intervention 1, t(16) = 1.02, p = .019, 95% CI (–1.90
to –.15). There were no significant differences for het-
erosexual self-preservation between interventions 1
and 2, t(13) = .32, p = 1.00, 95% CI (–1.30 to –.66),
or between interventions 2 and 3, t(13) = .71, p =
.223, 95%CI (–1.69 to .27).

When comparing conformity to masculine norms
with male student norms as highlighted in previous
research (Parent & Moradi, 2011), those attending
intervention 1 scored significantly lower on total con-
formity to masculine norms, t(8) = 5.102, p = .001,
95% CI (–.581 to –.219), d = 1.67, power over
women, t(8) = 4.728, p = .001, 95% CI (–.972 to
–.335), d = 1.31, and heterosexual self-preservation
t(8) = 6.340, p \ .001, 95% CI (–1.445 to –.674), d=
1.81. No significant differences were observed for

Table 4. Summary of Means, SD and One-Way ANOVA for All Interventions Scores for Acceptability

TFAQ domain

M (SD)
One-way ANOVA between
the three pilot interventions

Intervention 1
(Men-Tality)

Intervention 2
(Psych strength)

Intervention 3
(Man Cave) F df Error p

Acceptability 4.78 (0.44) 4.75 (0.50) 4.75 (0.50) .01 2 14 .993
Affective attitude 4.11 (0.78) 4.50 (0.58) 4.25 (0.96) .34 2 14 .717
Burdena 2.11 (1.17) 2.25 (0.96) 3.25 (0.96) 1.59 2 14 .238
Ethicality 4.33 (0.71) 4.25 (0.50) 3.50 (1.00) 1.82 2 14 .198
Intervention coherence (help-seeking) 4.22 (0.67) 3.75 (0.50) 3.75 (0.96) .94 2 14 .415
Opportunity costsa 2.00 (0.71) 1.75 (0.96) 1.75 (0.96) .20 2 14 .825
Perceived effectiveness (help-seeking) 4.00 (0.71) 4.00 (0.82) 3.25 (0.50) 1.78 2 14 .204
Perceived effectiveness (mental health) 3.44 (0.73) 3.00 (1.15) 3.25 (0.50) .44 2 14 .656
Self-efficacy 3.89 (0.60) 3.75 (0.96) 4.00 (0.82) .12 2 14 .892

Note. TFAQ = Theoretical Framework of Acceptability Questionnaire.
aItems are reverse coded, and lower scores indicate better acceptability.
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emotional control, winning, playboy, violence, self-
reliance, risk taking, and primacy of work when com-
paring intervention 1 to male student norms.

For those attending intervention 2, scores for het-
erosexual self-preservation were significantly lower
compared to male student norms, t(5) = 2.933, p =
.033, 95% CI (–1.395 to –.092), d = 1.16. All other
domains of, total conformity to masculine norms,
emotional control, winning, playboy, violence, self-
reliance, risk-taking, power over women, and primacy
of work did not differ significantly to male student
norms. Finally, participants attending intervention 3
did not have any significant differences across all
domains when compared to male student norms.

Baseline Mental Health Status. Mental health status
(WEMWBS) did not differ significantly at baseline
between the three interventions (Table 5). Mental
health status at baseline for intervention 1 did not dif-
fer significantly from male student’s norms as high-
lighted in previous research (Tennant et al., 2007), t(8)
= .509, p = .624, 95% CI (–4.60 to 7.21), d = .17.
This was also observed for intervention 2, t(5) =
1.130, p= .310, 95% CI (–20.11 to 7.83), d= .56, and
intervention 3, t(8) = .551, p = .597, 95% CI (–11.67
to 7.17), d= .21.

Ethnicity, Previous Help-Seeking, Age, Level of Study, and
Degree Faculty at Baseline. Of the participants engaging
within the three interventions, significant differences
were observed for ethnicity, whereby intervention
3 engaged more ethnic minorities: Fisher’s Exact, p =
.021, Cramer’s V = .707 and for those who have pre-
viously sought help for mental health compared to
those who have not: Fisher’s Exact, p = .038,
Cramer’s V = .58. No significant differences were
observed for age as confirmed by a one-way ANOVA:
F(2, 21) = .745, p = .487. Finally, Fisher’s exact test
revealed no significant differences between the inter-
ventions for level of study (p= .089) or degree faculty
(p= .106).

Aim 4: To Assess the Interventions’ Potential
Effectiveness for Improving Help-Seeking Attitudes,
Behaviors, and Mental Health Status at Post, 2-
Week, and 4-Week Follow-Up for All Three
Interventions to Power Future Studies

Postintervention Changes to Help-Seeking Attitudes &
Behaviours. Certainly, the primary aim for feasibility
studies should be to assess feasibility and acceptability
(Thabane et al., 2010). Nonetheless, despite the small
sample sizes, an exploratory analysis was conducted

Table 5. Summary of Means, SD and One-Way ANOVA for All Intervention’s Baseline Scores for Help-Seeking Attitudes, Mental
Health Status, Self-Stigma, and Conformity to Masculine Norms

Scale

M (SD)
One-way ANOVA between
the three pilot interventions

Intervention 1
(Men-Tality)

Intervention 2
(Psych strength)

Intervention 3
(Man Cave)

Male student
norms F df Error p

Baseline help-seeking attitudes
(ATSPPH-SF)

21.44 (4.25) 19.00 (3.29) 14.22 (5.29) 15.90 (5.44) 6.39 2 21 .007*

Baseline mental health status
(WEMWBS)

50.44 (7.68) 43.00 (13.31) 46.89 (13.07) 49.14 (7.87) .83 2 21 .451

Baseline self-stigma (SSOSH) 22.56 (5.03) 20.33 (6.44) 26.00 (8.96) 27.10 (7.70) 1.26 2 20 .306
Baseline conformity to masculine norms (CMNI-46)
Total 1.11 (0.23) 1.36 (0.34) 1.42 (0.44) 1.51 (0.25) 2.07 2 21 .152
Emotional control 1.15 (0.60) 0.97 (0.87) 1.46 (0.66) 1.45 (0.54) 1.01 2 21 .381
Winning 1.37 (0.43) 2.14 (0.62) 1.54 (0.38) 1.66 (0.45) 5.33 2 21 .013*
Playboy 1.08 (0.43) 1.29 (0.75) 1.44 (0.68) 1.28 (0.65) .78 2 21 .470
Violence 1.43 (0.55) 1.61 (0.64) 1.41 (0.80) 1.84 (0.49) .20 2 21 .823
Self-reliance 1.04 (0.44) 1.43 (0.94) 1.37 (0.88) 1.33 (0.49) .65 2 21 .532
Risk taking 1.36 (0.53) 1.27 (0.84) 1.49 (0.41) 1.45 (0.46) .28 2 21 .761
Power over women 0.42 (0.41) 0.63 (0.44) 0.89 (1.11) 1.07 (0.57) .75 2 21 .486
Primacy of work 1.22 (0.67) 1.63 (0.74) 1.20 (0.36) 1.36 (0.54) 1.08 2 21 .357
Heterosexual self-preservation 0.74 (0.50) 1.06 (0.62) 1.76 (0.88) 1.80 (0.66) 4.79 2 21 .007*

Note. ATSPPH-SF = Attitudes Toward Seeking Professional Psychological Help Scale—Short Form; WEMWBS = Warwick-Edinburgh Mental Well-

Being Scale; CMNI-46 = Conformity to Masculine Norms Inventory; SSOSH = Self-Stigma of Seeking-Help scale.

*p \ .05.
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to examine changes to help-seeking attitudes and
behaviors at follow-up. For interventions 1 and 2, no
significant changes in help-seeking attitudes were
observed at postintervention, 2-week follow-up, or 4-
week follow-up when compared to baseline (Table 7).
Similarly, no significant changes to help-seeking atti-
tudes were observed in intervention 3 for 2-week
follow-up or 4-week follow-up when compared to
baseline (Table 7).

With regards to help-seeking behaviors occurring
in the past 2 weeks captured by the AHSQ, more than
half (50%) of participants completing the question-
naire sought help at any time point (i.e., baseline, post-
intervention, 2-week follow-up, 4-week follow-up)
from at least 1 source (Table 6). Only a positive

increase in students seeking help in the past 2 weeks
was observed for intervention 1 at post follow-up
(+11%) (Table 6).

Postintervention Changes to Mental Health Status. As out-
lined previously, the primary aim of feasibility studies
are to assess their feasibility and acceptability
(Thabane et al., 2010). As with help-seeking, explora-
tory analysis was conducted to examine any changes
to mental health status at follow-up. Indeed, these
findings should be interpretated tentatively due to
small sample sizes and differences in drop-out rates
between the interventions. Interventions 1 and 2 did
not yield any significant improvement to mental
health status at post-, 2-week, or 4-week follow-up

Table 6. Frequency and Percentages of Where Participants Sought Help in the Last 2 Weeks at Baseline, Post, 2-Week Follow-Up
and 4-Week Follow-Up for All Interventions

Intervention 1 (Men-Tality) Intervention 2 (Psych strength) Intervention 3 (Man Cave)

Timepoint
Baseline Post 2WFU 4WFU Baseline Post 2WFU 4WFU Baseline Post 2WFU 4WFU

n total 9 9 9 9 6 3 6 6 9 0 2 3

Partner 22% (2) 22% (2) 22% (2) 11% (1) 50% (3) 33% (1) 67% (4) 67% (4) 11% (1) — 0% (0) 0% (0)

Friend 44% (4) 67% (6) 67% (6) 44% (4) 100% (6) 67% (2) 83% (5) 83% (5) 33% (1) — 100% (2) 67% (2)

Parent 22% (2) 22% (2) 33% (3) 22% (2) 67% (4) 33% (1) 50% (3) 67% (4) 44% (4) — 100% (2) 0% (0)

Other relative 11% (1) 11% (1) 11% (1) 11% (1) 33% (2) 0% (0) 67% (4) 33% (2) 0% (0) — 0% (0) 33% (1)

Mental health professional 0% (0) 0% (0) 0% (0) 0% (0) 17% (1) 33% (1) 0% (0) 33% (2) 11% (1) — 0% (0) 0% (0)

Phone help line 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) — 0% (0) 0% (0)

Doctor/GP 0% (0) 0% (0) 0% (0) 0% (0) 0% (0) 33% (1) 0% (0) 0% (0) 11% (1) — 0% (0) 0% (0)

Teacher 33% (3) 33% (3) 11% (1) 0% (0) 17% (1) 0% (0) 33% (2) 17% (1) 22% (2) — 0% (0) 0% (0)

Other 0 (0) 0% (0) 0% (0) 11% (1) 17% (1) 33% (1) 0% (0) 17% (1) 11% (1) — 50% (1) 0% (0)

Not sought help 11% (1) 0% (0) 22% (2) 44% (4) 0% (0) 33% (1) 0% (0) 17% (1) 33% (3) — 0% (0) 33% (1)

% Seeking help* 89% (8) 100% (9) 78% (7) 56% (5) 100% (6) 67% (2) 100% (6) 83% (5) 67% (6) — 100% (5) 67% (2)

Note. numbers in parentheses is the number of individual responses (n). AHSQ = Actual Help-Seeking Questionnaire; GP = general practitioner.

*percentages are calculated from total number of participants completing the AHSQ at the respective time point.

Table 7. Summary of Means (SD) and Test for Significance (t-tests) for Post-, 2-Week, and 4-Week Follow-Up Change in Scores
for Help-Seeking Attitudes and Mental Health Status

Intervention

M (SD)

Baseline Post 2-week follow-up 4-week follow-up

Help-seeking attitudes (ATSPPH-SF)
Intervention 1 (Men-Tality) 21.44 (4.25) 22.11 (3.95) 21.11 (4.17) 22.44 (3.81)
Intervention 2 (Psych strength) 19.00 (3.29) 19.33 (5.69) 20.83 (4.62) 20.67 (5.20)
Intervention 3 (Man Cave) 14.22 (5.29) — 20.00 (8.49) 14.67 (12.66)
Mental health status (WEMWBS)
Intervention 1 (Men-Tality) 50.44 (7.68) 49.67 (7.78) 48.67 (7.86) 49.89 (9.78)
Intervention 2 (Psych strength) 43.00 (13.31) 32.67 (7.37) 44.67 (8.19) 44.33 (9.35)
Intervention 3 (Man Cave) 46.89 (13.07) — 46.00 (22.63) 53.67 (12.90)

Note. All comparisons are made with Baseline as the reference group. ATSPPH-SF = Attitudes Toward Seeking Professional Psychological Help

Scale—Short Form; WEMWBS = Warwick-Edinburgh Mental Well-Being Scale.
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when compared to baseline (Table 7). Similarly, no
significant changes to mental health status were
observed in intervention 3 at 2-week or 4-week follow-
up when compared to baseline (Table 7).

Discussion

All three interventions were rated positively regarding
their overall acceptability, affective attitude, ethicality,
self-efficacy, intervention coherence for help-seeking,
and perceived effectiveness for help-seeking and well-
being (aim 1). All interventions were rated equally
acceptable (aim 2), indicating that the BCTs
embedded across these interventions are acceptable
strategies to engage male students. Regarding our
third aim, only intervention 3 (Man Cave) was signifi-
cantly better at engaging male students; as they were
less likely to have sought help before, held more nega-
tive help-seeking attitudes, and who endorsed self-
stigmatizing beliefs and conformity to masculine
norms similar to that of male student norms.
Intervention 1 (Men-Tality) was significantly better at
engaging male students who endorsed less self-
stigmatizing beliefs, less conformity to masculine
norms (particularly heterosexual self-preservation and
power over women), and more positive help-seeking
attitudes than expected for this population group.
Intervention 2 (Psychological Strength) was also sig-
nificantly better at engaging male students who
endorsed less self-stigmatizing beliefs compared to
male student norms. Students attending intervention 2
exhibited similar help-seeking attitudes as expected for
this population group, however appeared to score sig-
nificantly higher for the masculine trait of winning,
and lower for heterosexual self-preservation.

Self-stigma was only lower for interventions 1 and
2 when compared to male student norms suggesting
that intervention 3 engaged a more representative
sample of male students with high self-stigma. Most
participants attending intervention 3 had not previ-
ously sought help for mental health difficulties which
may be due to higher self-stigma. This is an important
consideration when designing future male-sensitive
interventions, as self-stigma is a key barrier to enga-
ging with mental health support (Levant et al., 2014;
Wu et al., 2017). Informal approaches are likely to be
more acceptable to male students with high self-
stigma, particularly if they have not engaged with
mental health support previously.

Participants attending interventions 1 and 2 had
significantly lower total conformity to masculine
norms, power over women, and heterosexual self-
preservation than expected for this population group.

Indeed, these maladaptive masculine traits are barriers
to help-seeking as total conformity to masculine
norms negatively influence help-seeking attitudes
(Ramaeker & Petrie, 2019; Seidler et al., 2016; Vogel
et al., 2011; Wimer & Levant, 2011), power over
women contributes to worse mental health outcomes
(Wong et al., 2017), and greater heterosexual self-
preservation can be seen as a dimension of antifemini-
nity contributing to greater help-seeking reluctance
(Sileo & Kershaw, 2020). In addition, winning was sig-
nificantly higher for participants in intervention 2
which can be considered as an adaptive trait as it has
been reported to encourage help-seeking and act as a
protective factor from mental health difficulties
(Iwamoto et al., 2018). These findings indicate that
those attending interventions 1 and 2 represent an aty-
pical subgroup of male students who may be more
amenable to therapy as they experience less barriers
(and more facilitators) when seeking help for mental
health. This was not observed for intervention 3. The
informal approaches and strategies seen in interven-
tion 3 were more acceptable at engaging male students
whose conformity to masculine norms are representa-
tive of the wider male student population.

Similarly, interventions 1 and 2 had higher help-
seeking attitudes at baseline, indicating that these stu-
dents already held positive attitudes to help-seeking.
Previous studies highlight that students who recently
used mental health support score higher on the
ATSPPH-SF compared to those who do not (Elahi
et al., 2008). Significantly more negative help-seeking
attitudes were seen in intervention 3 at baseline. These
participants scored lower than what was expected for
this population group, presenting with similar scores
for those who do not use mental health support (Elahi
et al., 2008). In addition, participants in intervention 3
were significantly less likely to have accessed mental
health support in the past when compared to partici-
pants in interventions 1 and 2. Once again, these pre-
liminary findings indicate that the informal drop-in
intervention (intervention 3; Man Cave), was better at
engaging male students who are likely to be represen-
tative of the wider male student population where they
hold negative help-seeking attitudes and are less likely
to have engaged with mental health support before.

For all three interventions, no significant changes
to mental health status were observed at postinterven-
tion, 2-week, or 4-week follow-up when compared to
baseline, possibly due to small sample sizes and loss of
follow-up data. However, mental health status at
baseline did not differ from male student norms.
Across all three interventions, only five participants
(20%) scored ł40 on the WEMWBS at baseline
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which can be used to indicate major depression
(Taggart et al., 2015). Therefore, the majority of parti-
cipants would not fulfill diagnostic criteria for depres-
sion, and no significant changes to mental health
status are likely to be due to a ceiling effect.
Participants who scored equal to or below 40 on the
WEMWBS were equally distributed across the three
interventions.

No significant changes to help-seeking attitudes or
behaviors at postintervention, 2-week, or 4-week
follow-up were observed. No significant changes to
help-seeking attitudes or mental health outcomes at
follow-up were observed (aim 4), although such find-
ings may be difficult to interpret due to small sample
sizes and limited follow-up data.

Certainly, these interventions are likely to be under-
powered to detect (or not detect) any significant
changes, and such findings should be interpreted ten-
tatively. Instead, more attention should be given to
their feasibility.

Overall, the three interventions engaged different
subgroups of male students. Interventions 1 and 2
engaged male students who held preexisting positive
help-seeking attitudes, had lower self-stigma, who are
more likely to have engaged with mental health sup-
port previously and had lower conformity to maladap-
tive masculine traits. Intervention 3 appeared better at
engaging male students who had higher conformity to
maladaptive masculine traits, higher self-stigma, nega-
tive perceptions of help-seeking, and who were less
likely to have used mental health services before. As
self-stigma, conformity to masculine norms, and nega-
tive help-seeking attitudes have been highlighted as
key barriers to engaging with mental health support
(Levant et al., 2014; Ramaeker & Petrie, 2019; Vogel
et al., 2011; Wimer & Levant, 2011), participants
engaging with intervention 3 are likely to be represen-
tative of the wider male student cohort who are a
hard-to-reach group. Similarly, participants attending
intervention 3 were more likely to be from an ethnic
minority background which is also associated with
reduced help-seeking behaviors for mental health diffi-
culties (Guo et al., 2015; Parent et al., 2018;
Twentyman & Frank, 2017). There may be cause for
concern for this hard-to-reach group if they were to
experience emotional distress at a later date. Having
more barriers to navigate through may reduce their
willingness to engage with support when needed. This
is likely to reduce their opportunity for support, place
them at greater risk of emotional distress and poten-
tially suicide.

Considering all three interventions were rated
equally acceptable, a one-size-fits-all approach to
engage male students is not recommended. As both
the formal and informal interventions were deemed
equally acceptable, both these strategies may be
required within a university setting to engage different
types of male students. Informal drop-in interventions
may or may not improve mental health outcomes, but
instead may help engage hard-to-reach male students,
provide a point of contact, and triage them to appro-
priate mental health support if needed. Certainly,
informal spaces can assist with building rapport, trust,
and familiarity with support which are often associ-
ated with future help-seeking (Gulliver et al., 2012;
Liddon et al., 2019; Seidler et al., 2018).

Student mental health research tends to ignore gen-
der and sex differences (Howard et al., 2017; Ryan
et al., 2019). Such investigations do not position them-
selves to be gender-sensitive and instead adopt a
gender-neutral approach to mental health research.
Owing to this, it is likely that the male students who
do take part are not representative of the wider male
student population who are hard-to-reach (Howard
et al., 2017; Ryan et al., 2019). Gender-neutral
approaches may undermine the validity and efficiency
of scientific findings, resulting in the inappropriate
application of findings contributing to a detrimental
impact for both male and female students (Howard
et al., 2017). Future research is required to explore the
overall effectiveness and acceptability of informal
interventions such as drop-ins, social spaces, or stu-
dent workshops for male students who are not primar-
ily focused on mental health and well-being.

A strength of this investigation is that the compo-
nents identified from our systematic review and quali-
tative work consisting of delivering mental health
information, explaining how to identify mental health
symptoms, incorporating active-problem-solving tech-
niques to cope with distress, sign-posting mental
health services, re-framing help-seeking to align with
masculine values, avoiding labels of mental health;
and to use both formal and informal approaches were
acceptable for male students (Sagar-Ouriaghli,
Brown, et al., 2020; Sagar-Ouriaghli et al., 2019;
Sagar-Ouriaghli, Godfrey, et al., 2020). This article
provides a detailed description of the intervention’s
active ingredients through the use of BCTs to enable
health care and education providers to replicate,
implement, and refine the proposed interventions.

By obtaining scores for self-stigma, previous men-
tal health support, and conformity to masculine
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norms, a richer picture of the types of male students
who did engage is provided. This enhances the clinical
applications of the current findings and provides more
constructive evidence as to how to engage male stu-
dents who are often hard to reach. This is also a differ-
ent approach than that traditionally used in mental
health services but may be more similar to the infor-
mal method used in the men’s sheds movement
(Morgan et al., 2007; Wilson & Cordier, 2013).

Despite this, there are limitations. Although a sam-
ple size of 24 was obtained, this was split across three
different interventions with smaller sample sizes. It is
likely that these are underpowered to detect any signif-
icant changes (Krzywinski & Altman, 2013; Maxwell,
2004). Nonetheless, pilot interventions remain essen-
tial as they are informative about the research process
and can indicate likely outcomes (Van Teijlingen &
Hundley, 2001). Instead, pilot studies are the best way
to assess feasibility, and attention should be given to
the descriptive nature of each sample and the accept-
ability of the interventions (Thabane et al., 2010).

Intervention 3 was an informal drop-in whereby
students could attend without preregistering, came in
and out as they pleased, and attend as few sessions as
they liked. As this was a formal investigation,
informed consent and the completion of question-
naires was still required. This discouraged certain stu-
dents from attending and was a barrier for six
students who opted against consenting to take part.
Of those who did consent, reassurance surrounding
confidentiality and anonymity of the data collected
was required. Indeed, this may align with this hard-to-
reach group as they may be less familiar with mental
health support—including research, less trusting of
mental health professionals, and more fearful of how
they will be perceived (i.e., stigma) (Yousaf et al.,
2015). This is important to consider, as research pro-
cesses can be a barrier when evaluating and engaging
male students with mental health initiatives.

Owing to logistical difficulties and to prevent cross-
contamination between the interventions, it was not
possible to pilot all three interventions at the same
time. This led to different recruitment approaches,
with intervention 1 making use of the welcome fair at
the start of the academic year when students have
more time available and motivation to engage (Sagar-
Ouriaghli, Brown, et al., 2020). Intervention 2 was
delivered after the Christmas/winter-break. Students
at this stage have different time resources available.
They may have more time due to feeling more settled
with their academic studies, or less time due to course-
work, exams, and other deadlines. Similarly, greater
emotional stress related to coursework and exam

pressure may encourage them to access support or
reduce their availability to seek help (Sagar-Ouriaghli,
Brown, et al., 2020). Intervention 3 was delivered
toward the end of the term (as opposed to the start as
seen in interventions 1 and 2), causing other restric-
tions. The fourth week of delivering the drop-in coin-
cided with student reading week—where students
course content is solely delivered online and via text-
books. This meant there were less students using the
café and reduced the opportunity for students to
engage. These differences may have impacted the sam-
ple of students engaging, acceptability scores, and
uptake.

Conclusion

This investigation provides insight into different stra-
tegies and approaches to designing gender-sensitive
mental health interventions for male students.
Although formal and structured mental health inter-
ventions that provide mental health information
alongside self-help techniques and skills are acceptable
to male students, more informal approaches such as
drop-ins or social spaces are equally acceptable. These
informal approaches may be more acceptable and
have better uptake for hard-to-reach male students
who hold stigmatizing beliefs, conform to maladaptive
masculine traits, have pre-existing negative help-
seeking attitudes, are of ethnic minority backgrounds,
and who are less likely to have come in to contact with
mental health services in the past—which is more rep-
resentative of the male student cohort. Indeed, infor-
mal interventions may provide better uptake of male
students and improve their engagement. Such
approaches will help to facilitate help-seeking beha-
viors, increasing the opportunity to combat mental
health difficulties, and possibly reduce the risk of sui-
cide. Moving forward, fully powered future research
examining the effectiveness and acceptability of infor-
mal mental health initiatives and how best to tailor
them to male students is required as this remains a rel-
atively unexplored therapeutic opportunity that has a
lot of promise.
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