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Abstract
Background:

Up to a third of students experience a common mental health condition which is associated with decreased academic functioning
and an increased risk of dropping out. While the prevalence of common mental health di�culties is lower amongst male students,
worryingly, they are twice as likely to die by suicide. The importance of developing interventions that are gender-sensitive for male
students to improve their uptake of mental health initiatives has been recently emphasised. However, acceptable, feasible and
effective methods for male students are unexplored. The current study conducted three gender-sensitive pilot interventions for male
students to evaluate acceptability (including uptake), changes to help-seeking and mental health status.

Methods:

Three gender-sensitive interventions were delivered to 24 male students. The interventions consisted of: Intervention 1 – a formal
mental health intervention targeting male students (“psycho-educational model”), Intervention 2 - a second formal intervention that
adopted more gender-sensitive language and promoted positive masculine traits (“positive masculinity model”), and Intervention 3 -
an informal drop-in offering a social space for male students to receive general health information and connect with other students
(“informal drop-in Man Cave model”). These were evaluated for acceptability (including uptake), attitudes to help-seeking and mental
health outcomes.

Results:

In terms of acceptability, Intervention 3 - the informal drop-in (Man Cave) appeared better at engaging 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. No signi�cant changes to help-seeking
attitudes, behaviours, or mental health status were observed across the interventions at feasibility stage. All interventions were
deemed equally acceptable with minimal opportunity costs and perceived burden.

Conclusions:

These �ndings indicate differences in acceptability, particularly uptake, for male students who may be seen as more di�cult to
engage. Using informal strategies may help reach male students who would otherwise not engage with mental health support,
familiarise them with the idea of help-seeking, and connect them with pre-existing mental health interventions. While no differences in
outcomes measured were found in these small studies, more work needs to be carried out using larger samples to investigate the
e�cacy of informal interventions to engage male students.

Background
Mental health disorders are commonly reported amongst university students with prevalence rates ranging from 20–30% [1–3].
Common mental health disorders such as depression and anxiety often contribute to greater drop-out rates and reduced academic
functioning [1, 3, 4, 5]. Although depression and anxiety are typically reported to occur more frequently amongst female students [2,
6], it is important to note that male students are more than twice as likely to die by suicide [7]. Indeed, higher suicide rates amongst
male students has been observed since 2000 [7],and is consistent with older adults, where men are 2.35 times more likely to take their
own life compared to women worldwide [8].

Higher suicide rates in male students can be partly explained by lower engagement with mental health services compared to female
students [4, 9, 10]. This disparity in service use is a complex process with a multitude of barriers negatively in�uencing mental health
service engagement for male students [11].Common barriers include, male students holding more negative attitudes to help-seeking
[12, 13], having greater conformity to traditional masculine norms [14, 15], reporting both higher public- and self-stigma [16, 17], and
poorer mental health literacy relative to their female counterparts [13, 18].

As conformity to masculine norms negatively in�uences help-seeking attitudes and behaviours amongst male students, it might act
as a potential target area to elicit behaviour change and improve help-seeking [14, 15, 19, 20]. However, recent work on positive
masculinity suggests that general conformity to masculine norms may not be entirely detrimental. Conformity to speci�c traits such



Page 3/23

as emotional control, self-reliance, dominance, masculine toughness, and anti-femininity may well explain help-seeking reluctance
[20–23]. On the other hand, 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 problems, as well as improving the chances of help-seeking
occurring if problems do arise [21, 24, 25].

Recent developments emphasise the importance of gender-sensitive interventions for male students [21, 26–29]. Indeed, male
students may bene�t from different techniques and approaches found to be effective for men of all ages when trying to improve
help-seeking for mental health di�culties. These include the delivery of psychoeducation materials, reframing help-seeking to align
with masculine norms, and the use of male role models to convey information. [30]. Other techniques found in male-speci�c
interventions may include solution focused approaches, sensitively sign-posting services, and the use of lay language and humour
[29–37].

By developing interventions that are more gender-sensitive for the needs of male university students, we aimed to achieve greater
male engagement and uptake to mental health initiatives among them. 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 acceptability and feasibility. To be
speci�c, the aims were:

1. To assess the overall acceptability 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, conformity to masculine norms, mental health status, ethnicity, previous help-seeking, age, level of study, and degree
faculty.

4. To assess the interventions’ potential effectiveness for improving help-seeking attitudes, behaviours, and mental health status at
post, 2-week, and 4-week follow up for all three interventions in order to power future studies.

Methods
Design

Descriptive statistics pertaining to self-stigma, conformity to masculine norms, mental health status, ethnicity, level of study, degree
faculty, age, and previous help-seeking were used to analyse the types of students who engaged with the interventions. The
acceptability of the three interventions was analysed to explore whether a particular intervention was more or less acceptable to male
students. Lastly, a pre-post design was implemented across the three interventions to analyse changes in help-seeking attitudes,
behaviours, and mental health status. 

Measures 

The measures utilised within this investigation comprised of acceptability (including uptake), conformity to masculine norms, self-
stigma, help-seeking attitudes and behaviour, and mental health status. These are detailed below.

Theoretical Framework of Acceptability Questionnaire.

The Theoretical Framework of Acceptability Questionnaire (TFAQ) was used to evaluate the acceptability of the interventions [38].
The TFAQ contains 9 items evaluating eight distinct domains that relate to acceptability, including general acceptability, affective
attitude, burden, ethicality, intervention coherence, opportunity costs, perceived effectiveness and self-e�cacy [39]. Each domain
includes one item except for perceived effectiveness where two items are included to capture the perceived effectiveness for help-
seeking and mental health outcomes. All of the items are rated on a Likert scale ranging from 1 to 5, where higher scores indicate
better acceptability. One item also provides a textbox allowing for participants to provide qualitative feedback. Items 3 and 8 (burden
and opportunity costs) are reversed coded, where lower scores represent greater acceptability. 

As intervention 3 (Man Cave) was an informal drop-in, the uptake, total number of students attending, and the number of students
consenting was recorded to further evaluate acceptability. 
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Conformity to Masculine Norms Inventory and Self-Stigma of Seeking-Help Scale.

The Conformity to Masculine Norms Inventory (CMNI-46) [40] and the Self-Stigma of Seeking-Help scale (SSOSH) [41] were
completed at baseline as both conformity to masculine norms and self-stigma are barriers to help-seeking for male students [14-17,
19, 20, 42]. 

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-presentation, playboy, self-reliance and power over women
[40, 43] . Items are rated on a 4-point Likert 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 for each domain. Furthermore, a mean score across all items is used to
generate a total conformity to masculine norms score, whereby higher scores represent greater conformity to masculine norms [40,
43]. The CMNI-46 has good internal consistency (α=0.78 – 0.89) [43].

The SSOSH scale includes 10 items rated on a 6-point Likert 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-con�dence, and overall self-worth. The SSOSH scale has strong internal consistency (α=0.86 –
0.90) and moderate test-retest reliability (0.72) [41].

Attitudes Towards Seeking Professional Psychological Help Scale and The Actual Help-Seeking Questionnaire.

To evaluate help-seeking attitudes and behaviours the Attitudes Towards Seeking Psychological Help-Scale – Short Form (ATSPPH-
SF) [44] and the Actual Help-Seeking Questionnaire (AHSQ) [45, 46] were used. The ATSPPH-SF contains 10 items rated on a 4-point
Likert scale ranging from disagree (0) to agree (3). A total score for mental health help-seeking attitudes is obtained, whereby higher
scores represent more favourable help-seeking attitudes. The ATSPPH-SF has moderate internal consistency (α=0.77 – 0.84) and
good test-retest reliability (0.80) [44, 47]. Alongside help-seeking attitudes, the AHSQ contains 10 items measuring behavioural help-
seeking (e.g. presenting to a service or speaking to friends and family) in the past 2-weeks. Similarly, the AHSQ has moderate internal
consistency (α=0.70 – 0.85) and good test-retest reliability (0.86 – 0.92) [45] . 

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 functioning, and personal relationships. Items are rated
on a 5-point Likert 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 [48].  The WEMWBS has good internal consistency (α=0.89) and test-retest reliability (0.83) [48]. 

The ATSPPH-SF, AHSQ, and WEMWBS were completed at baseline for all interventions, post-intervention for interventions 1 and 2 and
at both 2-week and 4-week follow up for all three interventions. Post intervention data for intervention 3 (Man-Cave) was not collected
due to the informal, drop-in nature of the intervention, whereby the number of sessions and duration of participant intervention was
not �xed. 

Interventions

Ethical approval was granted for each intervention by the universities local Research Ethics O�ce. The content included within the
three interventions was identi�ed from a systematic review and focus groups conducted with male students [29, 30].  A theoretical
framework speci�cally tailored towards male students outlines the development of the interventions [11]. The intervention’s content
was initially operationalised through the use of Behaviour Change Techniques (BCTs) [49, 50] stemming from the systematic review.
These BCTs are listed within a taxonomy (BCTTv1) outlining a range of techniques that represent an intervention’s active ingredients
that promote behaviour change, in this case help-seeking [51]. Table 1 summarises the intervention content, BCTs utilised, and what
this looked like in practice. By describing the development and active ingredients (i.e. BCTs) of each intervention in explicit detail, it
enables other researchers or healthcare/education providers to replicate or build on the current �ndings. To further aid replication, a
framework for developing interventions speci�cally for male students [11], the Template for Intervention Description and Replication
(TIDieR) checklist (Additional �le 1) and the Consolidated Standards of Reporting Trials (CONSORT) extension statement for
reporting pilot or feasibility trials (Additional �le 2) have been followed [52-54].
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Additionally, focus group recommendations on how best to disseminate the interventions included: not to label them as a ‘mental
health’ intervention, to provide an incentive for attending, to promote through student-led societies, and to deliver such initiatives
during orientation week and exams [29]. 

Recruitment for each intervention lasted a duration of 4 weeks. This time frame was held consistent to highlight if one intervention
was more acceptable than another. All three interventions were delivered face-to-face by a PhD student (ISO, male) with the support of
a medical student (VT, male).      

Table 1. Summary of the intervention content, BCTs utilised, and the delivery method across the three gender-sensitive interventions.
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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 &
environmental
consequences

5.6.
Information
about
emotional
consequences

Group presentation for intervention 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 lea�et 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 &
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.
Emphasising 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 behavioural therapy (CBT).
Same information provided within a lea�et 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
�nding appropriate support is a positive. Support can extend to friends, family, and
professional support. Group discussion on why men �nd it di�cult to ask for help.
Intervention 2 and 3 labelled 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
(unspeci�ed)

Group based interventions speci�cally 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 3 potential solutions that can be completed in the next month.
Intervention 2 had additional information about behavioural activation, how to identify
negative cycles and patterns of behaviour 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
di�culties.  

2.1
Monitoring of
behaviour by
others without
feedback

2.2. Feedback
on behaviour

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 �nding
support and self-help techniques. Intervention 3 included the WEMWBS as a ‘self-check’
within a lea�et. 
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2.3. Self-
monitoring of
behaviour

Intervention 1: Men-Tality

Prior to recruitment, a survey was sent to 20 male students to identify a title for a mental health intervention. The preferred name for
the intervention was ‘Men-Tality: A Mental Health Workshop for Male Students’. The intervention was promoted during orientation
week at the university welcome fair where university societies can show-case extra-curricular activities [29]. Additionally, posters and
the fortnightly university e-mail circular that is sent to all students was used to promote the intervention.

Intervention 1 was a psycho-educational intervention designed to improve knowledge of mental health problems and what they could
do to help themselves as well as what help they could seek. It was delivered in a room located in the student union and was divided
into two 2-hour group sessions. In session 1, information on mental health symptoms (depression, anxiety, and alcohol misuse) and
how to recognise them, available mental health services, treatment structure, treatment effectiveness, videos/photos of male
celebrities who have experienced mental health di�culties to frame help-seeking within a masculine narrative, and greater emphasis
placed on taking responsibility for your mental health were addressed (Table 1). In the following week, session 2, a video of male
celebrities discussing mental health di�culties and help-seeking was shown before exploring a range of skills including problem-
solving, mindfulness, time management, and action planning. Lastly, 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 di�culties
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 without contradicting their perceived sense of self/masculinity (i.e. ‘being
weak’). The aim and content embedded within intervention 2 differed from intervention 1 as it focused more on problem-solving and
solution focused techniques – discussing them in the �rst session, whilst also placing greater emphasis on positive masculine
stereotypes (e.g. responsibility and psychological strength) (Table 1). As before, mental health labels were deliberately avoided to
help engage more male students [29]. The phrasing of ‘psychological’ was chosen to avoid mental health related terms, and
information relating to depression, anxiety, and alcohol misuse were labelled as ‘low mood’, ‘worries/stress’ and ‘excessive drinking’,
respectively. Posters and the fortnightly e-mail circular were used to promote the intervention to all students. 

Intervention 2 was also divided into two 2-hour group sessions. Session 1 focused on skills such as behavioural-activation, action-
planning, mindfulness, goal setting and monitoring, problem-solving, and time management techniques. The following week, session
2 emphasised one’s responsibility to look after their mental health before providing information around available mental health
services, identifying mental health symptoms, treatment structure, and treatment effectiveness. Lastly, mental health self-
assessments (i.e. WEMBWS) were completed to obtain personal feedback about their current mental health status (Table 1). 

Intervention 3: Man Cave

Intervention 3 was designed to be informal and offer a group drop-in for male students. It was based on previous focus group results,
indicating that male students also have a preference for informal and fun settings [29]. Intervention 3 was titled ‘Man Cave’ to
emphasise a male-only group and was hosted on the ground �oor within the student union in close proximity to the student 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 to all students. Students were invited to sign up
once they entered. 

Intervention content was delivered through lea�ets that were placed on an information desk within the room. There were two
researchers (ISO and VT) available to answer any questions they might have. Students were free to discretely collect lea�ets that
were relevant to them without prompt or discussion with anyone. Specially adapted lea�ets containing information about available
mental health services, mental health symptoms, and a self-assessment scale (i.e. WEMBWS) were provided. Additional lea�ets
addressing physical health, local doctor’s surgeries, smoking cessation, and university gyms were provided (Table 1). Various social
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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 to male-students (Table 1). Drop-in sessions ran weekly for 4 hours for a series of
4 weeks. Students were free to attend for any time period and attend as many sessions as they liked. 

Results

Participants
Across the three pilot interventions, 24 male students were recruited. For participants to be eligible to participate they had to identify
as male as well as be a student (undergraduate or postgraduate). A speci�c sample size was not pre-determined as the current pilot
investigation sought to explore how many students would engage as a means to test the acceptability and feasibility of the
interventions. 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 students responded to the poster/e-mail invitation. Of the 149 male students expressing
interest in intervention 1, 9 students attended and completed the intervention. Due to logistical restrictions and to prevent students
from engaging in both interventions simultaneously, interventions 2 (Psychological Strength) and 3 (Man Cave) were promoted later
on within the academic year. Subsequently, they were not advertised during welcome fair. 22 students expressed interest in
intervention 2, with 6 attending the intervention where all completed 4-week follow. For intervention 3, 15 students expressed interest,
resulting in 9 consenting to take part and 3 completing 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 Fig. 1.
Demographic information of the 24 participants split by each intervention is outlined in Table 2.
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Table 2
Summary of participants demographics split by intervention.

  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 & Mathematical Sciences 3 (33%) 2 (33%) 8 (89%) 13 (55%)

Social Sciences & Public Policy 2 (22%) 2 (33%) 0 (0%) 4 (16%)

Arts & Humanities 1 (11%) 1 (17%) 1 (11%) 3 (13%)

Psychiatry, Psychology & Neuroscience 2 (22%) 0 (0%) 0 (0%) 2 (8%)

Life Science & 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%)

Aim 1: To assess the overall acceptability for all three interventions.

Mean (SD) scores for all acceptability domains (general acceptability, affective attitude, burden, ethicality, intervention coherence,
opportunity costs, perceived effectiveness and self-e�cacy) are summarised in Table 4. All three interventions were rated favourably
regarding their overall acceptability with 76% (n = 13) rating the intervention as ‘acceptable’ and 24% (n = 4) rating the intervention as
‘completely acceptable’. Similarly, 82% (n = 14) of participants either ‘liked’ or ‘strongly liked’ their respective intervention, whilst only
18% (n = 3) had ‘no opinion’. When asked how much the intervention aligned with their beliefs about mental health and help-seeking,
(ethicality) 88% (n = 15) were in ‘agreement’ or ‘strong agreement’, 6% (n = 1) had ‘no opinion’, whilst 6% (n = 1) ‘disagreed’.
Participants were also asked whether the intervention improved their overall mental health/well-being and their attitudes towards
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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’. Similarly, for attitudes towards seeking help, 65% (n = 11) either ‘agreed’ or ‘strongly agreed’ whilst 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’. Additionally, two negatively
phrased items were included to identify how much effort it took to engage (burden) and how much engaging 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 opinion’, 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% (n = 4) had ‘no opinion’. Lastly, participants were asked how
con�dent they would feel about engaging with the intervention again (self-e�cacy), 71% (n = 12) felt ‘con�dent’ or ‘very con�dent’
about engaging again, whilst 29% (n = 5) had ‘no opinion’. The �nal question included within the TFAQ captures general feedback
obtained through a written text box. 12 of the 17 participants completing the TFAQ provided verbal feedback (Table 3).

Table 3
Verbal 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” (1)

“Good overview of mental health issues and ways to cope and where to get help” (1)

“I found it enjoyable, FIFA is a great way to get people together” (1)

“Although I can see how some of the strategies discussed may help some people, in my case they seem
unlikely to work” (1)

“Was useful, learnt new techniques, forced me to re�ect more on my own wellbeing” (1)

“Would have been useful to go through ways of 'nudging' us to do bene�cial activities for mental health
so they become a habit” (1)

“To take care of yourself is taking care of your mental health. This is the �rst and most important step to
begin with if you want to improve” (1)

Intervention 2:
Psychological
strength for men

“Not sure that 2x2 hour workshop brings big changes, but the atmosphere was good” (2)

“Very good overall” (2)

Intervention 3:

Man Cave

“I had only come for one session, so perhaps I most likely wasn't able to bene�t too much as far as
mental health is concerned but I certainly did leave happier after my session” (3)

“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” (3)

“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” (3)

*number refers to the intervention. (1) = Intervention 1, (2) = Intervention 2, (3) = Intervention 3

Aim 2: To assess differences in acceptability scores between the interventions.

As indicated by a series of one-way ANOVA’s, no signi�cant differences were observed for all the domains on the TFAQ (overall
acceptability, affective attitude, burden, ethicality, intervention coherence, opportunity costs, perceived effectiveness and self-e�cacy)
(Table 4).
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Table 4
Summary of Means, SD and One-Way ANOVA for all interventions scores for acceptability.

  Mean (SD) One-Way ANOVA between the three
pilot interventions

TFAQ Domain 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) 0.01 2 14 0.993

Affective Attitude 4.11 (0.78) 4.50 (0.58) 4.25 (0.96) 0.34 2 14 0.717

Burden R 2.11 (1.17) 2.25 (0.96) 3.25 (0.96) 1.59 2 14 0.238

Ethicality 4.33 (0.71) 4.25 (0.50) 3.50 (1.00) 1.82 2 14 0.198

Intervention Coherence
(help-seeking)

4.22 (0.67) 3.75 (0.50) 3.75 (0.96) 0.94 2 14 0.415

Opportunity Costs R 2.00 (0.71) 1.75 (0.96) 1.75 (0.96) 0.20 2 14 0.825

Perceived Effectiveness
(help-seeking)

4.00 (0.71) 4.00 (0.82) 3.25 (0.50) 1.78 2 14 0.204

Perceived Effectiveness
(mental health)

3.44 (0.73) 3.00 (1.15) 3.25 (0.50) 0.44 2 14 0.656

Self-E�cacy 3.89 (0.60) 3.75 (0.96) 4.00 (0.82) 0.12 2 14 0.892

R Items are reverse coded, lower scores indicate better acceptability.

* p < 0.05

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 interventions, scores for help-seeking attitudes as measured by the ATSPPH-SF were signi�cantly different at
baseline (Table 5). A Bonferroni post-hoc test revealed that help-seeking attitudes were signi�cantly lower for intervention 3 when
compared to intervention 1 (p = 0.006). No signi�cant differences were observed between intervention 1 and 2 (p = 0.892), or between
intervention 2 and 3 (p = 0.147).

When comparing help-seeking attitudes at baseline to male student norms in previous research [47], participants in intervention 1 had
signi�cantly more positive help-seeking attitudes, t(8) = 3.917, p = 0.004, 95% CI (2.28 to 8.81), d = 1.13. No signi�cant differences for
help-seeking attitudes were observed for intervention 2, t(5) = 2.311, p = .069, 95% CI (-0.35 to 6.55), d = 0.69, or intervention 3, t(8) = 
1.013, p = .341, 95% CI (-5.05 to 2.14), d = 0.31, when compared to male student norms [47].

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 signi�cant (Table 5). However, when compared to male student norms outlined in previous research,
a one-sample t-test showed that baseline self-stigma for intervention 1 was signi�cantly lower than male student norms [41], t(8) = 
2.71, p = 0.027, 95% CI (-8.41 to -0.68), d = 0.70. Similarly, baseline self-stigma of participants for intervention 2 was signi�cantly
lower when compared to male student norms, t(5) = 2.57, p = 0.050, 95% CI (-13.52 to -0.01), d = 0.95. However, for intervention 3,
baseline self-stigma was not signi�cantly different to the male student norms, t(7) = 0.37, p = 0.726, 95% CI (-8.24 to 6.04), d = 0.13.

Baseline Conformity to Masculine Norms
Across the three interventions, only the domains of winning and heterosexual self-preservation revealed signi�cant differences
(Table 5). Employing the Bonferroni post-hoc test, winning was signi�cantly higher for intervention 2 when compared to intervention 1
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(p = 0.013). However, there were no signi�cant differences for winning between interventions 1 and 3 (p = 1.00), or between
intervention 2 and 3 (p = 0.067).

Similarly, the Bonferroni post-hoc test for heterosexual self-preservation revealed this to be signi�cantly higher for intervention 3 when
compared to intervention 1 (p = 0.019). There were no signi�cant differences for hetero-sexual self-preservation between interventions
1 and 2 (p = 1.00), or between interventions 2 and 3 (p = 0.223).

Furthermore, when comparing conformity to masculine norms with male student norms as highlighted in previous research [43],
those attending intervention 1 scored signi�cantly lower on total conformity to masculine norms, t(8) = 5.102, p = 0.001, 95% CI
(-0.581 to -0.219), d = 1.67, power over women, t(8) = 4.728, p = 0.001, 95% CI (-0.972 to -0.335), d = 1.31, and heterosexual self-
preservation t(8) = 6.340, p < 0.001, 95% CI (-1.445 to -0.674), d = 1.81. No signi�cant differences were observed for emotional control,
winning, playboy, violence, self-reliance, risk taking, and primacy of work when comparing intervention 1 to male student norms.

For those attending intervention 2, scores for heterosexual self-preservation were signi�cantly lower compared to male student
norms, t(5) = 2.933, p = 0.033, 95% CI (-1.395 to -0.092), 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 signi�cantly to
male student norms. Lastly, participants attending intervention 3 did not have any signi�cant differences across all domains when
compared to male student norms.

Baseline Mental Health Status
As measured by the WEMWBS, mental health status did not differ signi�cantly at baseline between the three interventions (Table 5).
Mental health status at baseline for intervention 1 did not differ signi�cantly from male student’s norms as highlighted in previous
research [48], t(8) = 0.509, p = 0.624, 95% CI (-4.60 to 7.21), d = 0.17. This was also observed for intervention 2, t(5) = 1.130, p = 0.310,
95% CI (-20.11 to 7.83), d = 0.56, and intervention 3, t(8) = 0.551, p = 0.597, 95% CI (-11.67 to 7.17), d = 0.21.

Ethnicity, Previous Help-Seeking, Age, Level of Study, and Degree Faculty at
Baseline
Furthermore, of the participants engaging within the three interventions, signi�cant differences were observed for ethnicity, whereby
intervention 3 engaged more ethnic minorities: Fisher’s Exact, p = 0.021, Cramer’s V = 0.707 and for those who have previously sought
help for mental health compared to those who have not: Fisher’s Exact, p = 0.038, Cramer’s V = 0.58. No signi�cant differences were
observed for age as con�rmed by a one-way ANOVA: F(2, 21) = 0.745, p = 0.487. Lastly, Fisher’s exact test revealed no signi�cant
differences between the interventions for level of study (p = 0.089) or degree faculty (p = 0.106).
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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 Mean (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
(ATSPPHS-SF)

21.44
(4.25)

19.00
(3.29)

14.22
(5.29)

15.90
(5.44)

6.39 2 21 0.007*

Baseline Mental Health Status
(WEMWBS)

50.44
(7.68)

43.00
(13.31)

46.89
(13.07)

49.14
(7.87)

0.83 2 21 0.451

Baseline Self-Stigma (SSOSH) 22.56
(5.03)

20.33
(6.44)

26.00
(8.96)

27.10
(7.70)

1.26 2 20 0.306

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 0.152

Emotional Control 1.15 (0.60) 0.97 (0.87) 1.46 (0.66) 1.45 (0.54) 1.01 2 21 0.381

Winning 1.37 (0.43) 2.14 (0.62) 1.54 (0.38) 1.66 (0.45) 5.33 2 21 0.013*

Playboy 1.08 (0.43) 1.29 (0.75) 1.44 (0.68) 1.28 (0.65) 0.78 2 21 0.470

Violence 1.43 (0.55) 1.61 (0.64) 1.41 (0.80) 1.84 (0.49) 0.20 2 21 0.823

Self-Reliance 1.04 (0.44) 1.43 (0.94) 1.37 (0.88) 1.33 (0.49) 0.65 2 21 0.532

Risk Taking 1.36 (0.53) 1.27 (0.84) 1.49 (0.41) 1.45 (0.46) 0.28 2 21 0.761

Power Over Women 0.42 (0.41) 0.63 (0.44) 0.89 (1.11) 1.07 (0.57) 0.75 2 21 0.486

Primacy of Work 1.22 (0.67) 1.63 (0.74) 1.20 (0.36) 1.36 (0.54) 1.08 2 21 0.357

Heterosexual Self-Preservation 0.74 (0.50) 1.06 (0.62) 1.76 (0.88) 1.80 (0.66) 4.79 2 21 0.007*

* p < 0.05

Key: ATSPPHS-SF, Attitudes Towards 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.

Aim 4: To assess the interventions’ potential effectiveness for improving help-seeking attitudes, behaviours, and mental health status
at post, 2-week, and 4-week follow up for all three interventions in order to power future studies.

Post-Intervention Changes to Help-Seeking Attitudes & Behaviours
Certainly, the primary aim for pilot studies should be to assess feasibility and acceptability [55]. Nonetheless, despite the small
sample sizes, an exploratory analysis was conducted to examine changes to help-seeking attitudes and behaviours at follow up. For
interventions 1 and 2, no signi�cant changes in help-seeking attitudes were observed at post-intervention, 2-week follow up, or 4-week
follow up when compared to baseline (Table 7). Similarly, no signi�cant changes to help-seeking attitudes 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 behaviours occurring in the past 2 weeks captured by the AHSQ, more than half (50%) of participants
completing the questionnaire 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 two weeks was observed for intervention 1 at
post follow up (+ 11%) (Table 6).
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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)

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

Note

numbers in parentheses is the number of individual responses (n).

Post-Intervention Changes to Mental Health Status
As outlined previously, the primary aim of pilot studies is to assess their feasibility and acceptability [55]. As with help-seeking,
exploratory analysis was conducted to examine any changes to mental health status at follow up. Indeed, these �ndings should be
interpretated tentatively due to small sample sizes and differences in drop-out rates between the interventions. Intervention 1 and 2
did not yield any signi�cant improvement to mental health status at post-, 2-week, or 4-week follow up when compared to baseline
(Table 7). Similarly, no signi�cant changes to mental health status were observed in intervention 3 at 2-week or 4-week follow up
when compared to baseline (Table 7).
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Table 7
Summary of Means (SD) and test for signi�cance (t-tests) for post-, 2-week, and 4-week follow up change in

scores for help-seeking attitudes and mental health status.

  Mean (SD)

Intervention Baseline Post 2-Week Follow Up 4-Week Follow Up

Help-Seeking Attitudes (ATSPPHS-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)

* p < 0.05

All comparisons are made with Baseline as the reference group.

Discussion
All three interventions were rated positively regarding their overall acceptability, affective attitude, ethicality, self-e�cacy, 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 signi�cantly better at engaging male students; as they were less likely to
have sought help before, held more negative help-seeking attitudes, and who endorsed self-stigmatising beliefs and conformity to
masculine norms similar to that of male student norms. Intervention 1 (Men-Tality) was signi�cantly better at engaging male
students who endorsed less self-stigmatising 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 signi�cantly better at engaging male students who endorsed less self-stigmatising 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 signi�cantly 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. The majority of participants attending intervention 3 had not
previously sought help for mental health di�culties 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 engaging with mental health support [16, 17]. 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 signi�cantly 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 in�uence help-seeking attitudes [14, 15, 19, 20], power over women
contributes to worse mental health outcomes [24], and greater heterosexual self-preservation can be seen as a dimension of anti-
femininity contributing to greater help-seeking reluctance [21]. Additionally, winning was signi�cantly higher for participants in
intervention 2 which can be considered as an adaptive trait as it has been shown to encourage help-seeking and act as a protective
factor from mental health di�culties [25]. These �ndings indicate that those attending interventions 1 and 2 probably represent an
atypical 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 as no signi�cant differences to conformity to
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masculine norms was identi�ed when compared to male student norms. The informal approaches and strategies seen in intervention
3 appeared to be more acceptable at engaging male students whose conformity to masculine norms are representative of the wider
male student population.

Similarly, interventions 1 and 2 had higher help-seeking attitudes at baseline indicating that these students already held positive
attitudes to help-seeking. Previous studies highlight that students who recently used mental health support score higher on the
ATSPHH-SF compared to those who do not [47]. Signi�cantly 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 [47]. Additionally, participants in intervention 3 were signi�cantly less likely to have accessed
mental health support in the past when compared to participants in interventions 1 and 2. Once again, although this study was small,
these �ndings indicate that the informal drop-in intervention (intervention 3; Man Cave), appeared to be better at engaging male
students who are likely to be representative 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 signi�cant changes to mental health status were observed at post-intervention, 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 5 participants (20%) scored equal to or below 40
on the WEMWBS at baseline which can be used to indicate major depression [56]. Therefore, the majority of participants would not
ful�l diagnostic criteria for depression and no signi�cant 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, with one
participant in intervention 1, two participants in interventions 2 and 3.

Similarly, no signi�cant changes to help-seeking attitudes or behaviours at post-intervention, 2-week, or 4-week follow up were
observed. No signi�cant changes to help-seeking attitudes or mental health outcomes at follow-up were observed (aim 4), although
such �ndings may be di�cult to interpret due to small sample sizes and limited follow-up data.

Certainly, these pilot interventions are likely to be underpowered to detect any signi�cant changes and such �ndings should be
interpreted tentatively. Instead, more attention should be given to their acceptability.

Overall, the three interventions engaged different subgroups of male students. Interventions 1 and 2 engaged male students who held
pre-existing positive help-seeking attitudes, had lower self-stigma, who are more likely to have engaged with mental health support
previously, and had lower conformity to maladaptive masculine traits. Intervention 3 appeared better at engaging male students who
had higher conformity to maladaptive masculine traits, higher self-stigma, negative perceptions of help-seeking, and who were less
likely to have come in to contact with mental health services before. As self-stigma, conformity to masculine norms, and negative
help-seeking attitudes have been highlighted as key barriers to engaging with mental health support [15, 17, 19, 20], participants
engaging with intervention 3 are likely to be representative 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 behaviours for mental health di�culties [57–59]. 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 potentially suicide.

Considering all three interventions were rated equally acceptable, a one-size �ts 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
appropriate mental health support if needed. Certainly, informal spaces can assist with building rapport, trust, and familiarity with
support which are often associated with future help-seeking [32, 33, 60].

Student mental health research tends to ignore gender and sex differences [61, 62]. Such investigations do not position themselves to
be gender-sensitive and instead adopt a gender-neutral approach to mental health research. Due 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 [61, 62]. Gender-neutral
approaches may undermine the validity and e�ciency of scienti�c �ndings, resulting in the inappropriate application of �ndings
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contributing to a detrimental impact for both male and female students [61]. Future research is required to explore the overall
effectiveness and acceptability of informal interventions such as drop-ins, social spaces, or student workshops for male students
that are not primarily focused on mental health and well-being.

Strengths & Limitations

A strength of this investigation is that the components identi�ed from our systematic review and qualitative work consisting of:
delivering mental health information, explaining how to identify mental health symptoms, incorporating active-problem solving
techniques 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 [11, 29, 30].
Furthermore, this paper provides a detailed description of the intervention’s active ingredients through the use of BCTs to enable
healthcare and education providers to replicate, implement, and re�ne the proposed interventions.

By obtaining scores for self-stigma, previous mental health support, and conformity to masculine norms a richer picture of the types
of male students who did engage is provided. This enhances the clinical applications of the current �ndings and provides more
constructive evidence as to how to engage male students who are often hard to reach and potentially at greater risk of mental health.
This is also a different approach than that traditionally used in mental health services, but may be more similar to the informal
method used in the men’s sheds movement [63, 64].

Despite this, there are limitations. Although a sample 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 signi�cant changes [65, 66]. Nonetheless, pilot
interventions remain essential as they are informative about the research process and can indicate likely outcomes [67]. Instead, pilot
studies are the best way to assess feasibility and attention should be given to the descriptive nature of each sample and the
acceptability of the interventions [55].

Intervention 3 was an informal drop-in whereby students could attend without pre-registering, 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 questionnaires was
still required. This discouraged certain students from attending and was a barrier for 6 students who opted against consenting to
take part. Of those who did consent, reassurance surrounding con�dentiality 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) [36]. This is important to consider,
as research processes can be a barrier when evaluating and engaging male students with mental health initiatives.

Due to logistical di�culties 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 [29]. 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 coursework, exams, and other deadlines. Similarly, greater emotional
stress related to coursework and exam pressure may be present, this may encourage them to access support or reduce their
availability to seek help [29]. Intervention 3 was delivered towards the end of the term (as opposed to the start as seen in interventions
1 and 2), causing other restrictions. The fourth week of delivering the drop-in coincided with student reading week – where students
course content is solely delivered online and via textbooks. This meant there were less students utilising the café and reduced the
opportunity for students to engage. These differences may have impacted the sample of students engaging, acceptability scores, and
uptake.

Conclusions
The current investigation provides insight into different strategies and approaches to designing gender-sensitive mental health
interventions for male students. Although formal and structured mental health interventions 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. Furthermore, these informal approaches may be more acceptable and have better uptake for hard-to-
reach male students who hold stigmatising 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
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past – which is more representative of the male student cohort. Indeed, informal interventions may provide better uptake of male
students and improve their engagement. Such approaches will help to facilitate help-seeking behaviours, increasing the opportunity
to combat mental health di�culties, and possibly reduce the risk of suicide. Moving forward, fully powered future research examining
the effectiveness and acceptability of informal mental health initiatives and how best to tailor them to male students is required as
this remains a relatively unexplored therapeutic opportunity that has a lot of promise.
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Figure 1

Recruitment �ow chart across all three pilot interventions.
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