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ABSTRACT 

 

Men‟s health is a national concern in Australia in part because men‟s morbidity and 

mortality rates are higher than the women‟s. Men‟s health has entered public awareness 

in Australia as well as in US, UK and Europe in recent years because of growing 

concerns about male‟s poor health compared to females. Mental health is the 3
rd

 biggest 

disease burden in Australia behind the cancers and coronary diseases. Men experience 

mental health problems as frequently as women and have an almost four times higher 

rate of suicide in Australia and other developed countries. At the same time men seek 

help for their mental health problems much less often than women. Men usually delay 

help-seeking for a very long time and when they eventually access mental health 

counselling services they often leave treatment quickly. 

 

This study investigated the triggers for men to access a mental health service and the 

factors underpinning their adherence to treatment regimens. In a qualitative, exploratory 

study, twenty male clients of a mental health counselling service were interviewed, and 

a grounded theory method was used to analyse the participants‟ experiences. 

Additionally a focus group of mental health counselling professionals from the same 

service were also interviewed. The reports of the 20 males were then compared with the 

recounted experiences of professionals with their clients. It emerged that the severity of 

the men‟s mental health or the functional disability is the decisive factor for accessing 

mental health treatment. This applies independently of prior experiences with mental 

health issues or mental health services. 

 

The study found that men delay help-seeking for a prolonged period, often until they 

are in a severe crisis, and when they eventually do access a service they do so with great 

ambivalence. Hence it was concluded that men may benefit from more rapid access to 

mental health counselling services. 

 

Results suggest that if men were educated about mental health and treatment facilities, 

the stigma could be reduced and male help-seeking could be improved. To ensure their 



adherence to treatment, specific characteristics of men should be considered. Variables 

affecting continuation of treatment include influence of others, hope, and the 

relationship with the counsellor, the perception of progress, counselling methods and 

costs. 

 

The study confirmed that GPs are the most important gatekeepers in the help-seeking 

process for mental health issues. The study indicates that GPs and other referrers should 

consider male specific characteristics. The study suggests that men have difficulties in 

recognising their problems as mental health issues; they have difficulties in talking 

about their feelings, and underestimate their mental health issues. Therefore referrers 

ought to be able to detect and diagnose mental health problems even if they are not 

immediately apparent or acknowledged as such by the male client. 
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CHAPTER 1: INTRODUCTION 

This chapter provides an introduction to this research study. In order to structure the 

thesis, this chapter and those that follow are divided into parts, sections and themes. 

The introduction is presented in three sections. Section 1 of this chapter outlines the 

background to the research which is based in the author‟s own interest and experiences 

with men and mental health counselling services. Section 2 introduces the reader to the 

broad research area, introduces the research questions and provides a justification for 

the research. The final part, Section 3, presents an outline of the thesis. 

 

1. Background to the research 

Men have a similar occurrence of mental health problems as women do (Australian 

Institute of Health and Welfare 2009), yet use mental health counselling services less 

frequently (Mackenzie, Gekoski & Knox 2006; Mansfield, Addis & Mahalik 2003; The 

Senate 2009). There is some evidence that if more men were to use these services more 

frequently and follow up treatment, it would contribute to improvement of their mental 

wellbeing and a reduction in some of the problems they experience, for example, high 

incidence of alcoholism and illegal drug use and high suicide rates, with their 

subsequent social, emotional and financial damage (i.e., on surviving families) 

(Duncan, Miller & Sparks 2004). 

 

Little is known about why men use services less frequently than women, or about the 

„lived experiences‟ of men as clients attending mental health counselling services and 

there are very few men‟s health studies (Lumb 1998; Mansfield, Addis & Mahalik 

2003). More knowledge about what encourages men to use mental health counselling 

services and follow up with the treatment, may help government and other agencies to 

develop policies in relation to service promotion and service use and assist in the 

planning of service delivery for men. 

 

In the 1990s Governments around the world became aware of the high morbidity and 

mortality rates in men and their low uptake of health services (Department of Health 
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and Human Services 1997, 1998; The Senate 2009). Governments in Europe, USA and 

Australia started to implement male specific services under the assumption that men 

have different needs than women when seeking help although very little was known 

about male specific needs when help-seeking. The Australian Government has 

developed a National Men‟s Health Policy and launched it in 2010, to ensure that the 

planning and delivery of health services better meets the needs of Australian men. 

Therefore this study aims to be a timely contribution to increased knowledge in this 

area. 

 

Personal interest 

Specific men‟s counselling did not exist before 1997 in Australia. For many men, 

traditional support services have not appeared to reflect or accommodate their particular 

needs (O'Brien & Rich 2002). The Men and Family Relationships (MFR) initiative, 

announced in 1997 as part of the Australian Government's Partnerships against 

Domestic Violence Strategy, was the first to recognise that men have particular needs 

when seeking help with relationship problems. However, these particular needs were 

not explicitly defined. O‟Brien and Rich (2002) suggested that providers of men‟s 

counselling and mental health services need to find innovative ways of working with 

men to help them develop greater confidence and skills in dealing with the challenges 

of modern life. 

 

In 2003 I worked at the MFR counselling service for men. It had not long been 

established by the Department of Family and Community Services (FaCS) under the 

Family Relationship Services Program (FRSP). FaCS is now known as Department of 

Families, Housing, Community Services and Indigenous Affairs (FaHCSIA). At this 

time not much data were available regarding men‟s help-seeking behaviour and their 

specific needs when seeking help, accessing counselling services and subsequently 

adhering to treatment regimens. Many questions about the specific needs of men were 

raised among the professionals in the field at this time. 

 

In 2005 I moved to the GP Allied Health Team (GPAHT) of the Sunshine Coast 

Division of General Practice (SCDGP). GPAHT changed the name later to FOCUS. 
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FOCUS provides mental health counselling services for clients with mild to moderate 

mental health disorders. The services are free of charge. They are provided mainly 

through two mental health programs funded by the Federal Government, the „Better 

Outcomes in Mental Health Care (BOIMHC)‟ and the „More Allied Health Services 

(MAHS)‟. Treatment offices are located on different sites on the Sunshine Coast, 

Queensland (QLD), Australia. Clients attend voluntarily. Patients eligible for referral 

can be of any age, gender and reside at any geographical location. Individual and group 

therapy is provided. The patients referred to the service are identified by their GP, 

through professional judgement, as having a mental health problem. Many of the clients 

attend other health or community counselling services parallel or prior to FOCUS such 

as MFR, Lifeline, anger management courses (AM), domestic violence (DV) courses, 

the adult mental health service, community health service, alcohol and drug 

counselling, and psychiatric services. 

 

I spent over four years as a mental health professional at FOCUS. During this time 

significantly more women than men attended the service. For example in a four month 

period in 2006, 188 women compared to 100 men were referred to the service. When 

men attended they seemed to have difficulties to describe their problems and minimised 

them. It took often quite some effort to evaluate the whole breadth of their mental 

health issues and to establish rapport. Most also seemed to be unsure as to how they felt 

about psychological interventions and were ambivalent about following up treatment. 

Observations like these led me to develop a research proposal in order to generate more 

knowledge about how to respond to men‟s specific needs when seeking help. It is 

intended that the study will provide a knowledge base as to why men choose to attend 

mental health services and continue to attend for treatment. This new knowledge could 

then be used to attract more male clients and generate further data pertaining to the 

factors underpinning adherence to treatment. 
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2. The research problem and why the research is 

important 

Men‟s health is a public concern which has been recognised in Australia as well as 

internationally in recent years. Many men fail to seek treatment for their health and 

mental health issues often with fatal results (Department of Health and Ageing 2010; 

Möller-Leimkühler 2002). The literature clearly indicates that men‟s morbidity and 

mortality rates are higher than women‟s. Suicide, for example, is one of the leading 

causes of death for men in Australia. In 2005, males were almost four times more likely 

than females to die by suicide (1,657 men versus 444 women) (Harrison, Pointer & 

Elnour 2009). But at the same time men access help less frequently than women do 

(Mackenzie, Gekoski & Knox 2006; Young et al. 1993). The literature confirms a ratio 

of two women to one man who attend mental health services in Europe, USA and 

Australia (Kessler, Brown & Broman 1981; Leaf & Bruce 1987; Leaf et al. 1988; Lin et 

al. 1996; Rhodes et al. 2002). 

 

The high mortality and morbidity rates of men show that there is a high need for men to 

receive treatment, for example by mental health counselling services. The existing 

literature concentrates on the barriers for help-seeking. Theories explaining men's low 

rates of help-seeking are largely concerned with masculine gender socialisation 

(Courtenay 2000b), or social constructionist perspectives (Kaufman 1994; Pyke 1996; 

West & Zimmerman 1987), and social psychology (Addis & Mahalik 2003). All these 

perspectives help to clarify why men underutilise health services and are reviewed in 

the next chapter. But there is little empirical information about men who seek help and 

the decision processes underlying this behaviour and the variables that influence them 

to attend and follow up treatment. It is important to increase knowledge about why men 

access mental health counselling services in order to maximise and facilitate help-

seeking (Thompson, Hunt & Issakidis 2004). There is also limited knowledge about 

men‟s particular treatment needs and how mental health counselling services meet these 

needs (Addis & Mahalik 2003). 
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For these reasons this thesis focuses on the following questions: 

 

1. Why do men choose to attend mental health counselling services? 

2. Why do men follow up treatment? 

 

Because there is limited in-depth knowledge in the research area a qualitative research 

design was chosen. Twenty male clients who received mental health counselling 

treatment at FOCUS were interviewed and a focus group of mental health professionals 

was conducted. The results provided deep insights into the decision processes of men 

when seeking help for mental health issues and the factors influencing adherence to 

counselling. 

 

3. Thesis outline 

This chapter has given an introduction to the research area, explained the research 

problem, stated the research questions and provided a justification for the research. An 

overview of the relevant literature as it relates to the research context and leading up to 

the research questions is presented in Chapter 2. This chapter contextualises the thesis 

by providing a review of the literature about men‟s health, mental health and help-

seeking behaviour, and the factors that influence their adherence to treatment. Chapter 3 

details the grounded theory-based, qualitative research methodology employed in this 

study including the aims, design, sample, data-collection methods, data analysis and an 

account of the limitations of this study. Chapter 4 outlines the results from this study. 

Results from the clients and the professional focus group are described separately. The 

results from the clients are compared with existing literature. The results from the focus 

group are compared with the results from clients. Finally, in Chapter 5 relevant findings 

from the clients and the focus group regarding the research questions are discussed 

within the context of the current research literature. 
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CHAPTER 2: LITERATURE REVIEW 

This chapter provides a literature review which relates to the research that has 

previously been undertaken within the context of men‟s health, their health seeking 

behaviour and in particular addressing the research questions why men choose to access 

mental health services and why they continue treatment. In this chapter, the review of 

the literature is divided into seven sections. Section 1 and 2 provide the context to the 

study. Section 1 includes a review of the literature that provides a brief history of the 

growing public awareness of men‟s mental health problems and challenges. Section 2 

outlines the topic of men‟s mental health, factors influencing their mental health and 

how men experience mental health issues. Section 3 discusses men‟s reluctant help-

seeking behaviours and the consequences for underutilisation of services. Reasons and 

popular theories for this trend are outlined. Section 4 discusses the literature regarding 

the decision processes of men in seeking help and includes the influence of the GPs 

because of their important role in help-seeking, decisions and related processes. Section 

5 discusses factors influencing men‟s adherence (continuation) to treatment in mental 

health counselling. Section 6 outlines potential solutions that have been discussed in the 

literature about how to increase men's utilisation of mental health counselling services. 

Section 7 highlights the research gaps which points also to the importance of this study. 

 

1. Men’s health as an emerging priority 

In order to set the context for the research, this section provides the background 

information and history on men‟s health. As mentioned in the introduction, men‟s 

health has been recognised as an important issue in Australia and internationally over 

the last 10 years. The concept of „men‟s health‟ has developed as part of a growing 

concern over men‟s poor health profiles (Department of Health 1993; Luck, Bamford & 

Williamson 2000). 

 

Fletcher offers the following definition of men‟s ill health: 
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A men‟s health issue is considered a disease or condition unique to men, 

more prevalent in men, more serious among men, for which risk factors 

are different for men or for which different interventions are required for 

men (2001, p. 68). 

 

In Australia the first national men‟s health conference was held in 1995 in Melbourne. 

Western Australia published the first men‟s health policy in 1997. At the end of 1997 a 

survey was circulated to all health regions in New South Wales (NSW) Australia, 

asking them to identify men‟s health services. It was to be used by the Men‟s Health 

Advisory Group, a task force set up by the NSW Health Minister to develop a men‟s 

health strategy. This survey was a significant event in the development of men‟s health 

in Australia. The covering letter from the Director General of Health pointed out that 

the survey intended for men‟s health to become integrated in the health services. 

 

In England men‟s health emerged also in the late 1990s as a public issue (Luck, 

Bamford & Williamson 2000). In 2000 England‟s health minister Yvette Cooper 

endorsed new proposals to support the promotion of men's health and to reduce the 

health difference between men and women (Yamey 2000). 

 

In comparison, the women‟s health movement developed earlier. In Australia, the 

National Women‟s Health Policy was developed in 1989. Men‟s health has been a 

mixture of small local initiatives and professional development with a small lobby in 

the 1990s (Luck, Bamford & Williamson 2000). There has been extensive development 

of academic research and publication about women‟s health in the 1980s and 1990s 

(Doyal 1995; Graham 1993; Oakley 1981). There is a much smaller research base on 

men‟s health embracing gender factors and there are even far less personal accounts of 

health experiences from men (Luck, Bamford & Williamson 2000). 

 

According to Bruckenwell, Jackson, Luck, Wallace and Watts (1995) men‟s health in 

the UK reached a crisis point in the 1990s. As a consequence, interest in men‟s health 

started to grow, particularly the contrast between female and male mortality and 

morbidity rates caused increased attention (Bruckenwell et al. 1995). For example the 
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annual report of the Chief Medical Officer for England and Wales (Galdas, Cheater & 

Marshall 2005) reviewed the mortality and morbidity rates across the sexes and 

described the health-related behaviour of men and its consequences. The first official 

acknowledgement that men‟s health was an issue in the UK and that it had been 

neglected until the 1990s, came in 1992 when the „health of the nation strategy‟ in 

England was published (Department of Health 1992). In the same year the chief 

medical officer‟s annual report (Galdas, Cheater & Marshall 2005) stated that the life 

expectancy of males was on average five years shorter than females in the 1990s. The 

report further outlined that the male death rate surpassed the female death rate in all age 

groups. The greatest difference in death rates between the two sexes was in young 

adults due mainly to accidents, suicide and AIDS. Suicide rates in young men reached 

unprecedented levels. The report acknowledged that men‟s health needed to be 

improved and that there was limited evidence on the underlying causes of the poor state 

of men‟s health and there was also little evidence of effective interventions (Department 

of Health 1993). 

 

In England, the first national Men‟s Health Conference for health agencies was held in 

1994. In 2000 the Health Minister announced new plans to improve men's health. He 

said that the policy makers needed to make sure that men have appropriate health 

information and easy access to health care services. In the announcement the health 

minister requested that programs to improve the health status of men be developed. He 

emphasised that action to improve men's health would also have a positive influence on 

the men‟s families, society and the economy at large (National Institute for Mental 

Health in England 2000). 

 

In Europe, in 1997 the European Men‟s Health Forum commissioned a European-wide 

study of men‟s health in order to evaluate the health needs of men. Morbidity and 

mortality statistics from the World Health Organization Statistical Information Service 

(WHOSIS) and other European research organisations were used. The results 

demonstrated differences between the health of males and females across all age 

groups. Men had a higher death rate compared to women for a range of risks such as 

colon cancer, heart disease, accidents and deaths due to external causes. An important 
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finding of this investigation was that males are at bigger risk compared to females of 

developing almost all the major diseases that can affect both sexes. The study 

concluded that there was a need to create more gender equality in terms of health status. 

In 2001 in Vienna the first World Congress on Men‟s Health was held, and 

consequently the International Society for Men‟s Health was established (Macdonald 

2001). 

 

In Australia, in 2001 Macdonald (2001) reported that men‟s health was a public health 

issue of substantial importance and that it was at present attracting attention in Australia 

and overseas. In the same year Fletcher, Higginbotham and Dobson (2001) wrote that 

there was abundant evidence indicating the need to address men‟s health but at the same 

time there was a lack of knowledge about what was needed. The need to address the 

issues was identified as urgent. 

 

Finally, in 2008 the Australian Government announced the development of a National 

Men‟s Health Policy which was launched in 2010. It recognised that male‟s health is 

often poorer than the female‟s, men are likely to die earlier, and are at bigger risk of 

suicide. The Policy focused on men‟s reported failure to seek help and engaging in 

health services, on creating male-friendly health services, and on raising awareness of 

preventable mortality and morbidity that affects men (Department of Health and Ageing 

2010). 

 

Program developments 

Since the late 1990s some tentative program developments to improve men‟s health 

have been initiated in Australia. For example the Men and Family Relationship (MFR) 

initiative was announced in 1997 as part of the Domestic Violence Strategy by the 

Australian Government. It was the first program which recognised that males have 

specific needs when seeking help with relationship problems (O'Brien & Rich 2002). 

However, these particular needs were not explicitly defined by the Government. The 

onus remained with the MFR service providers to ascertain men‟s needs. MensLine 

Australia was launched in 2001 as a national telephone support, information and 

referral service for men with family and relationship concerns. Health services such as 
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Beyondblue and the Royal Australian College of General Practitioners (RACGP) have 

started to include men‟s issues in their programs. Community based programs are 

taking shape, for example the Australian Men's Sheds Association. 

 

Summary 

Section 1 described men‟s health as an urgent issue. In the 1990s UK, USA, Europe and 

Australia came to similar conclusions that men suffer high mortality and morbidity rates 

and are at greater risk of numerous illnesses, accidents and suicide compared to women. 

This caused concern in Governments of developed countries. As a result these countries 

started subsequently to turn their focus towards more gender health equalities between 

males and females. Finally, in May 2010 Australia has launched its National Men‟s 

Health Policy. 

 

2. Men’s mental health 

There are no clear definitions of mental health. They vary between cultures, 

professional theories and subjective assessments. The World Health Organization 

(WHO) (2003, p. 7) defines mental health as more than the absence of mental disorder. 

It is: 

 

...a state of well-being whereby individuals recognize their abilities, are 

able to cope with the normal stresses of life, work productively and 

fruitfully, and make a contribution to their communities. Mental health is 

about enhancing competencies of individuals and communities and 

enabling them to achieve their self-determined goals. 

 

Therefore a lack of mental health can be described as difficulties relating to thought, 

mood or behaviour that is related to interference with functions and distress, leading to 

activity limitations or reduced participation, which restrict the individual to live to its 

full potential (Department of Health and Ageing 2010). Because the definition of 

mental health is relatively open, the reviewed literature uses different terms for a lack of 

mental health, such as: mental distress, mental health problems, mental stresses, mental 
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health issues, mental issues, mental illness, major mental illness, mental ill health, 

depression, anxiety, and psychological problems.  

 

In this thesis following terms are defined as clinically diagnosed mental illness 

according to the Diagnostic and Statistical Manual of Mental Disorders (DSM) or 

International Statistical Classification of Diseases (ICD10): mental disorder, mental 

illness, disease group, major mental illness, severe mental illness, personality disorders, 

substance use disorders and affective disorders and their specific diagnoses such as 

depression, anxiety, dysthymia and bipolar disorder. The clients who participated in this 

study had all a mental illness diagnosed by a GP or other health professionals.  

 

In this section, the current literature about men‟s mental health will be reviewed. 

Evidence that men experience mental health issues at least as often as women is 

examined. Mental health factors affecting the mortality and morbidity of men are 

examined, it then describes the factors affecting the mental health of men in particular, 

and then it illustrates how men experience mental health problems. The section ends 

with an examination of the theme of suicide because of the men's very high suicide 

rates compared with women and their pronounced use of methods which are more 

likely to be fatal. 

 

Mortality and morbidity rates of men 

Men suffer about the same morbidity rates as women and higher mortality rates 

(Courtenay 2003; Stillion 1995; Waldron 1995). In addition, men have significantly 

higher suicide rates compared to women, suffer higher levels of substance abuse, and 

are more likely to suffer chronic conditions and fatal diseases than are women 

(Department of Health and Human Services 1997; Harrison, Pointer & Elnour 2009; 

Kessler, Brown & Broman 1981; Robins & Regier 1991). Similar mortality and 

morbidity patterns have been observed in the UK, Canada and Australia (Courtenay 

2009). 

 

Health behaviours are important factors influencing health and adapting health 

behaviours is a highly effective way to prevent disease and premature death. This view 

http://en.wikipedia.org/wiki/International_Statistical_Classification_of_Diseases
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was stated by the U.S. Preventive Services Task Force (Lee 1996) after evaluating 

thousands of studies. However, because of a lack of former studies comparing gender 

differences in behaviour, there was limited evidence supporting the belief that the male 

health risk behaviour is responsible for the shorter life expectancy for males. 

Subsequently Courtenay (2000a) conducted a review of US national surveillance data, 

meta-analyses and large studies and found that there was much agreement between 

studies that men have high risk taking behaviours and these behaviours influence 

preventable illnesses and death in males. Courtenay (2000a, p. 108) concluded that „The 

present review provides evidence suggesting that men's behavior is a major - if not the 

primary - determinant of their excess mortality and premature deaths‟. This review 

systematically demonstrated that males of all ages were more likely than females to 

engage in over 30 risk behaviours leading to increased morbidity and mortality. For 

example, men engage in more alcohol and drug abuse and exhibit more antisocial 

behaviour (Addis & Cohane 2005; Boyer 2004; Courtenay 2000a; Goldstein & Conoley 

1997; Jorm 1996; Kimmel & Aronson 2004; Sawyer 1996; Walker, Butland & Connell 

2000). The Australian Institute of Health and Welfare (Begg et al. 2007) stated that 

males are victims of 70 per cent of all injuries and 78 per cent of all suicides. Men are 

also involved in 73 per cent of all road accidents and 71 per cent of all homicides and 

reported violence. Courtenay asserted that these risk behaviours are controllable and 

can be modified, but he also stated that currently little is known about the mechanisms 

that mediate these behaviours because of the current lack of research examining this 

issue. Currently most discussed theories influencing male‟s health behaviour and risk 

taking are masculinity theories. However, the causes of this behaviour remain currently 

widely unknown and more research needs to be done into this behaviour so that 

interventions can be designed to reduce men‟s health risks. 

 

Men’s mental health in Australia 

According to an Australian Institute of Health and Welfare (2009, p. 4) report, „An 

estimated 7.3 million, or almost 45 per cent of Australians aged between 16 and 85 

years, had experienced a mental disorder at some time in their life‟. In Australia, in 

2003 the percentage of mental illness was 13 per cent of the total disease burden. This 

figure positions mental illness as the third biggest disease group after cancers and 



 

13 

 

cardiovascular diseases. This applies to both sexes and all ages. Men assume 47 per 

cent of this burden. Although this appears to be evenly divided between men and 

women, some authors suggest that mental health problems in men are under-detected 

and under-diagnosed (Potts, Burnam & Wells 1991; The Senate 2009). 

 

Factors affecting male mental health 

Men seem to be most vulnerable in transitional phases of their lives. The groups of men 

who seem to be most susceptible to mental health problems are men who deal with 

separation, who have been retrenched, and men who have lost their home. Separation 

rates are particularly important because these are high and increasing and the health 

impact on men seems extraordinarily severe. 

 

Relationship dissolution 

Relationship dissolution and divorce are more frequent than in the past but are still 

perceived as particularly distressing experiences (Haltzman, Holstein & Moss 2007). 

Research evidence shows that the most vulnerable groups of men for mental health 

problems are those recently widowed, separated or divorced (Matthews & Gump 2002; 

O'Dowd & Jewell 1998). International studies also show that divorced males have 

higher death rates than married males (Hu & Goldman 1990). 

 

Males and females seem to have different responses and coping mechanisms in relation 

to the stressful event of separation. Research has shown that females are more likely to 

seek help from friends, health professionals and health organisations (Laws 2006). Men 

may react more intensely than woman to separation and divorce. This most likely 

influences how men relate to others and these strong reactions, in turn, negatively affect 

their workplace functioning (Laws 2006). While alcohol is a significant contributor to 

relationship breakdown, it is often used by men to cope with emotional distress in a 

separation (Laws 2006). 

 

A high number of Australian men are divorced or separated. Jain (2007) reported that 

the possibility of divorce has been increasing over time and that 33 per cent of all 

marriages entered into in 2000–2002 could expect to end in divorce. Jorm (1996) stated 
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that epidemiological studies indicate that relationship dissolution is strongly linked to a 

wide range of mental health problems. Depression and alcohol abuse have been found 

in Australian studies to be much more common in divorced and separated than in 

married individuals. The high risk of mental health problems seems to persist long after 

divorce (Rodgers 1996). 

 

Common stressors associated with divorce for men include the loss of children, the loss 

of the partner, the loss of a home, the loss of friends, financial difficulties, and also the 

challenges of re-partnering. As a consequence of these sources of stress, difficulties at 

work, depression and hospital admissions are nine times greater for men after divorce 

(Bloom, Asher & White 1978; Matthews & Gump 2002). Matthews and Gump (2002) 

found in their extensive longitudinal survey with 10,904 male participants that 

separation and marital stressors increase the mortality risk in men. The mortality rate of 

men who divorced increased significantly compared to men who stayed married. 

 

Men seem to respond emotionally strongly to marital breakdown. A study by Jordan 

(1985) of 168 male divorcees in Queensland reported high rates of psychosomatic 

symptoms at the time of separation in comparison with the period before their 

separation. In Jordan‟s study 65 per cent of these men had sought help before 

separation, 10 per cent of these men consulted a psychiatrist, 19 per cent consulted a 

General Practitioner and 20 per cent sought relationship counselling. A similar British 

study by Ambrose, Harper and Pemberton (1983) of 92 male participants found that 

divorce caused very severe mental health problems in nine per cent of the study 

participants and severe mental health problems in a further 24 per cent. A third of the 

males used tranquillisers or anti-depressants and 15 per cent applied sleeping pills 

during their divorce period. 

 

Women instigate most divorces (Ahrons 2009), and as a result most men feel unneeded 

and at the same time remain emotionally attached to their former partners (Berman 

1985). The majority of men actively oppose the separation (Brinig & Allen 2000). 

Suicide becomes a significant risk among men who encounter a downwards spiral in 

their psychological wellbeing after divorce. Kposowa (2000) found in a large study that 
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the risk of suicide among divorced men was over twice that of married men. Rodgers 

(Rodgers 1996) argued that there is now a substantial body of evidence that men suffer 

mental health problems for a long period of time after separation. 

 

Unemployment and work-stress 

Long term studies about men show that unemployed men experience poor mental health 

and that work stress also increases the mortality risk of men (Jorm 1996; Matthews & 

Gump 2002). Morrell, Taylor, Quine, Kerr and Western (1994) conducted a 

longitudinal survey of more than 10,000 people in the 15 – 24 age group and found that 

mental disorder increased significantly particularly in men for those who became 

unemployed and that reemployment reversed this effect. Also Matthews (2002) noted 

that work-stress may result in poor decision making, therefore causing risky behaviours 

which increases the risk of mortality. 

 

Homelessness 

In Australia more men are homeless than women. Herrman (1996) states that up to half 

of single homeless men suffer from severe and possibly chronic mental disorders. These 

men often suffer multiple mental disorders or a combination between physical and 

mental disorders. The number and proportion of mental disorders in homeless men 

increased in the last 20 years. 

 

How men experience mental health issues 

Men experience their mental ill health in different ways than women do. According to 

the Australian Institute of Health and Welfare (2009) mental health problems in men 

are often manifested through substance use disorders, antisocial behaviour and suicide. 

Busfield and Lunbeck (1998) suggest that men and women respond to mental stresses 

differently. They believe that women characteristically internalise their feelings and 

problems, tending to develop conditions such as anxiety and depression and women are 

more likely to receive treatment by the mental health system. In contrast men 

externalise their mental stresses and become deviant, they tend to resort to excessive 

drinking or aggression and violence leading to higher crime rate amongst males and 
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higher suicide rates (Australian Bureau of Statistics 2007c; Australian Institute of 

Health and Welfare 2008; Kessler et al. 1997; Khantzian 1997; The Senate 2009). 

 

Substance abuse 

Alcohol is a significant disease burden in Australia that affects men more than women. 

The Ministerial Council on Drug Strategy (Ministerial Council on Drug Strategy 2006) 

commented that the consumption of alcohol is a highly popular pastime in Australian 

society. Alcohol serves the purpose of celebration, relaxation and socialisation. 

Alcoholism is a main mental and public health problem for many Australian men. Men 

are at higher risk than women of developing alcohol dependency and experiencing its 

adverse health effects because of their larger exposure to heavy drinking (Moore et al. 

2000; The Senate 2009). A majority of men with hazardous drinking levels live in rural 

areas (Ministerial Council on Drug Strategy 2001). Alcoholism is most common in 

young men. Abuse of illicit drugs is far less common than heavy alcohol use, but one 

Australian survey (Australian Institute of Health and Welfare 2008) found that it still 

affects around six per cent of men as compared to one per cent of women. Jorm noted: 

 

It shows similar patterns to alcoholism, with young men over-

represented because of their higher exposure to illicit drug use than 

young women or older people. Drug users are also likely to be alcoholics 

(1996, p. viii). 

 

Drinking until intoxication is of particular concern because it is associated with 

significant impacts on the health, safety and wellbeing of individuals and communities. 

Hazardous drinking is widely practiced by mainly young Australians (Shanahan & 

Hewitt 1999) and the dangers of excessive drinking are either tolerated or ignored by 

society (Ministerial Council on Drug Strategy 2006). 

 

The National Drug Strategy survey 2007 (Australian Institute of Health and Welfare 

2008) indicates that there is a correlation between alcohol/drug consumption and mental 

distress. This view is supported by Khantzian (1997) who postulated that alcohol and 

drugs are used to self-medicate for mental distress. Khantzian‟s survey found that high-
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risk alcohol consumers were twice as likely to experience severe mental distress as low 

risk consumers. Surveys suggest that 18 per cent of men experience a mental health 

problem related to substance abuse at any time (Australian Bureau of Statistics 2007c; 

The Senate 2009). Due to their higher levels of alcohol consumption, the lifetime risk of 

alcohol-related injury increases more quickly for men compared to women (National 

Health and Medical Research Council 2009). A high proportion of drug users are also 

prone to psychological distress. The survey reported that about two-thirds of heroin 

users suffered severe mental distress (Australian Institute of Health and Welfare 2008). 

 

Antisocial behaviour 

Men tend to externalise their mental stresses (Pollack 1999). Jorm (1996) stated that 

males are more prone to commit crimes as higher arrest and imprisonment rates attest. 

Ninety five per cent of the prison population in Australia and worldwide is men. 

 

Depression 

Depression is a leading cause of illness and disability, both in Australia and 

internationally (Scott & Dickey 2003). Six point two per cent of Australians suffered an 

affective disorder (depression, dysthymia, bipolar disorder) during 2007, all of which 

are more frequent in females (7.1 per cent) than in males (5.3 per cent) (Slade et al. 

2009). Depression was the fourth biggest disease-burden in 1990 globally, and the 

World Health Organization predicts that in 2020 depression will be among the three 

biggest disease burdens (Lopez et al. 2006). 

 

Females will bear a particularly heavy share of this disorder, but Nielsen, Katrakis & 

Raphael (2001) assert that males are frequently not diagnosed as depressed. Pollack 

(1999) believes that depression in men is often not detected because men tend to hide 

their depression behind physical illness or sick leave from work, aggression, social 

isolation and overwork. Brownhill, Wilhelm, Barclay and Schmied (2005) conducted an 

Australian study with a qualitative, grounded theory approach with a non-clinical 

sample of male and female teachers and students of a tertiary education institution to a 

series of 10 focus groups in order to investigate men‟s experiences of depression. 

Similarities and contrast between men were examined with content analysis. They 
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found that depressed men can experience their emotional distress in avoidant and 

numbing behaviours which can lead to aggression, violence and suicide. This 

hypothesis is supported through Möller-Leimkühler, Bottlender, Strauß, and Rutz‟s 

(2004) research results. They conducted a research with 2,411 patients diagnosed with 

major depression of a psychiatric hospital in Germany. They investigated whether 

atypical depressive symptoms such as irritability, anger attacks, aggressiveness or 

abusive behaviour were more prevalent in males with depression than in female. They 

found no difference of the severity of depressive symptoms between male and females. 

Factor analysis showed that atypical symptoms like irritability, aggressiveness and 

antisocial behaviour were more strongly correlated in depressed males than in 

depressed females, however the relationship between alcohol dependency and 

depression in men remained unclear and needs further research. 

 

Other research confirms the view that depression is implicated in a number of suicides 

(Millar 2003). Brownhill et al. (2005) conclude that emotional distress in men may be 

constrained by traditional notions of masculinity. For the same reason Rogers & Pilgrim 

(2005), in their review of gender issues and mental health, have challenged the long 

held view of higher rates of depression in women. Hinton, Zweifach, Oishi, Tang & 

Unützer (2006) found in their study that men have significantly less treatment for 

depression than women and are less frequently referred to mental health services 

because they often present atypically acting out with anger and aggression and make 

depression difficult to recognise (Möller-Leimkühler 2002). Because of this, mental 

health issues might not be recognised and depression may not be detected. Therefore 

men might not seek treatment for depression appropriately or they might deal with their 

depression at a later stage than women. 

 

Dohrendwend and Dohrendwend (1977) hypothesised that depression in men is under-

diagnosed and therefore not treated appropriately because studies were mainly 

concentrated on women and therefore mental illness was inadvertently connected to the 

female character. Another reason for under-detection of depression in men is most 

likely that this is a new theme. The subject only recently entered into the awareness of 
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health professionals and wider society. O‟Neil (2008) reported that no major scholarly 

work or popular books were written on men and depression prior to the late 1990s. 

 

Suicide 

Suicide in men deserves special consideration in this literature review because of the 

high suicide rate in men compared with women, its severe impact and connection to 

mental health and the help-seeking behaviour of men. First suicide statistics will be 

outlined and the prevalence of males to commit suicide compared to females will be 

discussed. The causes of suicide will then be highlighted followed by methods. Then 

the impact of suicide on the wider community will be considered. Following a 

connection between mental health and suicide and finally suicide and help-seeking will 

be established. 

 

Compared to other developed countries, Australia is in the mid range of rates for 

suicide. Over 2,000 suicides were registered in 2005 by the Australian Bureau of 

Statistics (ABS) (2005). The suicide rate in Australia over the past 100 years has 

remained stable (Goldney 1996). The ABS reported in 2005 a suicide rate of 16.4 per 

100,000 for men and 4.3 per 100,000 for women. Australia, US, UK and Europe have 

similar figures of four times more males dying from suicide compared to females. 

International comparisons have found that Australian youth suicide rates are relatively 

high (Kosky & Goldney 1995). This prompted the Australian Government to fund 

suicide prevention programs in the 1990. Suicide has emerged as a major public health 

issue since then. 

 

The suicide figures vary across different age groups. ABS (2005) reported the highest 

suicide rates for males between 30 to 35 years of age (27.5 per 100,000) and the lowest 

rates in the age group 15 to19 years (9.5 per 100,000). Male suicide accounts for nearly 

30 per cent of all causes of death in the age group from 20 to 34 and 20 per cent in the 

age group 35 to 39. 
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Rural areas in Australia have higher rates of suicide. For the period 1999 – 2003 the 

ABS (2003) reported high rates in the Northern Territory (77 per cent above the 

national rate) which was particularly influenced by the indigenous population. 

 

There is wide agreement in the literature that official suicide statistics almost certainly 

understate the problem (Goldney 2010; Harrison, Pointer & Elnour 2009). It was 

estimated that suicide in men is significantly under reported. Goldney (1996) believes, 

based on estimates for example by Phillips and Ruth (1993), that the actual suicide rate 

is about 50 per cent higher than reported. Some literature also reported that for every 

completed suicide there are multiple attempted suicides (Kosky & Goldney 1995). 

 

Causes of suicide 

There is no single cause of suicide. There have been many explanations offered for the 

higher suicide rate in males. Recent research indicates that the difference in suicide 

rates between males and females may be related to differing role identities between men 

and women (Möller-Leimkühler 2003; Rutz & Rihmer 2007). Möller-Leimkühler 

believes that traditional masculinity is a key risk factor for suicide in men, due to 

unsuitable coping strategies. Traditional male behaviour seems to promote a lack of 

expression and appropriate communication, a reluctance to seek help with tendency to 

alcohol abuse. This can lead to suicide (Möller-Leimkühler 2003; Rutz & Rihmer 

2007). Men who are unemployed or retired, divorced, widowed, single, living alone 

(socially isolated) are at higher risk of suicide (Hite 1994; Möller-Leimkühler 2003; 

Rutz & Rihmer 2007). Isolation and loneliness seem to be some of men‟s greatest 

enemies (Biddulph 1994). Interpersonal rejection can be the final trigger to suicide. 

This can be seen by the higher suicide rate in men after separation. In particular 

anniversaries of separations and divorces, birthdays and deaths, can be a heightened 

suicide risk and Goldney (1996, p. 31) states that „especially if there are fantasies of 

joining persons who may have already died and this is particularly so if the mourned 

person has died by suicide‟. Social factors such as unemployment may be contributing 

factors to suicide. 
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Girard (1993) believes suicide is a last resort response, and proposes that men are more 

vulnerable to suicide because they tend to be more competitive and achievement-

oriented than women. Thus, changes in career and economic situations may be more 

threatening to men than to women, who tend to value cooperation, interdependence, and 

parenthood more strongly (Laws 2006). Webb (1998) stated that suicide has sometimes 

become a male solution to crises in times of transition. 

 

Goldney describes a vignette of a typical person who is most likely to commit suicide: 

 

... a male, particularly between the ages of 20 and 30, but in fact any 

adult male; he is probably suffering from a depressive condition with 

feelings of hopelessness; he may have a history of drug and/or alcohol 

abuse; he may have made a previous suicide attempt; his method will be 

more aggressive rather than passive drug taking, he may have a chronic 

physical illness; he may be unemployed, he may be divorced or 

widowed, and he may have poor social supports and a relatively 

unresponsive family (1996, p. 32). 

 

Methods of suicide 

ABS (2005) reported that men tend to be more successful in completing suicide because 

they tend to use more lethal means. In 2005 half of male suicides were completed with 

hanging followed by gassing from vehicle exhausts and poisoning by drugs followed by 

use of firearms. Drowning, jumping from high places and other methods are used least 

(Australian Bureau of Statistics 2005). Kosky, Eshkevari & Kneebone (1992) reported 

that there are 15 attempted suicides for one completed suicide in young men. They 

indicate that depression, chronic family conflict, substance abuse and the experience of 

loss are strong predictors of suicidal behaviour. 

 

Impact of suicide 

In addition suicide is alarming because of the numerous substantial impacts associated 

with this behaviour. The economic and human costs are huge. It has been estimated that 

Australia wide the direct financial cost to the community would be in the order of $200 
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million each year (Jorm 1996). Emotional costs are not considered in this figure the 

survivors have to carry in relation to suicide. It can be very difficult for a bereaved 

family to deal with the circumstances of a suicide (Australian Bureau of Statistics 

2000). Guilt and shame accentuate the emotional suffering. Because husbands are often 

sole income earners, the financial burden can be an additional strain on the remaining 

family. Furthermore, the health care costs of an attempted suicide can be onerous 

(Goldney 1996). 

 

Mental health and suicide 

According to some authors (Goldney 1993; 1996; Roy 1989) 90 per cent of adults and 

children who suicide have a mental disorder. Persons with mental disorders are at 

approximately 10 times greater risk of suicide than the general population. The degree 

of this risk depends on the nature of the disorder and its severity. Depression is the most 

prevalent mental health issue and about 15 per cent of major affective disorder sufferers 

will eventually die by suicide. Alcohol and drug dependence, severe psychotic illness 

with delusions and hallucinations, combined with feelings of hopelessness and 

schizophrenia are also predominantly at risk for suicide (Goldney 1996). 

 

In Australia „more than half the 579 Victorians who committed suicide in 2000 had 

been diagnosed by a doctor as having a psychiatric disorder‟, according to a report from 

the Victorian State Coroner‟s Officer Annette Graham in 2002 (Laws 2006, p. 4). The 

report indicated that improved treatments could reduce the suicide rates. The National 

Institute for Mental Health in England (NIMHE) (2006) reported that a considerable 

number of suicides take place during in-patient care or soon after discharge. NIMHE 

also reported that about 14 per cent of all suicides are the consequence of not adhering 

to treatment. It suggests that better compliance and closer supervision by clinicians is 

necessary to reduce the suicide risk. 

 

Suicide and help-seeking 

It should be questioned why men not seek help more often despite their apparent great 

need for help. What does the idea of seeking help mean to men? Could it be that this 

reluctance to engage in help-seeking behaviour is one of the crucial factors contributing 
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to the tragedy of so many male suicides? If so, how can referring agents and counselling 

services encourage men to access treatment (Millar 2003) and support them when they 

are in the early phase of treatment? 

 

Goldney (1996) states that socio-demographic and clinical features associated with 

suicide are relatively unspecific. Therefore it is not possible to predict which 

individuals will commit suicide. Furthermore, studies are inconsistent and it is not 

possible to recommend specific treatments. Goldney suggests that: 

 

...therefore one must fall back on giving support to broad community 

intervention programs such as the provision of good social services with 

the promotion of parenting and interpersonal skills, while providing 

ready access to excellent facilities for the treatment of those mental 

disorders which are closely associated with suicide (1996, p. 34). 

 

Summary 

Section 2 discussed men‟s mental health and their health behaviours. Literature 

indicates that males have high health risk behaviours which have been linked to 

preventable disease and death. Changing these behaviours could prevent disease and 

premature death. At present there is still a dearth of research examining the reasons for 

these behaviours. 

 

While men account for around half of mental ill health it is hypothesised that they seem 

to externalise mental health problems more often. It is believed that the forms of 

externalising poor mental health are aggression, anti social behaviour and alcohol 

abuse, which influence mental health, in turn negatively leading to higher crime rates 

and higher suicide rates amongst males. 

 

There is wide range of studies in agreement that men who had been recently separated, 

stressed at work, unemployed and homeless, are most affected by mental health 

problems. These factors influence mental health negatively, increase the mortality risk 

and pose risk factors for suicide. 



 

24 

 

 

It was established that mental ill health is a risk factor for suicide. Literature agrees that 

men are less often diagnosed with a mental health issue and have less treatment but 

have a higher suicide rate. Some studies indicate that masculine role identities may be 

related to this fact. Finally, questions were raised as to why men do not seek more help 

while suiciding at this rate. 

 

3. Men’s reluctance to use mental health services 

In this section the literature concerning evidence for male underutilisation of mental 

health counselling services is examined, reasons why underutilisation is a problem are 

explored and theoretical explanations of men‟s underutilisation of mental health 

services are summarised. 

 

Evidence for male underutilisation of mental health services 

Males access help less frequently than females for medical and mental health problems 

(Brownhill et al. 2005; Galdas, Cheater & Marshall 2005; Hinton et al. 2006; 

Mansfield, Addis & Mahalik 2003; McKay et al. 1996; Wills & DePaulo 1991). Jorm 

(1996) and other authors believe that existing mental health treatment services meet 

men‟s needs poorly and are not often utilised by men (Fletcher, Higginbotham & 

Dobson 2002). 

 

Men also consult GPs less often than women. Laws (2006) cites studies by Blaxter 

(1985) and Bamford (1993) which have demonstrated men‟s poor uptake of GP 

services. Numerous population-based (Boros et al. 2000; Ladwig et al. 2000; Mustard et 

al. 1998), longitudinal (Green & Pope 1999) and smaller-scale studies of health care 

utilisation (Bertakis et al. 2000; Briscoe 1987) have shown that men in the western 

world tend to delay help-seeking and utilise health services less often than women. 

 

Although both men and women experience mental illness, gender-focused analyses, 

surveys and studies consistently confirm that males seek help less often than females 

for mental health problems (Kessler, Brown & Broman 1981; Leaf & Bruce 1987; Leaf 
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et al. 1988; Lin et al. 1996; Rhodes et al. 2002). For example, Lin, Goering, Offord, 

Campbell and Boyle (1996) found that 9.7 per cent of women interviewed in the 

Ontario Health Survey 1990/1991 accessed mental health services for psychiatric 

problems during 1990/1991, compared to only 5.8 per cent of men. The gender 

difference in this sample remained significant after controlling for type of mental 

disorder and socioeconomic factors (Rhodes et al. 2002). Similarly, Kessler, Brown & 

Broman (1981) studied gender differences in mental health help-seeking behaviour 

across four epidemiological surveys. They found that women consistently utilised 

professional help at a higher rate than men with comparable emotional problems. 

Smaller, non-epidemiological studies of college or medical students (Carpenter & 

Addis 2000) university employees (Boldero & Fallon 1995) and adolescents (Stanton-

Salazar, Chavez & Thai 2001) have also found that men are less likely to seek 

psychiatric help for emotional problems. No studies could be found differing from the 

findings that men access help less than women do and have longer delay in accessing 

services. 

 

In 2009 an Australian senate report on men‟s health stated that there is much evidence 

showing that males make less use of health services than females. 

 

For example, in the use of GP services women account for 57 per cent of 

visits and men for 43 per cent. The committee notes that 70 per cent of 

men with a mental health problem do not seek medical advice and that 

20 per cent of men (compared with 30 per cent of women) see their GP 

for a mental health problem (The Senate 2009, p. 15). 

 

Jorm (1996) reported that although there is little variance in overall prevalence in 

mental disorders between males and females, there is a difference in service utilisation. 

For example females received 73 per cent more services than males by Medicare 

funded private psychiatric services (Jorm & Henderson 1989). 

 

It is argued that men are therefore at a higher risk than women not only for continued 

experience of symptoms of psychological distress but also for physical health problems 
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associated with continued stress and specific, treatable mental disorders such as 

depression (Kessler et al. 1994; Millman 2001; Regier et al. 1993). 

 

Jessor, Donovan and Costa (1991) conducted a longitudinal study that included young 

adult high school and college males in the USA who reported feeling lonely and 

depressed, and that they felt uncertain of themselves and their lives were meaningless, 

yet only 10 per cent reported utilising mental health counselling. 

 

Furthermore, International and Australian research suggests that more females 

participate in self help mental health groups than men. These studies collectively 

suggest that young people, and in particular, young men, are not highly represented in 

self help support groups that meet around mental health issues (Borkman 1997; Gidron, 

Guterman & Hartman 1990; Kaufmann, Schulberg & Schooler 1994; Kessler, 

Mickelson & Zhao 1997; Kurtz & Chambon 1987; Lieberman & Snowden 1993; Luke, 

Rappaport & Seidman 1991; Raiff 1984; Segee, Maguire & Ross 1999; Shannon & 

Morrison 1990; Young & Williams 1987). 

 

All these studies agree that the evidence suggests that men are far less disposed to seek 

mental health treatment for emotional and mental health problems than women. Despite 

the consistency of these findings, there has been relatively little empirical examination 

of reasons for male underutilisation of mental health services (Mansfield, Addis & 

Mahalik 2003; Perlick & Manning 2007). 

 

The problem of underutilisation 

Literature suggests that mental health counselling can provide successful outcomes for 

clients (Asay & Lambert 1999; Brown, Nace & Dreis 1999; Chilvers et al. 2001; 

Duncan, Miller & Sparks 2004; The Senate 2009; Wampold 2001). For example 

Lambert and Bergin (1994) conducted a meta-analyses of studies on psychotherapeutic 

efficacy and found that there is empirical validation of the effectiveness of 

psychotherapy. Seligman (1995) concluded similarly from the findings of the large-

scale „Consumer Reports‟ survey. Lambert and Cattani-Thompson (1996) found in a 

review of research literature that counselling is effective in relation to no-treatment and 
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placebo control conditions and seems to have significant positive long term effects. 

Particular counselling theories or techniques do not seem produce different outcomes. 

Bower (2003) concluded from a meta analysis of seven trials comparing counselling 

with usual GP care that counselling is significantly more effective compared with usual 

GP care in the short-term. This finding was supported by others (Seligman 1995; 2000). 

It is therefore suggested that utilising mental health counselling services can prevent a 

further decline of mental ill health and improve mental health in clients. 

 

Mansfield (2005) stated that men's low rates of engaging in mental health counselling 

are only in recent times considered as problematic. Courtenay (2000b) stated that in the 

past, men's rates of help-seeking were considered to be normal based on a belief 

developed through a social construction that men are more resilient and stronger and 

women were overutilising services. 

 

Underutilisation of mental health services is a problem because research suggests that 

men engage in increased levels of risk taking behaviours when they suffer mental health 

problems as discussed (Möller-Leimkühler 2002). For example depression is said to be 

acted out as risk taking behaviour or violence. Accidental death rates for young men in 

particular are much higher than those for women. Young men aged between 15 to 24 

years are also three times more likely to be harmed in acts of violence than young 

women (National Institute for Mental Health in England 2000). The severe 

consequences of delay or non-treatment might be avoided if mental health counselling 

would be accessed. 

 

Why men underutilise mental health services 

While very little literature could be found examining the reasons why men access 

mental health counselling, a vast amount of literature exists attempting to explain the 

reasons for male underutilisation of mental health services. Mansfield (2003) for 

example points out that there is little knowledge about the variables that underpin men‟s 

utilisation of mental health services and more understanding about what encourages 

men to use services may help to develop policies in relation to service promotion and 
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service use. The majority of literature seeks to explain the reasons for males‟ reluctance 

to utilise mental health counselling services in gender specific attributes. 

 

Several explanations have been developed concerning health seeking behaviour. The 

most commonly discussed models are the Health Behaviour Model (HBM) (Andersen 

& Newman 1973), the Self-Regulation Model (SRM) (Leventhal, Meyer & Nerenz 

1980) und the Transtheoretical Model (TTM) (Prochaska, DiClemente & Norcross 

1993). These theories can be valuable in explaining factors influencing people 

accessing mental health services and their subsequent adherence to treatment. However, 

HBM and SRM have not a particular focus on men‟s behaviour. For this reason these 

theories have not been considered in this research. The Transtheoretical Model 

highlights gender differences in considering changing unhealthy behaviours (Laforge et 

al. 1999). For this reason TTM will be discussed in connection with motivational 

interviewing in Section 6. 

 

The literature is consistent in the view that men are generally unwilling to seek help for 

psycho-social health concerns (Addis & Mahalik 2003; Ang, Lim & Tan 2004; Morgan, 

Ness & Robinson 2003; Vogel & Wester 2003). The Senate Committee on men‟s health 

offers some explanations as to why men underutilise mental health counselling services. 

The Senate report stated the belief that multiple factors indicate why the identification 

of problems and treatment for men are more difficult compared to women. They state 

that the community might consider mental health as a relatively unimportant issue, 

reflecting a male perspective in which mental health may not be taken seriously. For 

this reason it was stated in the Senate report that: 

 

In conjunction with research which suggests that men access health 

services only when they consider it absolutely necessary, this low 

awareness of mental health inevitably results in failure to seek help 

(2009, p. 32). 

 

It might be possible that men have a different understanding of health than women. 

Lazarus and Folkman (1991) developed a theory about stress and coping. They assert 
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that the problem appraisal may influence attendance at a mental health service, and also 

that a lack of awareness of the importance of a mental health issue might influence the 

help-seeking behaviour. The latter argument is in agreement with the above mentioned 

view of the senate committee on mental health (The Senate 2009). 

 

Other possible explanations are that gender-role socialisation leads to avoidance of 

expressing emotions and therefore to avoidance of help-seeking (Addis & Mahalik 

2003; Courtenay 2000b). Masculine ideology leads men to attempt to be „tough‟ and try 

to solve their problems on their own rather than seeking help. The stigma associated 

with mental illness prevents men from accessing help (Corrigan 2004; Perlick 2001; 

Perlick & Manning 2007). It is likely that men fear being seen as vulnerable. Heppner 

and Gonzales (1987) have argued that men are very hesitant to seek counselling 

because they have difficulty admitting that there is a problem. They emphasise that, in 

Western culture, men avoid asking for help particularly from other men because it is 

barely acceptable to have problems. Help-seeking has feminine connotations and 

therefore may lead to feelings of inadequacy. 

 

Certain aspects of the male role seem to contribute to the emotional, physical, and 

relationship problems that men face and may impair their ability to utilise mental health 

counselling services. For example the Senate Committee on men‟s health states that: 

 

...the whole issue of anxiety, depression and other mental health 

problems in men is one of the most difficult to deal with in that 

identifying a problem and seeking help or treatment comes into conflict 

with what appears to be an entrenched aspect of masculinity, resistance 

to admitting weakness, seeking help and talking openly about emotional 

matters (The Senate 2009, p. 12). 

 

For this reason when engaged in help-seeking, men tend to avoid addressing 

psychological issues and prefer to present with physical symptoms (Eisler & Blalock 

1991). 
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Literature indicates that certain valued aspects of masculinity such as strength, 

independence, competitiveness, emotional control and power may in fact pose a risk to 

a man‟s health (Farrell et al. 2006; Levant 2009; Pleck 1981) in part because these 

behaviours may impede on timely help-seeking and utilising mental health counselling 

services (Galdas, Cheater & Marshall 2005). 

 

Theories to avoidance of mental health counselling services 

Theories found regarding men avoiding mental health counselling are primarily gender 

socialisation theories. Some important theories which may help in understanding men's 

low help-seeking are masculine gender socialisation, psychoanalytic perspectives, 

masculinity ideologies, alexithymia, men‟s gender role conflict, social constructionist, 

and social psychological perspectives and finally feminist views. These theories, which 

try to explain why men seek help less than women do, are outlined below. 

 

Masculine gender socialisation 

According to Perlick (2007, p. 394) „Gender Roles represent socially constructed 

values, norms, and cognitive schemata for role-appropriate behaviour of men versus 

women that are internalised through social reinforcement from early childhood‟. The 

following authors support the sentiment (Bem 1981; Chodorow 1978; Gilligan 1982; 

Silverstein & Perlick 1995). Gender-role socialisation theories emphasise that the social 

environment influences and teaches males and females to adapt to distinct sex typical 

behaviours and attitudes. Pleck (1981; 1995), states that this teaching is accomplished 

through embracing stereotypes and norms. He comments that norms are directions for 

behaviour, while stereotypes are generalisations about the identity of the sexes. 

 

There are developmental precursors to these manifestations of gender socialisation in 

male adulthood and it seems likely that these attitudes and beliefs develop in early 

childhood. 

 

Cuddling, tone of voice, colour of clothes, choice of toys are all 

influenced by the sex of the baby and thus serve to define and reinforce 
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the gendered patterns of behaviour (Luck, Bamford & Williamson 2000, 

p. 40). 

 

An international study, the Hite Report (1994), shows how these patterns are developed 

in families. Hite‟s research found that boys and men model other men; that is, they 

learn their gender role behaviour from men rather than from women. Kohlberg and 

Maccoby (1966) believe that maturing cognitive capacities play a significant role in 

acquiring gender identity, a conception that is derived from Piaget‟s theory of cognitive 

development. From this perspective, gender identity formation is not firmly established 

until age 5 or 6 when children conceive of gender as constant and permanent. 

 

Psychoanalytic perspectives 

Psychoanalytic theories of male-role socialisation suggest that because men are 

socialised to mask their emotions they are less able to recognise their feelings and as a 

result of their need not to appear vulnerable, to control their shame and sensitivity, they 

tend not to seek help (Perlick & Manning 2007). Pollack (1990) outlined the particular 

difficulties men have with the struggle between autonomy and attachment. On this view 

boys must separate from the mother and identify with the father in order to develop a 

masculine sense of self that allows aggression and feelings of anger and suppresses the 

range of feelings which express vulnerability, because expressing these feelings is 

considered as weak and feminine (Greenson 1968). This is a necessary developmental 

process. As male gender identity is based upon separation from the mother, attachment 

and closeness can threaten a male‟s sense of masculinity and may lead the man to 

defend his autonomy and interpersonal style of self-sufficiency. According to Pollack 

this shift towards masculinity in late adolescence and adulthood often leads to 

problematic self development characterised by: 

 

(1) partial affective-intellectual split; (2) anger prominence, rage, or 

repression personality; (3) walling off of vulnerable core self; mask of 

masculinity; (4) phobic avoidance or denial of interdependent object 

relations: sexualised self-object yearnings; (5) shame sensitive or shame 

phobic; (6) action blunting of empathic recognition; (7) incapacity to 
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translate feelings into language: alexithymia; (8) harsh unconscious self-

criticism, sometimes projected onto others; (9) perfectionistic need to 

master; (10) inability to grieve or mourn; and (11) vulnerability to 

substance abuse and depression (male type) (2001, p. 530). 

 

Because of this strong sense of identity, a reduced interpersonal awareness, the threat of 

losing one‟s autonomy and a defensive self sufficiency, men may be less likely to seek 

counselling as a solution to their problems (Perlick & Manning 2007). In addition, once 

in counselling men might perceive the therapeutic environment as difficult because 

many forms of therapy require some surrender of autonomy as well as the development 

of an emotional intimacy (Scher 1990). 

 

Masculinity ideologies 

Masculinity ideologies and gender-role conflict are two popular explanatory foci in 

masculine gender socialisation theories (Good, Borst & Wallace 1994). Masculinity 

ideologies are beliefs that men hold about what it means to be a man and are mainly 

concerned with competitiveness emotional control, self-reliance, power over others, and 

aggression (Pleck, Sonenstein & Ku 1993). For example, a man may have internalised 

the belief that he needs to be self reliant and solve problems on his own, that he needs 

to be professionally and socially competitive and being dominant and assert power to 

succeed, and that he needs to exhibit aggressive behaviour to solve conflicts in order to 

avoid being considered feminine (Mansfield, Addis & Mahalik 2003). Inability to 

express feelings of vulnerability such as sadness and fear may be indicative of a 

masculinity ideology which endorses emotional control. Masculinity ideology stands 

for a society in which men are expected to be focussed on material success, assertive 

and tough, whereas females are supposed to be more humble and tender. These 

ideologies may vary between persons and groups and change over time (Kimmel & 

Aronson 2004). Some masculinity ideologies are considered to be less traditional than 

others. Masculinity ideologies contribute to emotional expressiveness, but ideologies 

and emotional expressiveness may change depending on the situation and context in 

which a man finds himself. For example, a man may try to control his emotions at work 

because of his belief that men should be tough in their work environment. However, the 
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same man might deal with his emotions openly and affectionately in his family 

environment (Addis & Mahalik 2003). Because male ideology labels the expression of 

feelings as a sign of vulnerability, men have been socialised to avoid experiencing 

feelings and may have genuine difficulty in identifying their affective response to a 

stressor in order to estimate its severity (Good, Gilbert & Scher 1990; Heppner & 

Gonzales 1987; Millar 2003). Identifying with traditional masculinity ideologies has 

been linked to educational problems, risk behaviours, involvement with the justice 

system, delinquency, alcohol, tobacco and drug abuse, and violence (Mahalik, Good & 

Englar-Carlson 2003; Pleck, Sonenstein & Ku 1993). 

 

Adherence to traditional masculinity ideologies may influence the help-seeking 

behaviour of men negatively. Men with traditional masculinity ideologies may refuse to 

seek help for mental health issues as they are trying not to appear vulnerable or weak or 

delay help-seeking until they are in a crisis or deterioration in mental health occurs, or 

the likelihood of death because treatment wasn't sought early enough (Kaufman 1994; 

Mahalik, Good & Englar-Carlson 2003). It is believed that marginalised men adhere 

more strongly to some traditional masculinity ideologies and therefore do not access 

health services (Courtenay 2000b). For these men in addition to this ideological barrier 

there may also be a material barrier to help-seeking as will be described later under 

„Service Fee‟. To influence men‟s help-seeking behaviour positively, identification with 

the traits of competition, aggression and stoicism, would need to be reduced towards 

accepting vulnerability and dealing with emotions in a more open way (Pleck, 

Sonenstein & Ku 1993; Thompson & Pleck 1986). 

 

It has been suggested that the male socialisation process can lead to a need to present as 

strong, independent and stoical and therefore an inability to be emotionally expressive 

in public and private settings (Möller-Leimkühler 2000; O'Neil et al. 1986). As Rochlen 

and Hoyer (2005) articulate, this attitude is not compatible with counselling models 

where clients are expected to show vulnerability and emotional expressiveness. They 

believe that this conflict can act as a barrier and discourage men, often sub-consciously, 

from engaging with mental health counselling services. 
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Restrictive emotionality: Alexithymia 

Men are socialised not to express their vulnerabilities and feelings such as fear and 

insecurities because this is perceived as not masculine. Because of this constant denial, 

emotions eventually may get blocked from awareness. Such a lack of emotional 

awareness is thought to be so pervasive among men that some theorists have adopted 

the term alexithymia to describe it (Levant 2001). Alexithymia is defined as the 

inability to recognise and verbally express feelings (Fischer & Good 1997; Levant et al. 

2003). Levant (2001) concludes that men with alexithymia are less likely to benefit 

from counselling because in traditional therapy clients are expected to be able to 

recognise and express their feelings. 

 

Levant (2001) argues that male alexithymia develops as a result of male-role 

socialisation. He argues that this emotional restrictedness prevents men from 

recognising their problems. Studies support this theory. They found that emotional 

restrictedness is positively associated with male gender-role conflict and masculine 

ideology (Fischer & Good 1997; Levant et al. 2003). Measures of gender-role conflict 

have been significantly negatively associated with an attitudinal measure of recognition 

of personal need for professional help (Good & Wood 1995; Timlin-Scalera et al. 

2003). Consistent with findings from correlation studies based on self-report measures, 

based on their interview with high school males, Timlin-Scalera, Ponterotto, Blumberg 

and Jackson (2003) concluded that many appeared to lack insight into their own 

problems and need for services. Thompson, Hunt and Issakidis also (2004, p. 811) state 

that „there is a growing body of evidence that people simply do not recognize their 

symptoms as a mental health problem, and that this is a major barrier to seeking mental 

health care‟. 

 

Men tend to develop strategies in order to avoid expressing emotions. These strategies 

are consistent with masculinity ideology. Some of the strategies are valuing rationality 

over emotionality, avoidance of intimate relationships, use of addictive substances, and 

intolerance of others expressing feelings (Meth & Pasick 1996). Some strategies which 

men adopt for dealing with emotions that they see as acceptable are, sports either as 

participant or as spectator, depending on women to fill their emotional needs, using sex 
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as an outlet for emotions, and assuming that alcohol and drugs permits and enhances 

expression of emotions (Davies et al. 2000; Good, Gilbert & Scher 1990; Heppner & 

Gonzales 1987; Meth & Pasick 1996). 

 

According to Good, Gilbert and Scher (1990) men identifying with traditional views of 

masculinity are generally reluctant to ask for help of any kind. Health messages are a 

threat for them and according to dominant notions of masculinity, health services and 

positive health behaviours are linked with femininity (Pease 1997). Pease (1991) stated 

that many men are wary of sharing personal information because it is not consistent 

with social norms of acceptable masculine behaviour and boundaries regarding 

intimacy and self-disclosure of vulnerability. Moreover health settings are often 

unfamiliar environments to men because of a tendency to under-utilise health services 

(Australian Bureau of Statistics 1996; Baum 1998; Courtenay 2000d). They can also be 

perceived by some men to have feminine associations because they are linked with 

help-seeking and admission of vulnerability, characteristics to which hegemonic 

masculinity is opposed (Courtenay 2000b; Pease 1997). O‟Neil (1981, 1982) 

summarised the societal expectations of the male gender role. He stated that the 

expression of emotions is a sign of vulnerability and weakness in men and seeking help 

indicates vulnerability, weakness, or incompetence in men. Furthermore any 

interpersonal relationships that cultivate feelings or physical contact are perceived as 

feminine and best avoided by men. 

 

Men’s gender role conflict 

Nearly 100 years ago, Alfred Adler (1978) used the term „masculine protest‟ to describe 

gender role conflict. He indicated that social pressure on men to be superior and 

powerful evoked stress in men and women alike. While women are resistant to adopting 

an inferior role, men experience stress from the demand of living up to the masculine 

ideal. 

 

Gender-role conflict theory describes cognitive, affective, and behavioural stressful 

experiences as consequences of masculine gender socialisation (O'Neil, Good & 

Holmes 1995). O‟Neil, Helms and Gable (1986) describe the consequences of this 
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conflict as „the restriction of the person‟s ability to actualise their human potential or 

the restriction of some else‟s potential‟. Gender-role conflict has common 

characteristics with theories of masculinity ideologies and both frameworks assume that 

masculine gender socialization has unhelpful consequences for males. However, they 

are different in that masculinity ideologies describe ideas and beliefs about maleness, 

whereas gender-role conflict illustrates the experiences of men as a result of masculine 

gender socialization. 

 

O‟Neil, Helms and Gable (1986) describe four specific patterns of gender role conflict: 

the stressful experiences and feelings of expectations and obligations to succeed, 

achieve power and compete with others; the experience with restricted expression of 

emotionality and the need to appear strong and stoic in difficult situations; a conflict of 

not being able to express warmth and affection between men; and finally that men feel a 

conflict between family and workplace. The areas of gender role conflict are now 

described. 

 

Preoccupation with success, power, and competition 

Preoccupation with success signifies an emphasis on over-achievement, strength, 

control, and having to pursue a successful career in order to be perceived as doing well. 

The degree of adherence to a typical male role such as competition, success and power, 

has been related to men‟s hesitance to seek and utilise psychological services (Pleck 

1981). Male ideology emphasises self-reliance. The need to seek help is viewed as a 

sign of weakness (Mansfield, Addis & Mahalik 2003). Therefore those males who do 

request therapy are often in more serious difficulty than comparable females (Fischer & 

Turner 1970). 

 

Conforming to masculinity to suppress femininity 

Men fear the feminine part of themselves. They experience difficulty with their 

emotional self-disclosure as well as discomfort with the emotional expressiveness of 

others. Men restrict their expressions of caring for each other, are reluctant to show 

empathy and become anxious and shameful if they are attracted to other men (Nelson-

Jones 2001). Luck Bamford and Williamson (2000) assert that there are some common 



 

37 

 

beliefs about common attitudes of men towards their own health. These beliefs are that 

seeking help counts as unmanly, maintaining a stoic attitude and depending on women 

to manage men‟s health. Many men must suppress their emotions in order to conform to 

the societal masculine requirements that they feel uncomfortable with (Luck, Bamford 

& Williamson 2000). Despite these common beliefs, according to Hite (1994), most 

men do not feel that they are typically male. Moreover, most men do not feel that they 

are powerful. 

 

Conflict between work and family relations 

Conflict between loyalty to the workplace and work and relationships and family is 

experienced as distress. Cournoyer and Mahalik (1995) compared non-clinical samples 

of college-aged and middle-aged men. Middle aged men had fewer conflicts with 

success, power and competition, but were more distressed about the conflict between 

work and family responsibilities. 

 

Gender conflict and mental health 

When men diverge from their masculine ideals they increase their conflict with their 

gender role which is manifest in stress and anxiety. For example Good, Robertson, 

Fitzgerald, Stevens and Bartels (1996) and Hayes and Mahalik (2000) examined in two 

different studies the relationship between psychological distress and masculine gender-

role conflict in university counselling service clients. The findings supported earlier 

reports that higher gender role conflict is associated with higher levels of emotional 

stress including paranoia, psychosis, obsessive compulsive behaviour and interpersonal 

sensitivity. O'Neil, Good and Holmes (1995) found that gender-role conflict also 

negatively influences, self-esteem, intimacy and love relationships. Other researchers 

also found that gender-role conflict correlates with depression and anxiety (Cournoyer 

& Mahalik 1995; Englar-Carlson 2006; Sharpe & Heppner 1991). 

 

Gender role conflict and attitudes to help-seeking 

Masculine ideology and male gender-role conflict influence treatment seeking 

behaviour (Fischer & Good 1997; Good, Dell & Mintz 1989; Heppner & Gonzales 
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1987). O‟Neil found that the results of numerous studies suggest that gender role 

conflict: 

 

... and negative attitudes about help-seeking are related to men across 

different ages, nationalities, races, sexual orientations, and special health 

circumstances. The stigma of seeking help because of masculinity 

conflicts appears to be a universal problem for the samples assessed 

(2008, p. 396). 

 

Mansfield, Addis and Mahalik (2003) state that „Research has shown that men who 

experience higher levels of gender-role conflict also endorse more negative attitudes 

toward help-seeking‟ (Blazina & Marks 2001; Blazina & Watkins 1996; Fischer & 

Turner 1970; Good, Dell & Mintz 1989; Good & Wood 1995; Johnson 1988; Komiya 

& Good 2000; Leong & Zachar 1999; Robertson & Fitzgerald 1992; Wisch et al. 1995). 

Some of this research will be discussed later under „Research relating to avoidance of 

mental health counselling sevices‟. 

 

Social constructionist theory 

The literature review has considered mainly literature from developed countries and 

mainstream social and cultural context. 

 

The majority of literature found, considers men predominantly as a homogeneous group 

and therefore attributes masculine stereotypes to males in general. Some of the 

masculine stereotypes are: men are tough, fearless, are prone to risk taking behaviour, 

are healthier than women, have restricted emotional openness and vocabulary, and men 

resist help-seeking.  

 

There is some literature which tries to challenge monocultural assumptions about 

masculinity. Social constructionist theory acknowledges class based masculinities. The 

postmodern critical theory criticises singular masculine constructs and emphasises 

men‟s multiple subjectivities and variations among men such as gay men, anti sexist 

men, race and class, age and cultures. Postmodernists try to deconstruct men as one 
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category and break the link between anatomical sexuality and gender stereotypes (Pease 

1999). 

 

Connell (2005) hypothesises that hegemonic masculinity is constructed through 

interplay between several masculinities such as black and white, working-class, and 

middle-class, and many subcategories such as gay black, gay white etc. In his view the 

relations between the different kinds of masculinity are associated with different 

positions of power such as dominance, subordination and alliance. 

 

Despite these more refined theories there is at present a dominance of the monocultural 

masculinity in the literature found and this is reflected in this thesis.  

 

Social constructionist theory embraces the view that gender is actively formed in social 

interactions. Social constructionist theory asserts that gender encompasses certain 

behaviours performed in social and cultural contexts rather than being merely a 

personal characteristic or trait (West & Zimmerman 1987). Gender specific behaviour 

can change in varying social situations. Furthermore social structures influence 

identification with gender and behaviour such as ethnicity, class and sexual orientation. 

For example, Pyke (1996) studied how masculinity is demonstrated in diverse social 

classes. She found that working class men displayed an unconcealed form of patriarchal 

ideology. For example they formulated the view that it was natural for women to be the 

submissive partner but effectively shared more domestic responsibility compared to 

upper middle-class men who considered their career more important than their partner‟s 

career and used this view to avoid domestic responsibility. 

 

Social constructionist theories and help-seeking 

According to social constructionist theory men might tend to minimise health problems 

because this behaviour allows men to preserve gender stereotypes in relation to strength 

and to protect their social status in social interactions (Kaufman 1994). 

 

With regard to help-seeking, one's desire to be perceived as a man and 

the way one chooses to mark oneself as a man within a particular context 
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may influence whether a person seeks help (Mansfield, Addis & Mahalik 

2003, p. 99). 

 

According to social constructionist theory, men try to assert themselves as masculine. 

For example, they might deny pain and distress and this denial does not allow admitting 

that one is in need of help. They might steer conversations away from emotionally 

charged content and therefore not reveal that they have a mental health issue. 

 

When Courtenay describes an example of a men‟s enactment of gender from the social 

constructionist perspective, it becomes obvious that individual men are not likely to 

seek help: 

 

A man who enacts gender as socially prescribed would be relatively 

unconcerned about his health and well-being in general and would place 

little value on health knowledge. He would see himself as stronger, both 

physically and emotionally, than most women. He would think of 

himself as independent, not needing to be nurtured by others. He would 

not develop close friendships, and his social networks would be small. 

He would be unlikely to ask others for help. Work and employment 

would be central to his sense of self and essential for maintaining his 

self-esteem. The intense and active stimulation of his senses would be 

something he would come to depend on. He would face danger 

fearlessly, disregard his risks, and have little concern for his own safety. 

He would see himself as invulnerable to the risks commonly associated 

with unhealthy behaviour. He would lack the vocabulary to describe 

physical sensations and would have difficulty identifying and expressing 

most of his emotions. However, he would consider anger to be 

acceptable, particularly when expressed physically. He would view 

physical violence as a sometimes necessary part of life. He would not be 

interested in learning about health, nutrition, or cooking, and he would 

be unconcerned about his weight, diet, or hygiene. Finally, he would 
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adamantly reject doing anything that he or anyone else would consider 

feminine (2000c, p. 10). 

 

Social constructionist theories and the influence of health care providers on men 

From a social constructionist perspective health care providers have also contributed to 

understanding men‟s underutilisation of health services. Van Wijk, van Vliet, Kolk and 

Everaerd (1991) argued that sociologists, health professionals and researchers had 

contributed to portrayals of men as the healthier gender and that men are stronger and 

physically superior to women. These assumptions about men have not been critically 

examined. Annandale and Clark (1996) stated that this belief contributed to the neglect 

of men‟s health. 

 

Courtenay (2000c) believes that disease morbidity can be socially constructed in part 

because the data is often based on self report measures, or behavioural indexes such as 

physician visits are used to measure the relative health of people. Courtenay (2000c, p. 

9) states that „Gender-biased diagnostic decisions of mental health clinicians also 

contribute to inaccuracies in morbidity statistics‟. 

 

Social-psychological theory 

Social psychology investigates the factors that influence people‟s behaviour in social 

interactions. In this context, Addis and Mahalik (2003) found that certain psychological 

factors are related to behaviour and help-seeking attitudes in men. 

 

Social psychological aspects and help-seeking 

The following factors were deemed by Addis & Mahalik (2003) to have an impact on 

men‟s help-seeking behaviours: Normativeness, ego-centrality, conformity, reactance 

and reciprocity. 

 

Normativeness 

The degree to which a person views their behaviour or experience as common or 

normal is specified as normativeness (Cialdini & Trost 1999; Mansfield, Addis & 
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Mahalik 2003). Some factors that may help determine whether a behaviour is perceived 

as normative can be media depictions of the issue, personal familiarity with the issue, 

masculine gender socialisation, and contact with other people who have the same issue 

(Addis & Mahalik 2003). The more people experience their issue as common or normal 

the easier it is to seek help (Nadler 1990; Nadler & Maysless 1983). Alternatively if a 

man believes that his issue is very unusual (e.g., depression, anxiety) for a man in his 

usual environment, he tends to avoid seeking help (Addis & Mahalik 2003). 

 

Ego-centrality 

The ego-centrality of a problem signifies the extent to which a quality is perceived as 

central for one‟s identity or ego or self-concept. If a man regards himself as able to keep 

all his emotions under control at all times, depression would be perceived by him as a 

highly ego-central problem. People are less likely to seek help when they experience a 

problem which is considered as highly ego central (Nadler 1990; Wills & DePaulo 

1991). Societal norms guide what is considered as ego-central. For example, male 

societal norms include the aptitude stay emotionally cool when under pressure, and 

assume the capability to solve problems by oneself. A person will likely refuse seeking 

help if these norms are highly internalised. 

 

Conformity 

Conformity to a group norm is a powerful predictor of behaviour (Addis & Mahalik 

2003). Men may be unwilling to seek help if they believe they are at risk of being 

stigmatised for doing so (Addis & Mahalik 2003). Addis and Mahalik identified four 

factors affecting the degree to which a man feels obligated to conform to norms that 

exclude help-seeking. First, research on conformity within groups suggests that one 

group member will abstain from voicing a different opinion or taking a divergent action 

from the group opinion (Gorenflow & Crano 1989). This is valid for help-seeking in 

men. If the group opinion is against utilising a mental health counselling service, group 

members will follow this opinion and will not be likely seek help even when needed. 

Second, the larger the group the greater the influence it has on the individual (Gerard, 

Wilhelmy & Conolley 1968). Third, a group opinion is more likely to influence an 

individual if the individual experiences themselves as similar to the other group 
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members (Morris & Miller 1975). The more different a man considers himself from the 

group the less he will be influenced by the group opinion. The more a man admires 

other group members who discourage help-seeking, the less he will seek help himself. 

Finally, the more important the group is to an individual the more power the group 

asserts over the individual‟s decision to seek help (Morris & Miller 1975). 

 

Reactance theory and help-seeking 

Reactance theory suggests that people will try to restore their autonomy or self-control 

after they have been endangered (Brehm 1966). The construct of reactance has 

numerous implications for seeking help. For example, expecting to answer questions 

from a counsellor can be perceived as a threat to one‟s free-will. Also being asked to 

change one‟s behaviour, e.g. smoking or drinking habits, may be perceived as threat to 

one's autonomy of making their own decisions and identity. Moreover well intended 

suggestions for seeking help or behaviour change by others can result in reacting 

negatively because this may be perceived as surrendering control. Consequently, the 

more a partner encourages a man to seek help, the less willing he may be to do so. 

Strong encouragement to seek help or inquisitive questioning about a problem might be 

perceived as threats to self-determination and autonomy (Brooks 1998). 

 

Reciprocity 

The theory of reciprocity suggests that an individual is more likely to accept help if 

there is an opportunity to give something back in return. Reciprocity allows men to 

maintain an equal status within an interaction or relationship. Not only does seeking 

help from professionals not involve reciprocity, it also involves vulnerability, a 

surrender of control, expressing feelings, and admitting a lack of knowledge, all of 

which are antagonistic to traditional masculinity norms (Brooks 1998). This might 

make it particularly difficult for men to seek help for mental health issues, because 

there are few opportunities to give something back. Therefore men may be more likely 

to access a health service when they perceive an opportunity to reciprocate (Greenberg 

& Westcott 1983; Wills 1992). Mansfield (2003) states that Alcoholics Anonymous 

(AA) programs include reciprocity and this might be one of the reasons for the 

participation of many active male members at AA. 
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Feminist views 

The feminist perspective is consistent with the psychoanalytic view and emphasises 

gender differences in early childhood development. Based on clinical experience, 

Chodorow (1978) concluded that whereas girls stayed with their mother and identified 

with her, boys become estranged from the mother and shift towards an emotionally 

distant father and an internalisation of the masculine gender role with emotional 

detachment and personal independence. Based on her research in moral development, 

Gilligan (1982) argued that males tend to focus on creating a strong sense of identity as 

opposed to a strong sense of interpersonal awareness and connectedness. Because men 

come to value autonomy they are threatened by intimacy. Feminist theories relate 

predominantly to difficulties in acknowledging the need for help as a result of the need 

for independence (Perlick & Manning 2007) as the reactance theory does. Additionally 

care and presumably self-care are not seen as male values and virtues (Gilligan 1996) 

which could lead to additional neglect of help-seeking in men. 

 

Research relating to avoidance of mental health counselling services 

Research regarding men‟s hesitant help-seeking behaviour will now be discussed. The 

following themes have been uncovered: Knowledge about mental health and applicable 

services, men‟s attitudes and intentions to seek help, restricted openness and stigma. 

 

Knowledge about mental health and applicable services 

Men might be very unsure when they need to ask for help because they have little 

knowledge of mental health and mental health services. For example Thompson, Hunt 

& Issakidis (2004) found in their study that the barriers for help-seeking for anxiety and 

depression was a lack of knowledge about mental illness and predominantly men did 

not know where to find available treatment. 

 

Thompson, Hunt and Issakidis (2004) conducted a rare Australian study targeting the 

barriers to help-seeking and factors that assist help-seeking for emotional problems and 

found that the main reason people did not access mental health services was the lack of 
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knowledge about mental health and where to get help. More men than women stated a 

main reason not to seek help was the lack of knowledge where to find help. 

 

Two hundred and thirty-three participants, consisting of 101 male and 132 female 

patients attending an anxiety clinic, described their help-seeking history in self 

reporting questionnaires. The sample age was between 18 and 77 with a mean age being 

32.2 years. Other socio-economic factors were not considered. 79 per cent had a 

primary diagnosis of anxiety. Collected data were age at onset of anxiety/depression, 

age at help-seeking, primary reason for the delay, prompt to seek help and the first 

professional contacted. Respondents were asked what most delayed seeking 

professional help for anxiety/depression. They had to give one answer of nine possible 

choices. Respondents were also asked what prompted their help-seeking. They had to 

choose one of four possible choices. After tallying the reasons for delay, prompts for 

help-seeking and first professional contact, a multivariate logistic regression analysis 

was used in order to test a correlation between the length of delay and reasons for delay 

and reasons for triggering help-seeking. Answers for delay were categorised into „lack 

of knowledge‟, „attitudinal‟ and „residual‟. A triangulation with a second model 

examined individual reasons for delay given by more than 10 participants. All of the 

participants delayed accessing treatment for at least one month. The non-gendered 

result showed an average delay of 9.4 years. The result for the reasons for delay of 174 

valid answers were: Lack of knowledge (104), attitude (42), structural (3), severity (11), 

and accessed other sources of help (13). 

 

The most important findings were in the category lack of knowledge, people thought „it 

would go away by itself‟ (47), „nothing could help‟ (30) and „did not know where to get 

help‟ (21). More male than female endorsed „I did not know where to go for help‟ while 

females mostly believed that „nothing could help‟. Attitudinal reasons were „afraid to 

ask for help‟ (22) and „preferred to manage it themselves‟ (20). 

 

Limitations of this study were that the accuracy of self-report data is unknown, 

recruitment from a specialist treatment clinic may have skewed the sample and the 

explicit response to problem recognition was not included in the study. A gendered 
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approach would have been helpful to explicate clearer differences in length and reasons 

for delay and prompt for help-seeking. 

 

Men’s attitudes and intentions to help-seeking 

Negative attitudes and low psychological openness might influence men‟s intentions to 

seek psychological help and contribute to underutilisation of mental health services. 

 

Millar (2003) conducted a small qualitative study in England. The purpose of the study 

was to explore men‟s experiences when considering counselling. Millar interviewed ten 

Caucasian men between 27 and 61 years old who had attended counselling. They 

received treatment for a variety of issues such as depression, anxiety, stress, addiction 

and sexual problems. Millar found that it was a major challenge for all but one of these 

men to ask for help. The results indicated that when men felt serious distress, they were 

often terrified of asking and receiving help, as this was associated with a loss of control 

of their autonomy and an expression of vulnerability. Men seemed to be more able to 

seek and accept help when they had more knowledge about counselling and greater 

self-awareness which was associated with less vulnerability and more control over 

one‟s autonomy. Millar concluded that more needs to be done to increase the men‟s 

feelings of autonomy when considering seeking help. Despite the limitations of this 

study it provided a base for further research in the area of help-seeking in men. 

 

Mackenzie, Gekoski and Knox (2006) examined age and gender differences in attitudes 

in seeking professional mental health and the influence of attitudes on intentions to 

help-seeking. Mackenzie, Gekoski and Knox conducted a survey of 105 male and 99 

female community dwelling adults in Canada. The questionnaires measured help-

seeking attitudes consisting of psychological openness, stigma, help-seeking propensity 

and psychiatric symptomatology, prior help-seeking, and intentions to seek help. The 

reliability of attitude was tested via replication with 293 undergraduate students. The 

study indicated that help-seeking attitudes have been the most consistent and strongest 

predictor of intentions to seek psychological help. This view that attitudes are a reliable 

factor towards behaviour is supported by Ajzen (1991). Furthermore, Mackenzie, 

Gekoski and Knox (2006) found that men have more negative intentions towards 
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seeking mental health treatment than women. Younger men had less positive intentions 

to seek help than middle aged and older men. They state that help-seeking attitudes 

contain following components: 

 

Psychological openness, which reflects openness to acknowledging 

psychological problems and the possibility of seeking professional help 

for them; a help-seeking propensity, which reflects willingness and 

ability to seek help; and indifference to stigma, which reflects concern 

about how important people in one‟s life would react to help-seeking 

(2004, p. 2410). 

 

Leaf, Bruce and Tischler (1986) conducted a North American cross-sectional study of 

4,838 participants in an epidemiological catchment area. Half were male adults, mostly 

white. Respondents were asked about their propensity and barriers to use mental health 

services and the potential reactions of family members if they would receive mental 

health treatment. Leaf, Bruce and Tischler found that attitudes and beliefs play an 

important role in help-seeking. However, the results that a positive help-seeking attitude 

is associated with a greater probability of accessing treatment could only be found in 

women but not in men. In trying to explain this phenomenon Leaf, Bruce and Tischler 

considered that gender related coping strategies influence the help-seeking process. 

They believed that men identify the need for treatment later than women do and 

postpone treatment longer, partly because they have difficulty to acknowledge the need 

for outside help. 

 

Older men’s attitudes to help-seeking 

As stated earlier, studies have consistently indicated that men are less likely to seek 

help for mental health issues than women (Addis & Mahalik 2003). Addis and Mahalik 

stated that these findings are valid for different age groups and nationalities. Despite 

these findings Mackenzie, Gekoski & Knox (2006) found in their study that older adults 

had more positive attitudes to access counselling services. They also found that socio-

demographic factors influenced help-seeking. Older adults with higher levels of 

education had more positive attitudes. Older single adults had more positive attitudes to 
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seeking psychological help. This is consistent with the findings of Kessler (2005), that 

individuals who were never married were more likely to seek help. Mackenzie (2006) 

also found that men have less psychological openness than women. They conclude that 

for older male adults a lack of psychological openness is a more relevant factor for 

avoiding help-seeking than stigma and negative attitudes. 

 

Young men’s attitudes to mental health counselling 

Smith (2004) examined adolescent males‟ views on mental health counselling. For this 

purpose Smith conducted a study of 100 adolescent males between 14 and 18 years 

from American middle schools. Most of the males were Caucasian from upper middle 

class families. The results indicated that „they associated mental health counselling with 

mental illness and pathology‟. Most prevalent responses of the adolescent males were: 

mental problems; mentally unstable; brain problems and crazy. Most of the participants 

had not used a mental health counselling service in the past. Despite this, the majority 

reported a readiness to use such a service if needed whereby they would prefer to use 

action-oriented counselling strategies. Action-oriented strategies include activities 

outside the office, such as food, art, animals, reading and drawing. The counsellor 

should be a good listener, trustworthy, preserving confidentiality and be willing to 

discuss controversial topics. They would prefer fun and group activities, games, 

exercises, sport and multimedia. This knowledge could be helpful in developing 

treatment programs for adolescent males. 

 

Restricted emotional openness 

Davies, McCrae, Frank, Dochnahl, Pickering, Harrison, Zakrzewski and Wilson, (2000) 

conducted a study with 49 US undergraduate Caucasian college males. They formed 

seven focus groups in order to explore the teenage men‟s health concerns and their 

barriers to help-seeking. They found that the major barriers to help-seeking were the 

men‟s belief that they needed to be independent, their restricted emotional openness and 

their socialisation to conceal vulnerability and stigma. Many of the men reported a 

strong reluctance to seek help even if they were aware of their health issues unless they 

were in extreme physical or emotional pain. The focus group members attributed this 
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behaviour to the socialisation process strengthened by peer pressure. Some mentioned 

that they feared needing counselling might be seen by other men as a sign of weakness. 

 

Good, Dell and Mintz (1989) conducted a quantitative study of 401 undergraduate male 

students in the USA and examined the relatedness between adherence to traditional 

male gender role and help-seeking attitudes and behaviours. Canonical analysis and 

regression indicated that high levels of restrictive emotionality, and restrictive 

affectionate behaviour between men were significantly related to negative attitudes 

toward help-seeking. Restrictive emotionality and restrictive affectionate behaviour are 

part of gender role conflict. This finding is consistent with the findings of Komiya and 

Good (2000). They examined the effects of emotional openness and other potential 

predictors toward seeking psychological help with a sample of 311 undergraduate USA 

college students with a mean age of 18.4 years and 87 per cent Caucasian. Forty per 

cent of the participants were men. Respondents were given questionnaires. Results from 

multiple regression analyses indicated that men are less emotionally open than women 

and less emotional openness is correlated with negative help-seeking attitudes for 

psychological services. 

 

Mental illness stigma 

Smith, Robertson and Houghton (2006) conducted a small study about physicians‟ 

understanding of men‟s avoidance of mental health counselling services. Physicians‟ 

discussions indicated that the male socialisation processes, the stigma of needing help, 

and ignorance about counselling sessions, all contribute to men‟s avoidance of mental 

health counselling services. This is consistent with O‟Neil‟s (2008) findings from his 

review of research on men‟s gender role conflict. As Perlick and Manning (Perlick & 

Manning 2007) state, seeking mental health treatment identifies the person as mentally 

ill and thereby exposes them to a risk of social rejection. Several studies indicated that 

acknowledging an inability to deal with difficulties by themselves can lead to low self 

esteem (Deane & Chamberlain 1994; Komiya & Good 2000; Scher 1979). Perlick and 

Manning (2007) hypothesise that men who endorse negative stereotypes for help-

seeking are less inclined to admit their own need for help. This hypothesis is supported 

by Cooper, Corrigan & Watson (2003). 
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Summary 

This section addressed males‟ reluctance to use mental health counselling services. 

Evidence for male‟s underutilisation was examined, underutilisation as a problem has 

been explored and reasons for this behaviour have been introduced. Theories and 

studies pertaining to men‟s avoidance of mental health services have been investigated. 

 

The literature in Australia, USA, Canada and UK agrees that men seek help for mental 

health issues less often than females do and also delay help-seeking longer than women 

do. It was stated that increased utilisation of mental health services would prevent 

further deterioration of mental ill health and improve mental wellbeing. Some authors 

state that males might have a lack of awareness and knowledge about mental health, 

therefore might consider mental health as relatively unimportant which leads to 

underutilisation. 

 

The majority of theorists try to explain the reluctant help-seeking of men with gender 

socialisation theories. All these theories make similar statements about men‟s reluctant 

help-seeking behaviour. They emphasise that men avoid expressing emotions which 

may lead to avoidance of help-seeking. Men believe they need to be strong and see 

themselves as weak when they need help for a mental issue. They need to be self reliant 

and solve their problems by themselves, they fear to be stigmatised by others or seen as 

vulnerable and inadequate when they have to admit that there is a problem. 

 

Studies come to similar conclusions as the theories. Some studies relate men‟s reluctant 

help-seeking behaviour in part to their lack of knowledge about mental health and 

where to find available services. Particularly one Australian study (Thompson, Hunt & 

Issakidis 2004) indicated that a significant contributor for delay of help-seeking in 

males was the lack of knowledge where to find help. Quantitative studies in Canada, 

USA have shown that attitudes correlate significantly to intention of help-seeking. 

Studies consistently found that men have more negative intention to access a mental 

health service than women. Some studies found that older men have a more positive 

attitude than younger men. However, Leaf, Bruce and Tischler (1986) found in a large 
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US study that positive help-seeking attitude does not influence males in actually 

accessing a service. 

 

Studies agree that major barriers to male help-seeking are the belief of independency 

restricted emotional openness, the need to appear strong, hiding vulnerability stigma of 

needing help. The studies are consistent with presented theories. 

 

4. Men accessing mental health counselling services 

Section 3 presented evidence for men‟s underutilisation of mental health counselling 

services and examined theories and former studies attempting to explain the reasons for 

men‟s hesitance of mental health counselling service use. This section examines 

literature about men‟s decision making process in relation to help-seeking. While there 

is an abundance of theories and studies pertaining to males‟ hesitance in accessing help, 

few former literature could be found relating to males‟ decision processes towards help-

seeking. The main factors have been identified as problem recognition and appraisal. 

Then literature on the influence of prior treatment on decision making is examined, 

followed by a discussion of the prompts for help-seeking. Then the influence of others 

in men‟s lives on accessing a service is considered. General practitioners are a 

particularly important influence for the decision of males to access a mental health 

counselling service. For that reason the influence of GPs is reviewed. 

 

Problem recognition and appraisal 

Millar (2003) identified four key experiences in men‟s decision making process towards 

help-seeking. These experiences are: identifying the problem; help-seeking; talking 

about personal issues; and finding a counsellor. Before help is sought a problem needs 

to be identified. Mechanic‟s (1980) early socio-psychological model of help-seeking 

behaviour for mental health problems proposed that the severity of the illness symptoms 

is fundamental and leads to problem recognition. Thompson, Hunt and Issakidis (2004) 

found in their study that a delay in seeking help is caused by the time taken to recognise 

a problem. They believe that a contributing reason for slow problem recognition is lack 

of knowledge about mental health. However, they state that once the problem is 
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recognised, the perceived need for treatment does not necessarily predict the actual 

help-seeking behaviour. Perlick and Manning (2007, p. 399) assert that in „making a 

decision whether to make an appointment with a mental health professional, an 

individual balances the degree of distress against the proscriptions for help-seeking‟. 

Kushner and Sher (1991) conducted a literature review on the relationship of treatment 

fearfulness and psychological service utilisation. They conclude that the decision to 

seek help is based on an „approach and avoidance‟ conflict. The degree of mental 

distress or pressure from others and the perceived potential benefits of interventions 

encourage people to access help, versus the value of self-reliance and the fear of stigma, 

treatment fears and costs discourage men from accessing help. Millar (2003) found that 

factors in the decision making process were: finding the appropriate treatment service, 

the question of confidentiality, the cost and accessibility of treatment. 

 

Previous experiences may influence intention to access future 

treatment 

Available research suggests that prior counselling experiences may influence future 

help-seeking intentions. For example Cusack, Frank, Wilson and Ciarrochi (2006) 

found in their study that positive previous experience of treatment helpfulness predicted 

positive intentions to seek help from a mental health professional, no matter what the 

pathway to counselling was. This is consistent with Solberg, Ritsma, Davis, Tata and 

Jolly (1994) and Millar (2003) and also Blazina & Marks (2001). This finding was also 

supported by the findings of Deane, Skogstad and Williams‟ (1999) study with a sample 

of male prisoners. They reported that males had more positive attitudes to help-seeking 

if they had previous treatment experiences than males who had no previous 

experiences. However, it was not explored whether these experiences needed to be 

positive in order to develop a positive attitude towards future help-seeking in these men. 

 

Prompts for help-seeking 

Men seek help less often than women (Addis & Mahalik 2003; Cusack et al. 2006; 

Rickwood et al. 2005), even if they feel the same level of psychological distress 

(Carpenter & Addis 2000; Deane & Todd 1996; Kessler, Brown & Broman 1981). 
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Researchers have found that men are more distressed when they decide to seek help 

because of their masculinity roles (Davies et al. 2000; Wang et al. 2005, p. 603). Wang, 

Berglund, Olfson, Pincus, Well and Kessler (2005) undertook a nationally 

representative survey in the USA from 2001 to 2003 with 9,282 participants. They 

found delays for (identified) mental health issues ranging from 6 to 23 years from 

diagnosis until making contact with a service. They found that males sometimes had 

longer delays and lower rates of treatment contact than women. Socio-demographic 

predictors were less consistent. They concluded that interventions to initiate treatment 

contact earlier would likely reduce the burdens and hazards of untreated mental 

disorder. 

 

White and Witty (2009) speculated on the basis of the findings of the Miami Overtown 

men‟s health study that men might access a health service only when reaching a crisis 

point in their lives. The Overtown men‟s health study was a survey of 123 mostly black 

males between 18 to 72 years (mean 40.2 years from a low socio-economic group 

conducted in 2005 (Young 2006). Fifty-four per cent of these men felt they had a 

mental issue to some degree but only one-third of the men indicated that they have a 

primary care physician or health practitioner. Young (2006) concluded that there was a 

need for integrated health services, including mental health care that is accessible to 

poor and working-poor men. 

 

Thompson, Hunt and Issakidis (2004) found that escalating illness severity or disability 

supported problem recognition and was the main reason to access a service for the 

majority of the study participants. Mechanic (1980) also hypothesised that increasing 

illness severity leads to problem recognition. While Thompson, Hunt and Issakidis 

(2004) did not study the difference for prompting help-seeking between male and 

female; they found that prompts for help-seeking in 130 of 196 participants were that 

the symptoms got too severe for clients to handle. Other prompts were in 35 cases that 

others encouraged the participants to seek help and in 27 cases they found out where to 

get help. While Thompson, Hunt and Issakidis (2004) acknowledge that the prompt to 

seek help needs further clarification, they believe increasing illness severity/disability 
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and consequential problem recognition and perceived need for care facilitate help-

seeking. 

 

Carlton and Deane (2000) examined the correllation between attitudes and suicidal 

ideation of adolescents‟ and intentions to seek help from professionals. They found in 

their study of 221 high school students in New Zealand that intentions to seek help for 

suicidal thoughts were higher than for a personal-emotional problem. They did not 

study gender separately. This finding is consistent with those in an older non gendered 

university student sample (Deane & Todd 1996). But these findings are contrary to 

those found by Deane, Skogstad and Williams (1999) in a new Zealand study sample of 

111 male prisoners, where suicidal ideations led to lower levels of help-seeking 

intentions than for an emotional issue. However, Carlton and Dean (2000, p. 35) also 

found that „Contrary to expectations, higher levels of suicidal ideation led to lower 

levels of help-seeking intentions for suicidal thoughts‟. This could be an indication that 

some men would rather suicide than ask for help. The discrepancy in the findings 

between these studies might be explained by the different social groups represented by 

the study participants. 

 

It is to be noted that the aforementioned studies only relate to intentions of help-seeking 

and not to actually accessing counselling services. An intention or attitude does not 

always translate to action in help-seeking behaviours. 

 

Despite the conflicting results Carlton and Deane (2000) stated that psychological 

distress had consistently been identified as a significant factor in the prediction of help-

seeking behaviours. This is consistent with Kushner and Sher (1989) who highlighted 

the conflict between approach and avoidance behaviour where the degree of mental 

distress and anticipated benefit from treatment may eventually override the 

proscriptions for help-seeking. 

 

Who influences men to go to therapy 

Cusack, Deane, Wilson and Ciarrochi (2004) found in an Australian study of 73 males 

who had accessed mental health counselling services, that 96 per cent indicated others 
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influenced the decision to seek help. Sixty three per cent stated they were influenced by 

multiple sources. Thirty-seven per cent reported they would not have sought help 

without influence from others. Five sources of influence were tested: intimate partner; 

friends; parents/other relative; GP/other health professional; legal professional; other. 

The degree of influence was tested with a Friedman test. It appeared that intimate 

partners and the GP were the greatest source of influence and Wilcoxon signed-rank 

tests indicated that intimate partner and GP were considerably more important in 

influencing males to seek help than friends, legal professionals or other sources. 

 

The finding that men would often need to be influenced by their partner to seek help is 

consistent with the findings of Tudiver and Talbot (1999). Tudiver and Talbot 

conducted a study examining why men do not utilise health care services for medical 

issues. They used four focus group interviews to identify major themes. Participants 

were 12 male and 6 female family physicians. Almost all of the physicians considered 

the influence of partners as very important to the men's decisions to seek help. 

 

Pescosolido, Gardner, Brooks and Lubell (1998) conducted a US study with 109 

individuals who entered psychiatric treatment and found that 45.9 per cent of 

individuals reported they chose to attend a mental health service, 31.2 per cent were 

unclear, they felt pushed into treatment without their agreement or resistance, and 

almost 22.9 per cent felt coerced into attendance. There was no gendered approach and 

they did not mention who influenced these participants into treatment. No other 

literature could be found supporting or denying the notion that men are influenced to 

access treatment. 

 

General Practitioners’ (GP) influence 

The GP is a crucial reference point for many men on the pathway to seeking help for 

mental health issues and accessing a specialist service. The Australian Institute of 

Health and Welfare (2009) states that General practitioners (GPs) are often a first 

contact point for mental health concerns. In 2007–08, the BEACH survey: 
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...estimated that over 11.9 million GP-patient encounters involved 

management of a mental health issue in Australia. These GP encounters 

increased by an annual average of 4.4 per cent from 2003–04 to 2007–08 

(Australian Institute of Health and Welfare 2009, p. IX). 

 

Thompson, Hunt and Issakidis (2004) reported, that in their research with 233 patients 

at a specialist anxiety clinic, 71 per cent of participants first consulted a general 

practitioner. In 2007 GPs were the most commonly consulted group of all health 

services for mental health disorders (Australian Institute of Health and Welfare 2009). 

 

Millar (2003) conducted a qualitative study with men considering counselling. She 

found that 40.4 per cent of the sample consulted their GP as a first port of call to discuss 

their mental health issues, but many also had difficulty in identifying and expressing to 

the GP what they were experiencing. 

 

GPs are likely to influence men in their decision making and treatment seeking for their 

mental health issues. Men often rely on the advice of their GP. They might be unsure 

when they need to ask for help. The authority of the GP has considerable influence on 

men‟s decision making because patients tend to trust their GP to recommend an 

appropriate treatment, especially when a long relationship exists (Millar 2003). 

 

The influence GPs may exert on the decisions of their patients might depend on several 

factors, for example attitude, beliefs and opinion of the GP about mental health and 

treatment, the skills to detect and diagnose mental health issues, communication with 

the client and knowledge about appropriate services. 

 

GPs’ attitude towards mental health 

Little research currently exists examining the attitudes, beliefs or behaviours of health 

professionals such as GPs, concerning men‟s access to services that promote men‟s 

mental well-being (Davidson & Lloyd 2001; Hale, Grogan & Willott 2009; Smith, 

Robertson & Houghton 2006). As Hall (2003) has highlighted, there are limited studies 
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exploring how provider characteristics such as gender and age might influence care 

(Smith, Robertson & Houghton 2006). 

 

Hale, Grogan and Willott (2009) found in their study of male GPs‟ views on men 

seeking medical help, men who represented themselves as stoic and only attended the 

practice when absolutely necessary or under duress, appeared to elicit a more positive 

response from male GPs. This was in sharp contrast to the GPs‟ attitudes towards more 

frequent male attendees. „This study suggests that, like other men, male GPs may have 

ambivalent attitudes towards male self-referral and that this may influence their 

interactions with male patients‟ (Hale, Grogan & Willott 2009, p. 1). This seems to be 

particularly the case when the GP subscribes to a traditional notion of masculinity and 

view a mental health issue such as depression as a weakness (Brownhill 2003). 

 

A survey conducted by the national depression initiative Beyondblue found that 50 per 

cent of respondents felt that their GP did not think depression was an important issue. 

Furthermore a smaller but significant group stated the view that GPs are too busy or 

they would rather prescribe medication than engage in a conversation (The Senate 

2009). Courtenay (2005) suggested that health practitioners examine their own attitudes 

towards men, masculinity and mental health and adapt their approaches to fit men‟s 

specific treatment needs. 

 

Gender specific behaviours of the GP 

GPs tend to under-detect men‟s mental health issues (Potts, Burnam & Wells 1991). 

GPs have been found to refer more women than men to mental health services 

(Sheppard 1991). 

 

It is possible that because of gender specific views and expectations, GPs are more 

likely to overlook men‟s mental health issues. GPs identify more women than men 

suffering from psychological problems (Goldberg & Huxley 1980). Similarly, men with 

a mental health issue seem to prefer attributing somatic causes to their symptoms 

(Eisler & Blalock 1991). This can mislead the GP to overlooking mental health issues 

(Kessler et al. 1999). This was confirmed by Potts, Burnam and Wells (1991) in a large 
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study of 523 participants in gender differences in depression detection. The study 

indicated that clinicians tended to identify depression in males less than in females, in 

fact they did not diagnose almost two thirds of depressed men. Potts, Burnam and Wells 

discussed several possible reasons for underdetection among men Possible reasons are 

that depressed men may have difficulties in expressing their feelings overtly, because 

they regard depression as self indulgent and unproductive, thus limiting the clinician's 

ability to detect depression. Finally, clinicians may expect men to avoid discussing their 

mental health symptoms. For this reason clinicians may be less likely to ask men for 

psychological symptoms, and this might decrease the possibility of detection of 

depression even further. 

 

As discussed, GPs could be failing to detect psychological distress because they could 

be misled by the male client into diagnosing a somatic complaint because the client 

might be unable to identify his mental problems, to express these or may prefer to 

somatise because of a reluctance to talk about mental health issues, the stigma of 

needing help, and lack of knowledge about counselling sessions (Smith, Robertson & 

Houghton 2006). This is particularly important for male doctors. It is indicated that 

male doctors place greater emphasis on somatic symptoms than emotional agendas or 

psychological problems (Brownhill 2003; Goldberg & Huxley 1980; Kessler et al. 

1999). Möller-Leimkühler (2000) and Courtenay (2005) stated that GPs prefer somatic 

diagnoses for men and psychosomatic diagnoses for women. Also male doctors seem to 

prescribe medication more often for mental health issues than female doctors 

(Brownhill 2003). 

 

Skills to detect mental health issues in men 

Specific skills are needed to detect mental health issues in men because of their male 

specific behaviour. For example, as discussed, depression in males can manifest in 

different ways than in females, with deviant behaviour, anger, over-involvement with 

work and an increase in rigid demands for autonomy (Brownhill 2003; Pollack 1999). 
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In recent years numerous studies have shown that depression is often not identified by 

general practitioners (Brownhill et al. 2002; Potts, Burnam & Wells 1991). The reasons 

that have been suggested by Jewell: 

 

...include poor training of general practitioners, lack of time to explore 

difficult areas, patients‟ tendency to somatise their symptoms and their 

unwillingness to recognise the symptoms as having psychological origin. 

Men are widely believed to have particular difficulty acknowledging 

mental distress and may be especially prone to somatise. It seems 

sensible for general practitioners to remember this all when men consult, 

and to develop sensitive skills of exploring mental distress in men 

unwilling to acknowledge it (2001, p. 159). 

 

It seems to be important that GPs ask questions rather than solely rely on clients‟ 

descriptions. Men might be very unsure when they need to ask for help (Millar 2003). 

Brownhill (2003) found in her study that males are reluctant to provide important 

information to the doctor. Instead, they expect the doctor to ask the right questions. The 

right questions would relate to work, family and relationships and disruptions to normal 

activities. Not asking the right questions could lead to not detecting the real issue, 

misdiagnosis and ineffective treatment. Millar (2003) found in her study that some men 

also described the importance of others, such as the GP, relative, friend or colleague, 

being able to read between the lines, in order for the problem to be identified. 

 

GPs knowledge about mental health services 

The GP needs to build bridges between men‟s health and mental health counselling 

because many men feel very uneasy about mental health counselling and their lack of 

knowledge about mental health treatment (Millar 2003). The GP can only do this when 

he or she has a positive attitude and knowledge about appropriate mental health 

counselling services. 

 

Millar (2003) reported that the better knowledge male clients had about services, the 

smaller the help-seeking barrier for men. She concluded therefore that men should be 
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informed about the counselling process and that awareness about male issues needs to 

be improved by referring agents and counsellors. Additionally health care professionals 

who feel rushed are less likely to provide adequate information to patients (Brannon & 

Feist 2010). 

 

Summary 

While studies show consistently that men seek help less than women do and there is an 

abundance of theories and research about barriers in help-seeking, few studies could be 

found about men‟s experiences in relation to their descriptions of their help-seeking 

process and their identification of the positive factors as to why men initiate help-

seeking. Therefore „there is little empirical evidence supporting effective interventions 

to tackle male reluctance to seek help‟ (Galdas, Cheater & Marshall 2005, p. 621). This 

represents a significant gap in the body of knowledge. 

 

Several factors were found in the literature influencing the decision making process in 

accessing a mental health counselling service. Some theories supported by research 

assert that problem recognition is part of the decision process towards help-seeking and 

the severity of the illness symptoms trigger problem recognition. Some say that 

problem recognition depends on the knowledge about mental health. It was described in 

Section 3 that theories and some studies point towards slow problem recognition in 

men. Once a problem is recognised individuals balance the degree of distress against 

avoidance factors such as self-reliance, fear, of stigma and treatment fears 

predominantly attached to male proscriptions. Other research found additional factors in 

the decision process are the knowledge where to find a suitable service, the question of 

confidentiality and the cost of treatment. However, there is very little knowledge about 

these factors to date. 

 

Available research suggests consistently, that prior positive experiences with a mental 

health counselling service has a positive influence on attitude of help-seeking and this 

influences help-seeking intention positively. However, it is not clear how often positive 

help-seeking intentions lead to actual help-seeking and needs further exploration. 
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Research consistently found that mental distress is a factor prompting help-seeking for 

both genders and asserts that men delay longer than women until they decide to seek 

help and have lower rates of treatment contact. No studies could be found and it is 

therefore unclear if males have a higher distress level than females when they are 

prompted to access a service or if they take longer to arrive at the same distress level as 

females and have therefore longer delays in help-seeking. Socio-demographic 

predictors of prompting accessing a mental health service are also unknown. The issue 

is further complicated in that some studies found that the higher the distress level the 

higher the intentions to seek help and other studies found for example that men intended 

to seek help less for suicidal thoughts than for emotional problems. 

 

Available studies found that men are often influenced by others to seek help. The most 

influential person seems to be the partner and some men would not access mental health 

counselling at all without the influence of the partner. 

 

Most men contact a GP first when seeking help for a mental health issue. It was 

therefore found that attitude and knowledge of GPs about mental ill health in men and 

towards mental health treatment are vital in referring male clients to appropriate mental 

health services. Some research indicates that mental health issues in men are under-

diagnosed and not taken seriously by GPs. 

 

5. Factors that influence adherence to treatment 

Adherence to or premature termination of mental health counselling treatment may 

affect treatment outcome. In this section, firstly adherence versus dropout will be 

discussed. Then literature considering potential ambivalence of male clients when they 

enter counselling is outlined. Following that, literature considering nonspecific therapy 

factors regarding continuation of treatment will be described. The gender of the 

counsellor will then be examined followed by counselling methods and finally the 

influence of service fee will be described. 
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Adherence versus dropout 

Treatment adherence to counselling is linked to better outcome while premature 

termination is considered as an obstacle to treatment success (Duncan, Miller & Sparks 

2004; Ogrodniczuk, Joyce & Piper 2005). Seligman (1995) and Lambert (1996) found 

that more sessions produced better results than few sessions. Ogrodniczuk, Joyce and 

Piper also (2005) found that early drop-out can be avoided. 

 

Olfson, Mojtabai, Sampson et al. (2009) conducted a national Comorbidity household 

survey replication in Canada of 1664 respondents who had received recent treatment. 

The objective was to explore patterns and predictors of mental health treatment dropout. 

Respondents were asked about dropout, which was defined as terminating treatment 

before the provider wanted them to stop. Approximately one fifth (22 per cent) of 

patients terminated prematurely. Over 70 per cent of all dropout happened in the first or 

second session. Men were less likely to drop out than women. 

 

Wang (2007) conducted a similar study in Canada with data provided by various health 

professionals of 3,556 respondents found that 22.3 per cent of the respondents had 

dropped out of mental health treatment prematurely. The dropout rate did not differ by 

gender. Patients with substance dependence and those with mood disorders had a high 

risk of treatment dropout. Wang concluded that clinical factors may play important 

roles in treatment dropout. Wang (2000) found in an earlier study examining initiation 

and adherence to treatment of 3,516 respondents of 14 patient advocacy groups in 11 

countries that men are less likely to drop out of treatment than women. Significantly 

more men than women dropped out because of the fear what others might think. 

Literature consistently states that the factors associated with premature termination of 

mental health treatment are complex and unclear, and findings of studies are not 

consistent about which gender adheres better to treatment. 

 

Ambivalence and post-decisional regret and treatment resistance 

Several factors have been found in literature to be important in influencing follow up 

treatment. The literature states male ambivalence is an important issue to be considered 
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in continuation of treatment. Male ideologies seem to be so strongly entrenched that the 

same barriers to initiating treatment also appear to influence men‟s experience of 

treatment and willingness to continue in treatment. As described in the Section 3, male 

socialisation leads to valuing self sufficiency, independence and emotional control in all 

situations. These masculine ideals are hardly compatible with traditional counselling 

premises which demand openness to internal experiences, expression of emotions and a 

potential dependency on the counsellor (Heppner & Gonzales 1987; Mahalik, Good & 

Englar-Carlson 2003; Scher 1979). 

 

The adoption of the patient role which places the counsellor in a power position relative 

to the male client may exacerbate the fear of dependency and feelings of weakness 

(Brehm 1956; Festinger 1957, 1964; Perlick & Manning 2007). Because of these 

masculinity ideals men may experience a period of post-decisional regret or dissonance 

shortly after starting treatment. In this phase male clients might reencounter intense 

concerns and reservations they had prior to entering treatment (Brehm 1956; Brooks 

1996, 1998; Festinger 1957, 1964; Freud 1959). For this reason, some male clients tend 

to be highly ambivalent towards receiving help and often leave treatment after one or 

two sessions (Freud 1959). Brooks (1996, 1998) for example has suggested that 

therapists should expect resistance in the first session and be prepared to „sell‟ men on 

the benefits of psychotherapy/counselling early in the counselling process or risk losing 

them. 

 

Postdecisional dissonance or regret can lead to treatment resistance (Brehm 1956; 

Festinger 1957, 1964). Treatment resistance is a behavioural or emotional barrier to full 

participation in the healing process, which can also lead to premature termination. 

Perlick stated that: 

 

Researchers and clinicians addressing the impact of masculine ideology 

and gender-role conflict on the process of psychotherapy have identified 

three interrelated barriers or resistances to therapy relating to male role 

socialisation and expectations: 1) discomfort with emotional expression 
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or self-disclosure, 2) fear of dependency or vulnerability, and 3) need to 

maintain control and power (2007, p. 401). 

 

Counsellors working with men must be aware of the forms in which treatment 

resistance can be expressed, understand the effect of these on therapy, exercise 

patience, and respect the integrity of their clients (Heppner & Gonzales 1987). For 

example Scher (1987, p. 29) pointed out that „the expectations of the male role cause 

men to be emotionally flat or repressed, imbued with a competitive spirit, fearful of 

intimacy, untutored in emotional responsiveness‟. Treatment resistances can be 

expressed in several forms e.g. muteness, continually talking, refusing to formulate a 

treatment goal, challenging the competence of the therapist, low motivation to engage, 

and forgetting appointments. 

 

Denkin (Denkin 1995) carried out a qualitative study in the USA describing the case 

histories of seven men in their twenties and thirties in order to illustrate the nature of the 

difficulties men face in seeking and utilising psychological services. Six of these men, 

marines who grew up in low socio-economic environments, and were then trained as 

marines in a boot camp of one year duration, became familiar with a formal military 

culture which seems to train men in identifying strongly with aspects of the male role. 

These men exemplified the ways in which psychotherapy can be a highly conflictual 

environment for men. 

 

With some variation, these men experienced the process of admitting 

problems and asking for help as emasculating. Socialised to ignore 

feelings, to hide vulnerabilities and fears and to remain in control at all 

times, these men found the demands of psychotherapy to be problematic. 

As a result the process of psychotherapy/counselling, which entails a 

certain amount of intimacy, was typically experienced as threatening for 

these men who had little experience in this regard (1995, p. 1). 

 

These men were very reluctant to explore personal issues and favoured tangible 

problem solving, solution oriented approach working with the present rather than with 



 

65 

 

the past in mental health treatment. Because the label counselling implies advice giving 

and psychotherapy implies exploring personal issues, they favoured the expression of 

counselling compared to psychotherapy. 

 

Cultural differences can also lead to treatment resistance. For example in relationship 

counselling the norms regarding relationships vary markedly across cultures. In order to 

build up a therapeutic alliance with clients, counsellors should have some understanding 

of cultural norms with regards to relationships (Foley 1984; McCarthy & Holliday 

2004). For example in some Australian Aboriginal communities, mothers and sons in 

law hardly ever address each other directly, and similar taboos exist between other 

members of an extended family such as men and their brothers in law (Geldard & 

Geldard 2001). In these communities certain topics such as sexual behaviour are 

inappropriate for discussion with a person of the opposite sex. As a result, the fears, 

expectations and consequences of violating culturally accepted codes will obviously 

have a large impact on a client‟s willingness to talk about these issues in counselling 

(Kiselica 2001). 

 

Nonspecific therapy factors 

Literature states that nonspecific therapy factors are important for treatment 

effectiveness and equally for adherence to treatment (Brown, Nace & Dreis 1999; 

Duncan, Miller & Sparks 2004; Hubble, Duncan & Miller 1999; Ogrodniczuk, Joyce & 

Piper 2005). Asay and Lambert (1999) found that four common factors influence 

change in therapy and adherence to counselling sessions regardless of the therapist‟s 

theoretical orientation of professional discipline. These four factors are: client/extra-

therapeutic 40 per cent; relationship 30 per cent; model or techniques; 15 per cent 

placebo, hope and expectancy 15 per cent. Wampold (2001) conducted a meta analysis 

in outcome research and came to similar findings. He attributed 54 per cent of the 

variance to the impact of therapy to the alliance between therapist and client and only 

13 per cent to the therapy itself. Wampold found that clients who had formed a positive 

alliance with the counsellor were less likely to drop out of treatment. 
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These findings are congruent with the large body of research that has suggested that 

nonspecific therapy factors, such as warmth, respect, genuineness, and the provision of 

hope, may be the most important component in effective therapy and significantly 

influences adherence to therapy (Chatoor & Krupnick 2001; Duncan, Miller & Sparks 

2004; Krupnick et al. 1996; Lambert & Barley 2001; Luborsky et al. 1985; Meyer et al. 

2002; Scheyett & McCarthy 2006). For example Scheyett and McCarthy (2006) 

conducted a qualitative US study with the aim to explore similarities and differences in 

mental health service needs of men and women. They recruited 19 adult participants 

diagnosed with a major mental illness who were clients in three different services. The 

participants consisted of nine males and ten females. Fourteen were Caucasian and five 

were African American. Three focus groups were formed. Men and women emphasised 

the provision of hope for the future as important. The men reported experiences with 

psychiatrists who would not listen to them and who did not explain treatments or 

medications. The men stated that it was important for them to be respected by the 

mental health care provider, defining respect as: being listened to, explanations given, 

being treated as adults in allowing choices and having independence encouraged and to 

be allowed to assert their autonomy. 

 

Duncan, Miller and Sparks (2004) emphasise the importance of a client centred 

outcome based approach in order to ensure adherence to treatment and positive 

treatment outcome. They state that it is important to observe the change clients make 

from one session to the other and discuss with the client how the client perceives their 

progress. In order to measure change, Duncan, Miller and Sparks developed an outcome 

rating scale (ORS) to be administered at the beginning of every session and a session 

rating scale (SRS) to be administered after every session. They found in an analysis of 

12,000 cases that clients who completed the session rating scales were only half as 

likely to terminate treatment prematurely and three to four times more likely to have 

positive treatment outcome. Lambert (2003) and Whipple (2003) supported these 

findings. Whipple conducted a quantitative study with 623 clients of a university 

counselling centre and found that clients stay likely longer in treatment when giving 

feedback about the session and their progress. Duncan Miller and Sparks based their 

theory amongst others on former research of Brown (1999) who found in a study with 
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over 2,000 therapists and thousands of clients a positive relationship between early 

improvement in treatment and adherence to treatment and subsequent overall success of 

counselling. 

 

Counsellor gender 

It needs to be asked if the gender of the counsellor influences adherence of treatment 

for males. 

 

Female therapist, male client and treatment resistance 

In an attempt to manage their vulnerability and shame when entering treatment, men 

may try to save face by controlling the therapeutic process or devaluing the treatment or 

the counsellor (Pollack 2003). Carlson (1987) noted that men tend to assert their need 

for power and control also in counselling and this might be particularly true with a 

female counsellor. Carlson (1987, p. 44) believed that this power relationship appears 

early in treatment and might be experienced by the male client as stressful: ‟For a male 

to enter therapy and abdicate power to a woman, with whom he is usually expected to 

be dominant, is very stressful‟. Furthermore those male clients may also expect the 

female counsellor to adopt his point of view about a situation rather than question these 

views. 

 

Male therapist, male client and treatment resistance 

Male therapists have experienced masculine socialisation as have their clients. 

Therefore it is possible that these typical masculine mechanisms might play out in 

therapy. A male counsellor might be influenced by the masculinity ideal and therefore 

try to outperform his clients (Hayes 1984; Wester & Vogel 2002). Perlick points out 

that: 

 

...other studies have shown that male therapists high in restricted 

emotionality and restricted affectionate behaviour between men (two 

indices for gender role conflict) report less empathy for, and more 
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interpersonal difficulties with, both gay and highly emotional clients 

(2007, p. 409). 

 

It might be particularly shameful and embarrassing for a male client to confide in 

another male (Heppner & Gonzales 1987; Mahalik, Good & Englar-Carlson 2003; 

Scher 1979). It is therefore possible that the client soon leaves the treatment. Therapists 

have more power than clients do, and male clients struggle against that power 

differential because of their competitiveness based on the masculinity ideal (Scher 

1990). 

 

Counselling methods 

There seems to be some agreement that counselling methods make no appreciable 

difference in client outcome (Asay & Lambert 1999; Wampold 2001). However, there 

is a large amount of literature suggesting that men seem to prefer solution focused 

approaches (Good & Brooks 2005; Millar 2003; Mooney 1998; Pollack 1998; Scher 

1987). On the basis of these statements Millar proposes male specific counselling 

approaches: 

 

...use of active, problem-solving, homework-based approaches alongside 

a measured identification and processing of emotions, with relationship 

building at the core, are common factors in these models, representing an 

important shift in attitude, adapting the counselling processes to men, 

rather than men having to fit traditional counselling protocols (2003, p. 

23). 

 

This has consequences for service provision as well as for promotion. For example, 

Robertson and Fitzgerald (1992) found that men with traditional values preferred goal 

oriented, problem solving advertisements for counselling compared to more emotion 

focused advertisements. 

 

Trotter (1995) concluded from his two research projects that clarifying roles is an 

important factor to enhance the male and female client‟s motivation to continue 
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treatment. The client needs first to be helped to become a client. This process involves 

the professional and the client to be in agreement on a particular issue to be addressed 

and the client learning about his role before proceeding to the treatment phase. In this 

way the client learns to understand how the professional can help and what contribution 

of the client to the process is required. Another supportive factor for continuing 

treatment is the development of a good relationship through the use of empathy and 

reflective listening. He further suggests a „Problem solving approach that involves 

working with the client‟s definition of the problem, developing collaboratively 

achievable goals, and identifying strategies with the client to achieve the goals...‟ 

(Trotter 1999, p. 25). 

 

Courtenay (2005) developed a clinical practice guideline for health professionals 

treating males. He based his recommendations on an extensive review of bio-

psychosocial research related to men's gender and health. Courtenay pointed out that it 

is important to give clear and direct advice to clients and ask them for feedback if they 

understood what was said by the counsellor. He suggests developing a realistic 

treatment plan collaboratively with the male client. The client‟s age, intellectual 

capacity, literacy, cultural background, and his current life circumstances have to be 

taken into account. 

 

Service fee 

Few studies could be found mentioning service fee and its influence on accessing and 

continuing counselling service. Accessibility of counselling might be a factor which 

influences help-seeking and continuation of treatment. In Millar‟s (2003) study the cost 

of private counselling was prohibitive to some participants. Millar (2003, p. 22) states 

that „Challenges in finding a counsellor also included difficulty and uncertainty 

regarding confidentiality, the cost and accessibility of counselling, and the types of 

counselling available‟. In Davies‟ (2000) study the male participants reported that 

reasons for not accessing a mental health service amongst others were the lack of 

knowledge and misinformation about services and counselling process and that they 

were unsure about the service fee. One might expect that men balance a potential 
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treatment outcome against the financial investment. No literature could be found 

addressing this issue. 

 

Summary 

Literature consistently suggests that men are ambivalent towards continuation of mental 

health counselling and therefore at risk of premature termination of treatment. 

 

There appears to be general agreement among researchers that common factors such as 

relationship, hope and expectancy are more significant for client change and adherence 

to treatment than the counselling technique. As part of these common factors 

nonspecific factors such as warmth, respect and genuineness also influence the 

continuation of treatment. It was also found that early improvement of symptoms in the 

counselling process may increase adherence and subsequent outcome of treatment. 

Research also found that regular reflection of change improves adherence of treatment. 

 

Theories noted that the gender of the counsellor may have some influence on 

continuation of treatment of male clients. Literature points out that because of their 

masculinity proscriptions men could face difficulties with counsellors of both genders. 

The attitude and belief system of the counsellor towards men and subgroups of men 

may also influence their adherence to treatment. 

 

While literature suggests that counselling methods and techniques may not influence 

adherence to treatment and outcomes significantly, there is a considerable number of 

literature suggesting that men favour problem solving, solution focused methods. 

 

Few studies could be found relating to service fee and continuation of treatment. Some 

research mentioned the problem of cost in clients with low income and adherence to 

treatment. 
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6. Potential solutions to increase utilisation of services 

Several suggestions to increase utilisation of mental health counselling services were 

found in the literature. The following suggestions are now discussed: strategies to 

overcome barriers in help-seeking, improve mental health knowledge with mental 

health education, publicity and marketing, re-socialisation of men, on-line counselling, 

education of health care providers, GPs mental health education and GPs liaising with 

health professionals. 

 

Suggestions to ensure continuation of counselling sessions have been made and 

concentrate mainly on therapy approaches and considering nonspecific theory factors. 

 

Strategies to overcome barriers in help-seeking 

Mansfield, Addis and Mahalik (2003) suggest that men need to be educated about the 

importance of seeking help. Men‟s motivation for help-seeking needs to be improved, 

help-seeking for emotional issues need to be normalised. With more men accessing 

help, individual men and the community as a whole would benefit. 

 

Perlick & Manning suggest four potential avenues for overcoming the barriers to mental 

health treatment: 

 

1) facilitating changing norms for male social role-appropriate behaviour 

at both the societal and individual level, 2) modifying or developing 

treatments that better fit with the social-role constraints under which men 

currently operate, 3) expanding current research paradigms on male 

mental health treatment-seeking, and 4) incorporating material on 

masculine ideology and treatment resistances into standard training for 

physical as well as mental health practitioners (2007, pp. 406-7). 

 

Improve knowledge about mental health 

Mackenzie, Gekoski and Knox (2006, p. 575) found that „help-seeking attitudes have 

been the most consistent and strongest predictor of intentions to seek psychological 
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help‟. They suggested education for men about mental health in order to improve men‟s 

attitudes and psychological openness towards accessing mental health counselling 

services and reduce the fear of stigma. Corrigan and Gelb (2006) concluded after 

review of research that results of education programs to reduce fear of mental illness 

stigma have resulted in positive effects in terms of help-seeking. Because of the 

masculinity ideals of strength and self-reliance men tend to have negative attitudes 

toward help-seeking (Perlick & Manning 2007). Corrigan and Penn (1999) named three 

strategies to reduce these negative attitudes: 1) challenging inaccurate representations of 

mental illness, 2) education, and 3) recruitment or engagement of people with mental 

illness. 

 

Publicity and marketing 

Millar (2003) suggests publicity about counselling. Publicity in the media plays a 

crucial role in providing knowledge about mental health counselling. Information and 

knowledge can also be disseminated through news items, documentaries, and television 

soap operas. Overall, leaflets have not been proven to be effective in promoting uptake 

of health treatments (Wicke et al. 1994) because for example, in GPs waiting rooms in 

the UK they are read by less than 10 per cent of patients. 

 

Re-socialising men 

Perlick and Manning (2007) believe that negative help-seeking attitude is caused by a 

masculine socialisation process starting in early childhood. They suggest that therefore 

real change in social values needs to start in early childhood programs such as parenting 

groups, in religious institutions, etc. and continue on with school health classes and 

programs that promote consultation with mental health professionals instead of 

resorting to substance use. Additionally older peers who accessed mental health 

programs could provide guidance to their younger peers in accessing counselling 

(Perlick & Manning 2007). 
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Online counselling. 

A promising alternative or supplement to face to face counselling is online counselling. 

The Samaritans (1999) study in (National Institute for Mental Health in England 2006) 

found that one-third of suicidal young men indicated a preference for counselling via 

the internet as compared to personal individual counselling. Online counselling can 

provide perceived anonymity and would therefore be able to offer important therapeutic 

support. 

 

Education of health care providers about masculine ideology 

Mansfield, Addis and Mahalik (2003, p. 103) note that „...men need more medical and 

psychological help than they are currently receiving‟. There is a wealth of knowledge 

about masculine gender socialisation and how it can negatively influence men‟s help-

seeking. However, only in recent times has underutilisation been considered 

problematic. Because of this there have been few attempts to increase men's help-

seeking (Mansfield, Addis & Mahalik 2003). Mansfield, Addis and Mahalik (2003) 

believe that masculinity ideologies and gender-role conflict need to be taken into 

account in order to increase men's help-seeking and health care providers need to be 

educated about masculine gender socialisation and its effects on help-seeking. Perlick 

asserts that: 

 

Training for mental and physical health practitioners and educators 

should foster an understanding of the difficulties men may experience in 

expressing their emotional needs verbally and teach these practitioners to 

identify emotional distress or related problems such as substance abuse 

and somatisation. Training for psychotherapists should also examine the 

therapist‟s counter-transference to male patients, with a focus on his or 

her own orientation toward gender norms (2007, p. 409). 

 

GPs liaising with health professionals 

Some argue that GPs should liaise with mental health counselling services in order to 

educate themselves about the counselling services on offer and what information the GP 
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should provide prior to the referral and the referral process (Millar 2003; Smith, 

Robertson & Houghton 2006). Cusack (2004, p. 279) emphasises the „importance of 

developing closer links between GPs and professional psychological helpers‟. In the 

pathway to seeking help and counselling, the GP is a crucial reference point for many 

men. Counsellors and counselling services need to be proactive in liaising with and 

advising GPs about the services they offer and their specialisations in the field. Because 

partners have a strong influence on men and their help-seeking, liaising between health 

professionals and partners of men is also important (Cusack et al. 2004). 

 

GPs need mental health education about gender specific approaches 

Mansfield, Addis and Mahalik (2003) assert that GPs as the main source of referral and 

mental health professionals should be aware that dominant male gender ideologies 

accentuate emotional stoicism, self-reliance, independence, and a competitive edge. 

These values may block help-seeking. Health care providers should also be aware that 

masculine ideology promotes risk taking behaviours in men (Courtenay 2005; Pleck, 

Sonenstein & Ku 1993). 

 

The following example demonstrates the importance of a gender specific view on 

detecting mental health issues. Because of a high suicide rate, an educational program 

for GPs on the Swedish Island of Gotland from 1984–1985 relating to detection, 

treatment and monitoring of depression and suicide was conducted. This resulted in a 

significant reduction in the suicide rate in females. Numbers of suicides for males 

remained constant. It was found in a psychological autopsy of all male suicides, that 

these males were not known to medical personnel, either within psychiatry or primary 

care. They had not asked for help, but appeared to be personally disturbed, and acted 

out with risk taking behaviours, behaved aggressively with their family and in social 

contexts and had addiction problems. Consequently a program of continuing education 

for GPs was then started which covered male depressive and suicidal syndrome and was 

provided to a wide variety of health care professionals and the general public. There 

was a big response from individuals seeking help, mostly from females who were 

seeking help for their male partners. As a consequence men sought help and a 

significant reduction in numbers of suicides followed (Rutz & Rihmer 2007). 
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In an Australian study examining what men value when communicating with their GP, 

Smith et al. (2008) found that men prefer primarily an open approach, high competence, 

humour, empathy, and a speedy resolution of health problems. 

 

Smith, Robertson and Houghton (2006) conducted a pilot study that explored how 

doctors perceive men‟s avoidance of mental health counselling services. The 

professionals believed that the masculine gender socialisation process, the stigma of 

needing help and the lack of knowledge about the consultation process contributes to 

avoidance of mental health treatment. To better market counselling to men, seeking 

help for mental health issues need to be normalised. Therefore the doctors suggested 

incorporating a mental health assessment component into physical examinations 

possibly in collaboration with mental health counsellors. 

 

Suggestions for continuation of counselling 

Therapy approaches 

Scher (1987), a pioneer in men‟s study and therapy, advocates a therapy model which is 

adapted to the masculine gender role. More recently, theorists such as Levant (2009), 

Mooney (1998) and Pollack (1998) have challenged traditional therapy approaches and 

proposed integrating male gender role knowledge in a positive way. They suggest the 

use of problem-solving approaches, with regular homework assignments as the most 

effective combination such as the solution focussed therapy (SFT). Identification and 

processing of emotions has to occur slowly whereby building the relationship is central. 

Rather than forcing the client to fit traditional counselling approaches, the counselling 

process should be adapted to the male client (Millar 2003). As discussed in Section 5 

there is a large amount of literature supporting the notion that men prefer problem 

solving, solution focussed methods. 

 

Motivational interviewing is a well known approach to assist men to make a positive 

decision to enter treatment and subsequently improve their adherence to treatment 

(Hettema, Steele & Miller 2005; Mansfield, Addis & Mahalik 2003; Miller & Rollnick 

2002). Motivational interviewing is based on Prochaska, DiClemente and Norcross‟ 
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(1993) model of the stages of readiness for change. Many men with mental health 

issues act out in deviant ways. Because of this, this model is particularly relevant for 

men because it was developed within the context of addictive behaviour. The counsellor 

may be empathic and acknowledge the problems of talking about an emotional 

problem, and acknowledge typical male specific behaviours of self-reliance and 

stoicism. The counsellor could start by providing information about the persistence of 

these problems and the courage required to recognise and discuss these. A treatment 

plan should then be established in cooperation with the client. The client should be able 

to voice his opinion about what is most comfortable for him (Courtenay 2005). 

 

Courtenay (2005) developed a six-point plan to adopt a more male appropriate medical 

service delivery. The plan encompasses propositions to humanise, assume the worst, 

emphasize strengths, educate, locate supports, and tailor a plan. Courtenay recommends 

that counsellors validate the efforts male clients make to seek help, empathise with 

men‟s concerns and normalise their experiences as much as possible. He suggests 

giving direct and clear advice and asking for feedback required regarding the extent to 

which the advice was understood by the client. Because men tend to underreport their 

symptoms, Courtenay suggests that clinicians ought to presume the presence of 

symptoms and ask for confirmation instead of assuming that men will report their 

symptoms. Courtenay then encourages counsellors to establish a realistic treatment plan 

collaboratively with the client. Finally, rather than emphasising the deficits of the client, 

potential strengths should be highlighted. 

 

Summary 

In order to improve men‟s motivation for accessing mental health counselling services 

several suggestions have been made. It is generally agreed in the literature that help-

seeking for men has to be normalised. To do this it is suggested that educating men 

about mental health issues would be helpful to improve men‟s knowledge about mental 

health. It is hoped that through education negative attitudes to access mental health 

counselling based on masculinity ideals can be changed - for example the self-reliance 

and fear of weakness and of stigma being reduced. 
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Publicity through the media was considered to be helpful. One study indicated that 

alternative counselling methods such as online counselling would support men 

accessing help. 

 

Education for health care providers and GPs in masculine gender socialisation could 

help to detect mental health issues in men and understand their difficulties in seeking 

help and following up treatment. GPs and mental health care providers could 

communicate in order to provide GPs with knowledge about available services. Finally, 

a study indicated that it might be good to combine physical and mental examinations. 

Literature consistently suggests using problem solving, goal oriented methods to ensure 

adherence to treatment until successful termination. 

 

7. Research gaps and points of importance 

The literature consistently suggests that men‟s health is an urgent issue for men and 

accessing mental health counselling can reduce the incidence of further hazardous 

events and following up treatment can improve mental health (Asay & Lambert 1999; 

Bower, Rowland & Hardy 2003; Chilvers et al. 2001; Duncan, Miller & Sparks 2004; 

Lambert & Bergin 1994; Lambert & Cattani-Thompson 1996; Ogrodniczuk, Joyce & 

Piper 2005; Seligman 1995; Wampold 2001; Ward et al. 2000). 

 

As discussed the underutilisation and delay in men‟s help-seeking has been explained 

by invoking masculinity theories. While there is ample information about barriers to 

help-seeking in males, studies about factors facilitating the decision to seek help and the 

factors facilitating adherence are difficult to find. 

 

Research is inconsistent about the point when men most intend to seek help. Some 

research stated that men have higher help-seeking intention when in a crisis (Carlton & 

Deane 2000) and other research found that help-seeking intention is reduced when men 

have suicidal thoughts (Deane, Skogstad & Williams 1999). More research needs to be 

done to examine at what point men have the highest help-seeking intention. 

Furthermore the connection between help-seeking intention and actual help-seeking has 

not been studied and is therefore not known. If it were known what triggers men to 
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access services, conducive factors could possibly be reinforced. In order to improve 

men‟s mental health, research should examine what prompts their help-seeking and 

encourages their adherence to treatment. Knowledge of the triggers for help-seeking 

combined with the knowledge of the barriers should generate understanding that in turn 

may help to increase the number of men accessing services and adhering to treatment 

once there. 

 

This view is consistent with Thompson, Hunt and Issakidis‟ (2004) findings. They 

found in their study that the reasons for delaying help-seeking are different from the 

reasons for seeking help. More of the currently unmet need for treatment might be 

addressed by both minimizing the barriers to help-seeking and maximizing the factors 

that facilitate help-seeking. They state that it is important to separately examine the 

barriers and the prompts for eventual help-seeking. 

 

Research and theory on help-seeking have identified male role socialisation and socially 

proscribed male gender roles as barriers to help-seeking among men (Addis & Mahalik 

2003; Blazina & Marks 2001; Leong & Zachar 1999; Mahalik 1999; Mahalik, Good & 

Englar-Carlson 2003; O'Neil, Good & Holmes 1995; Timlin-Scalera et al. 2003; Wisch 

et al. 1995). Luck, Bamford and Williamson (2000) assert that it is therefore important 

to further examine what is known about the socialisation of men and how this affects 

the way in which they maintain their health, how they respond to illness and how they 

do or do not seek help. This understanding can be used as a basis for strategies to 

improve men‟s health service delivery. Luck, Bamford and Williamson (2000) highlight 

the need for more research which is gender specific and, in particular, aimed at 

minimising the existing discrepancy between the health status of men and women. They 

believe that both, women and men will benefit if the majority of health research 

recognises gender as a major influence on health attitudes and behaviour and 

incorporates gender into the research design. 

 

Male role conditioning makes talking about health and establishing contact with 

services difficult. A possible consequence of men‟s reticence could be that the silence 

gets filled by prejudices, assumptions and stereotypes. Davidson and Lloyd (2001) 
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argue that mental health professionals should penetrate this silent front and access the 

information men can give about their issues with mental health and help-seeking. Only 

then will it be possible to develop male appropriate mental health services. It is 

necessary to find out more about what prompts men to seek help, but there is little 

knowledge about the assumptions that mental health professionals hold about men and 

it is also important to analyse them, because the stereotypes health professionals may 

have, may create significant barriers to men‟s use of services. Therefore future studies 

describing men‟s experiences and also health professionals‟ views about men‟s help-

seeking behaviours could be particularly helpful in generating the knowledge needed to 

meet the needs of men (Fletcher, Higginbotham & Dobson 2002; Luck, Bamford & 

Williamson 2000; Millar 2003). Laws asserts that: 

 

If there is to be a sustainable change in the provision of health services 

for men and boys, there is a necessary requirement of developing valid 

and reliable data on men‟s perception of health, their health practices and 

their health needs (2006, p. 39). 

 

However, men are not a homogenous group (Connell 1995). It would be simplistic and 

research would not provide valid results if men were considered as only one group. This 

view is consistent with Davidson and Trefor‟s (2001) work. They suggest that men 

should not be considered as a homogenous group by policy makers and service 

providers. Therefore future research should distinguish between groups of men. It is not 

known how various socio-economic groups, age groups etc. of men differ in their help-

seeking. Future research could concentrate examining most effective interventions and 

strategies in increasing men‟s help-seeking for different groups of men (Mansfield, 

Addis & Mahalik 2003). 

 

While there is a firm knowledge base on the importance of GPs in men‟s decision 

process to access mental health counselling services, only few studies could be found 

examining the influence of other people on men‟s decision to access a service. More 

research is needed to examine this topic. 
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Studies are congruent that men seem to be ambivalent when entering treatment and 

about every fifth client leaves mental health counselling prematurely mostly early in 

treatment (Olfson et al. 2009). Some research found that more men leave treatment and 

some studies found that more women leave treatment. A small number of factors have 

been found to be influential in follow up treatment. More research needs to be done to 

verify the number of factors influencing continuation of treatment for men. 

 

Chapter summary 

In order to set the scene for this research the historical development of men‟s health 

was outlined. It was found that men‟s health came only into public awareness towards 

the end of the last century. 

 

It was established that men have higher mortality rates and morbidity rates as women. 

Men engage in more risk taking behaviours, experience more accidents, injuries and 

death. It is believed that in part mental health issues, such as atypical acting out of 

mental ill health such as depression, contribute to this behaviour. 

 

In Australia mental health is the third biggest broad disease group behind cancers and 

cardiovascular diseases. Within the range of mental health behaviour men experience 

more antisocial behaviours, substance abuse, injuries, accidents, violence and suicide, 

than women. The suicide rate that is almost four times higher in men than in women 

and possibly their choice of lethal methods seem to reflect their higher distress. Some 

factors and vulnerabilities which affect men in particular were isolated. They are 

unemployment, homelessness and in particular separation. 

 

Despite this situation research shows consistently that men delay help-seeking longer 

than women do and seek help less than women do. This is a problem because of 

numerous negative consequences for the men involved, their families and society at 

large. 

 

The main body of literature around men‟s help-seeking contains studies and theories 

about masculinity and its effects on help-seeking. Research studies focus almost 
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exclusively on the barriers to men‟s help-seeking behaviour. It is argued that gender 

socialisation seems to be largely responsible for men‟s negative help-seeking attitudes. 

The suppression of feelings, not recognising and admitting problems, unwillingness to 

relinquish control, stigma about mental health, ignorance about mental health and 

service delivery, all these factors seem to influence help-seeking behaviour in men 

negatively. 

 

A considerable amount of research has been undertaken both in Australia and overseas 

relating to men‟s under-utilisation of health services. However, these studies have been 

almost exclusively based on quantitative analyses addressing primary health issues 

and/or services. There is a dearth of studies which provide knowledge about how men 

made positive decisions to access mental health counselling services and if their 

expectations and needs were met. Mental health service providers have very limited 

knowledge as to what prompts men to access and adhere to counselling. Therefore these 

services are uncertain how to encourage men to be involved and what male appropriate 

service entails. 

 

The literature highlights the need for research which helps to understand the positive 

decision making process men follow when seeking help. Almost all of the literature 

trying to explain men‟s reluctance to engage with mental health counselling services 

was written from the perspective of researchers and professionals, and not much is 

known from the perspective of prospective male clients. In order to improve knowledge 

of men‟s health needs, the cited literature recommends undertaking studies about men‟s 

personal experiences. A wider selection of men‟s stories is necessary in order to 

understand the diversity of men‟s lives and experiences of mental health and help-

seeking. Direct reports from men are needed to appreciate what factors influence their 

decision making processes when seeking help. This cannot be captured in surveys or 

quantitative studies because these approaches restrict the responses of participants. 

Instead, qualitative studies provide the researcher with rich data from personal stories. 

These data help to understand the men‟s narratives and decision processes. Specifically, 

qualitative interview-based research is a powerful means to generate contextual 

understandings about men‟s health behaviours. Researchers in the field appreciate the 
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need for more research about men‟s health specifically considering gender influences in 

order to improve a male appropriate service delivery. 

 

Previous research has not answered the questions as to why men access mental health 

counselling and adhere to treatment. Literature in relation to these questions was 

extremely scarce. 

 

Some research found that previous positive experiences influence help-seeking 

intention positively. However, the results are inconsistent and more research needs to be 

done. Some research has concluded that others can influence the help-seeking 

behaviour of men with GPs being the strongest influence. Therefore attitudes and 

knowledge about mental health and mental health counselling services of referring 

entities such as GPs, can have a significant influence on utilising mental health 

treatments. 

 

A qualitative study with men who chose to seek help and stayed in treatment at this 

point is important and timely because the awareness of mental health is still relatively 

new and not much is known about men‟s decision making process in relation to 

accessing mental health counselling services. The chosen methodology of a qualitative 

study using in-depth interviewing of clients/patients and practitioners in an Australian 

public health service should help to fill the gaps in current knowledge and generate and 

refine models of men's decisions to seek help from a mental health counselling service. 

 

If it can be established what encourages men to enter counselling or what barriers they 

manage to overcome in order to do so, and what keeps them in counselling once they 

have accessed a service, then this will help to understand male behaviour and 

experiences regarding help-seeking. The needs of men will then hopefully become 

clearer. Specific suggestions from men may enable policy makers to adapt service 

delivery and promotions of services.  
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CHAPTER 3: METHODOLOGY 

1. Introduction and study intent 

Chapter 1 discussed the background to the study and described the reasons for 

undertaking such a study. Chapter 2 examined the relevant literature and outlined 

previous research and relevant theoretical perspectives about male help-seeking 

behaviour. It revealed the dearth of research on the experiences of men who have 

accessed mental health counselling services. 

 

This chapter outlines the research methodology used to explore the research questions 

of „Why do men choose to attend mental health services and continue to attend for 

treatment‟. The methodology involves an exploratory, grounded theory-based (Strauss 

& Corbin 1990) qualitative study design. The chapter is comprised of seven key 

sections: Section 1 outlines the introduction, study intent and definitions. Section 2 

describes the qualitative, exploratory, grounded theory based research design. Section 3 

describes the purposive sampling approach and generalisability, reliability, validity and 

trustworthiness and theoretical saturation are discussed. Section 4 portrays the setting, 

regional demographic and the demographic of the study sample. Section 5 outlines the 

research procedures and their implementation, which includes an overview, initial 

discussions with the organisation and the recruitment process. Section 6 describes the 

data collection approach, which includes how the data was collected, the development 

of the interview schedules, data analysis based on a grounded theory framework, 

processing of the data and ethics considerations. Section 7 describes the strengths and 

limitations of the study. The last section summarises the methodology chapter. 

 

Study aims 

This study aims to examine the experiences of men in their decision making processes 

when seeking help and accessing mental health services. The study seeks to explore 

men‟s particular problem solving and help-seeking strategies as well as the factors 

influence their adherence to counselling treatment. It is hoped to find answers to the 

questions: „Why do men choose to attend mental health counselling services and why 
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do men follow up treatment?‟ From this study new knowledge in terms of men‟s help-

seeking behaviours may emerge and could provide directions to improve access to 

mental health counselling services for men and adherence to counselling treatment until 

successful termination. 

 

In order to increase knowledge about men‟s decision processes when seeking help an 

exploratory qualitative research methodology was used. A semi-structured in-depth 

interview protocol with 20 men who accessed a mental health service and were still in 

counselling treatment or had successfully completed was employed. The questions were 

designed to provide insights into a wide scope of possible psycho-social problems men 

might face. With this interview, rich data about men‟s experiences could be collected. 

The data was then analysed and guided by the framework of grounded theory based on 

Strauss and Corbin (1990). In this way the data can be categorised and patterns and 

themes can emerge and theory can be developed. 

 

Definitions 

Mental health counselling/therapy service FOCUS 

FOCUS is a mental health counselling service from whom the sample for this study was 

drawn. This service offers counselling treatment for mild to medium mental health 

issues. It excludes the treatment of people experiencing mental health emergencies e.g. 

acute danger of homicide, suicide, or non medicated acute psychotic episodes. This 

service is referred to as a mental health counselling service and, equally as a mental 

health therapy service. Therapy and counselling are in this case two terms which are 

used interchangeably. 

 

Client 

A client is a person who received services from FOCUS who has agreed to participate 

in the research. In everyday working life clients may also be referred to as patients 

because of the medical environment in which the research takes place. 
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Therapists/Counsellors 

Therapists/counsellors are professionals who treat clients at FOCUS. They are also 

called mental health therapists. They are either psychologists or social workers with 

mental health certification and they do the same work. 

 

2. Research design 

At the beginning of Section 2 an overview of the research approach will be provided, 

followed by a description of the qualitative method, and then the exploratory approach 

will be explained. 

 

An overview of the research approach 

This study is best described as a qualitative study using the grounded theory framework 

for analysis of the data. This study aims to discover and explore the way men make 

decisions and which factors influence their help-seeking process in particular for mental 

health issues. The general objective of the research design is to provide clients with the 

best possible opportunity to describe and explain their experiences from their unique 

perspective as it relates to their help-seeking and counsellors to describe their 

experiences with this clientele. The appropriate choice for the description of 

experiences is a qualitative approach. Therefore in order to undertake this study, 

qualitative methods will be utilised to collect and analyse data. As outlined in the 

following sections qualitative research looks beyond statistical description of the area of 

interest. Qualitative methods endeavour to find the deeper meanings of particular 

human experiences (Grinnell & Unrau 2008; Neuman 2004; Rubin & Babbie 2008). A 

qualitative research process is also a theory-generating activity. The research starts 

mostly without having defined hypotheses to be tested. As the process goes on, the 

researcher will make sense of content that cannot be predicted in advance (Rubin & 

Babbie 2008). A theory can then be developed. 

 

There are three different purposes of research. These purposes can be exploratory, 

descriptive and explanatory. This research has mainly exploratory and descriptive 

purposes as later described under „exploratory research‟. It seeks to answer the „what‟ 
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question. What do men experience when they seek help? Descriptive studies deem to 

describe a social phenomenon. They seek to answer the how questions. How did it 

happen? How did men decide to attend mental health services? Who was involved in 

this decision? The explanatory purpose seeks to answer the „why‟ question. Explanatory 

research can then build on the knowledge gained from exploratory research and may be 

used to test the findings from the exploratory and descriptive research with a bigger 

quantitative study (Neuman 2004). 

 

There are several approaches to qualitative research available, depending on the nature 

of the research questions and the proposed context of the inquiry and the current 

knowledge available on the topic area. Some of the available qualitative approaches 

include, naturalism, action research, narrative analysis, ethnography, heuristic inquiry, 

phenomenology, ethnography, symbolic interaction and grounded theory (Denscombe 

2003; Rudestam & Newton 2007). Grounded Theory is most applicable to this study 

because grounded theory focuses on the process of generating theory rather than using 

an already existing particular theoretical content as an explanatory framework. 

Grounded theory is widely used in qualitative social research. Neuman described 

grounded theory: 

 

...as part of an inductive approach in which a researcher builds ideas and 

theoretical generalisations based on closely examining and creatively 

thinking about the data. A researcher creates grounded theory out of a 

process of trying to explain, interpret, and render meaning from data 

(2004, p. 30). 

 

Data processing and analysis based on a grounded theory framework will be discussed 

in more detail in Section 6. 

 

Qualitative research 

The research focuses on a little researched area with little knowledge. To improve this 

knowledge it requires a research approach which has the ability to explore the 

complexities of clients‟ experiences. Rubin and Babbie suggest that: 
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Qualitative research methods attempt to tap the deeper meanings of 

particular human experiences and are intended to generate qualitative 

data: theoretically richer observations that are not easily reduced to 

numbers (2008, p. 417). 

 

Quantitative approaches are not appropriate to answer these research questions. 

Quantitative methods, which focus on the comparison and statistical aggregation of 

data, would not provide the qualitative type of data required in this research (Patton 

2002). Quantitative researchers give emphasis to exactly measuring variables and 

testing hypotheses in search of causal and general explanations. This research does not 

begin with a hypothesis which can be tested. Qualitative research provides a superior 

method for studying experience. One of the key strengths of qualitative research is the 

comprehensiveness of perspective and deeper understanding it gives the researcher. 

This mode is particularly appropriate to research topics that seem to be too complex to 

easily quantify (Rubin & Babbie 2008). The qualitative approach is particularly 

applicable in this study because it provides the techniques and capacity for in-depth 

exploration of client experiences and allows for emerging themes which may not have 

been known prior to the research. Grinnell and Unrau (2008, p. 93) claimed that 

„qualitative research tries to understand how people live, behave, and what captivates 

and distresses them‟. It strives to understand the meaning people‟s behaviours have for 

them. They suggest qualitative researchers start with a proposed question or at least a 

sense of purpose, a process or design, and a set of techniques for gathering data; 

however, they suggest researchers adapt to the requirements of the research 

environment and „go with the flow‟ after they enter the field. Similarly, Neuman and 

Kreuger suggest (2003) that the qualitative research style is flexible and encourages 

slowly focusing the topic throughout a study. It is a more inductive process, and much 

of the narrowing towards the relevant information occurs after a researcher has begun to 

collect data. 

 

Qualitative data are empirical. These data consist of documenting real events and 

recording what people report (Neuman 2004). Neuman states that this evidence has the 
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same value and is as substantial as the evidence used in quantitative research to measure 

social events, intelligence, attitudes and similar. In this study, data to be analysed are in 

form of transcripts from interviews. Within the data analysis themes or generalisations 

are extracted and organised to portray a coherent and consistent picture (Neuman & 

Kreuger 2003). 

 

Exploratory research 

This study considers an area of inquiry that has received little attention in the research 

to date. Because there is not much known about the research theme, a qualitative 

exploratory purpose was chosen in order to uncover and explore the attitudes, 

expectations and thought processes, which guided the clients to act and access the 

service (Rubin & Babbie 2008). While there are numerous studies demonstrating 

gender specific barriers in men‟s help-seeking, there is little research in the area of 

men‟s experience when seeking help. This qualitative research explores male clients‟ 

experiences of their decision making process to access a mental health service and 

follow up treatment. This study employs semi-structured interviews. In this study the 

data collection method relies on verbal descriptions from the study participant‟s 

perspective. To learn why men choose to attend mental health services and what they 

experience in their help-seeking process, they need to be given the opportunity to talk 

about their experiences. The participants have the opportunity to explain their 

expectations and their needs in semi-structured interviews. They have the chance to 

describe their emotions and expectations that they encountered while making the 

decision to pursue treatment. Furthermore they can describe what satisfied them, and 

what disappointed them in regards to the service delivery. Using this exploratory 

research it is intended to generate new ideas, suppositions or hypotheses (Neuman 

2004). It is acknowledged that a limitation of exploratory research is that this approach 

rarely provides definitive answers to research questions (Rubin & Babbie 2008). But 

the main objective of an exploratory design is to build a foundation of general ideas or 

theories which can be further investigated in a more rigorous fashion with appropriate 

research designs such as randomised controlled trials (Grinnell & Unrau 2008; Neuman 

2004). 
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3. Sampling 

Sampling approach 

This research draws upon a non-probability, purposive sampling approach. The 

researcher selected potential participants for the study who attended counselling 

sessions and who followed up on these and requested these men to consider taking part 

in the study. Grinnell suggests that: 

 

In purposive sampling, also known as judgemental or theoretical 

sampling, we use our own judgment in selecting a sample. The basis for 

selecting such a sample is that it can yield considerable data particularly 

when used within qualitative research studies (2008, p. 153). 

 

The sample of participants was derived from men who attended the mental health 

counselling service FOCUS. Twenty male clients volunteered to be interviewed and 

were chosen to participate in the study. Interviews were held at one of the FOCUS 

counselling sites at the convenience of the participant. 

 

Generalisability, reliability, validity and trustworthiness 

Generaliseability versus insight 

An important goal of research is to generalise. Quantitative research attempts to 

measure and quantify, whereas qualitative research aims to explore the aspects of a 

phenomenon that cannot be understood without an in-depth perspective. Quantitative 

research acknowledges the importance of generalisability and validity for the credibility 

of the study. However, in qualitative research it is not easy to generalise to the whole 

population. Results from observations made with an individual or a group of people 

may not easily be replicated. Qualitative research is more valuable in presenting 

insights in social phenomena than proof or „truth‟. Qualitative researchers may derive 

an in-depth view of their subject and they can reach comprehensive and deep insights. 

But the comprehensiveness of these insights is less generaliseable than results based on 

rigorous sampling and standardised measurements (Rubin & Babbie 2008). Therefore it 
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is acknowledged that results from qualitative, exploratory research cannot be 

generalised to other individuals who were not included in the study. 

 

Reliability versus depth 

Reliability and validity are of fundamental concern in all measurement. Both are 

significant in establishing the credibility and truthfulness of the findings. „Reliability 

means dependability or consistency‟ (Neuman 2004, p. 112). Reliability in a 

measurement process avoids unstable, inconsistent or erratic results. The measure is 

reliable if the same trial is repeated under very similar or identical conditions and 

produces the same results (Neuman 2004). 

 

Most qualitative researchers resist the quantitative approach to reliability 

which they see as a cold, fixed mechanical instrument that one 

repeatedly injects into or applies to some static, lifeless material … In 

qualitative research data is seen as an interactive process in which 

particular researchers operate in an evolving setting and the setting‟s 

context dictates using a unique mix of measures that cannot be repeated 

(Neuman 2004, p. 116). 

 

The reliability in this research project is therefore limited. Processes were studied and 

these might not be stable when repeated. The research questions were clear and stable. 

The interview questions were based on a template. But the questions were open ended 

to give the participant the necessary freedom to explain his experiences. The researcher 

also needed the scope to adjust the questions if unforseen themes occurred. This method 

also allowed new aspects to emerge. „Highly precise questions in a questionnaire give 

reliable measures, but there is a danger of losing the subjective essence of the concept‟ 

(Neuman 2004, p. 118). Because it was important to explore the subjective essence in 

the participants‟ experiences, in-depth interviews with semi prepared questions were 

more appropriate. Therefore the researcher decided to focus on the depth rather than on 

reliability. 
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Validity versus authenticity 

Validity suggests truthfulness and refers to the match between a conceptual construct 

and a measure. In quantitative research „it refers to how well an idea about reality fits 

with actual reality‟ (Neuman & Kreuger 2003, p. 179). A accurate match between what 

actually occurs in the social world and the constructs a researcher uses to describe, 

theorise, or analyse the issue, indicates high validity or truthfulness (Neuman 2004). 

„Qualitative researchers are less concerned with trying to match an abstract concept to 

empirical data and more concerned with giving a candid portrayal of social life that is 

true to the experiences of people being studied‟ (Neuman & Kreuger 2003, p. 185). In 

other words they are more concerned about authenticity than validity. Qualitative 

researchers adhere to the principle of validity, to give authentic account of the 

informant, with as little interference and distortion by the research process as possible. 

„Authenticity means giving a fair honest and balanced account of social life from the 

viewpoint of someone who lives it everyday‟ (Neuman 2004, p. 117). In this study 

authenticity was established with semi-structured interviews. They were used to 

understand more about the men‟s authentic experiences when seeking help. The focus 

group interview with the mental health professionals also helped to understand the 

client‟s experiences from another perspective which also contributed to authenticity of 

the study. 

 

Trustworthiness 

Qualitative research has to find ways to establish trustworthiness. This maximises the 

credibility of qualitative studies (Grinnell & Unrau 2008). „Regardless of one‟s 

perspective, there is general agreement that one key issue in evaluating the rigor of 

qualitative research is trustworthiness‟ (Rubin & Babbie 2008, p. 431). 

 

Padgett (1998) identifies three key threats to trustworthiness, which are reactivity, 

researcher biases, and respondent biases. Reactivity occurs when the researcher‟s 

presence in the field distorts the naturalism of the setting and consequently the things 

being observed there. To keep reactivity low the researcher needs to conduct the 

interview as a neutral observer who is genuinely interested in the participant‟s story but 

keeps an objective, analytic stance. The researcher does not state an opinion or engage 
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in advice or counselling activities. The researcher bias will be minimised by refraining 

from commenting on the interviewees‟ descriptions. When listening to the recorded 

tape, the interviewer needs to listen for signs of researcher bias and how it could have 

influenced the answer. If potential influence is discovered it needs to be marked in the 

transcript and taken into consideration. It needs to be mentioned in the results chapter. 

The respondent bias needs to be reduced by assuring the participant that whatever they 

say has no impact on present or future treatment in the organisation. They need to be 

asked if they have any concerns. Concerns need to be discussed until the participant 

feels free to talk. These three threats have been taken in account and Padgett‟s 

guidelines have been observed accordingly. 

 

A second strategy to establish trustworthiness is triangulation. Triangulation occurs 

when researchers seek confirmation between two or more sources of data and their 

analysis (Rubin & Babbie 2008). Padgett (1998) describes five forms of triangulation in 

qualitative inquiry: colleagues with contrasting theoretical orientation analyse the data; 

the use of multiple qualitative methods to collect data; multiple observers collect data 

and multiple coders classify data; more than one data source are used for example 

observations, interview and existing records; and finally a team of researcher from 

different fields collaborate. In this study a form of triangulation to improve 

trustworthiness was employed. Two data sources have been used. One data source were 

the clients, the second data source was a focus group with professionals from FOCUS 

responding to the same questions as the clients. The data from both groups have been 

compared and consistencies and discrepancies are described in the findings chapter. 

 

A third method to improve reliability and trustworthiness was employed. To make sure 

that accurate coding of the themes has been done in the data analysis, the same three 

interview transcripts have been given to three researchers. The researchers read the 

research questions to inform themselves what the purpose of the study was. They were 

then instructed to find relevant themes and code them. After they coded the samples 

independently, their classifications were then compared to establish if the researchers 

had coded the data in the same way and uncovered the same themes. 
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The methods of triangulation and multiple coding with subsequent cross checking of 

coding strategies and interpretation of data are consistent with Grinnell and Unraus‟ 

(2008) and also Rubin and Babbies‟ (2008) suggestions to enhance the trustworthiness 

and credibility of the study. There are other methods to improve trustworthiness and 

subsequently the rigor of the research. One example would be member checking. This 

procedure includes checking the manuscripts with the research participant and „making 

sure that the participants‟ realities are being depicted as they see them‟ (Rubin & 

Babbie 2008, p. 432). A further method would be prolonged engagement with the 

clients and to conduct multiple interviews. This will be discussed later in this chapter 

under limitations. 

 

Sample size depends on saturation 

There is little consensus about an appropriate or meaningful sample size in terms of 

considering and conducting qualitative research (Grinnell & Unrau 2008). Patton states 

that: 

 

there are no specific rules for sample size in qualitative inquiry. Sample 

size depends on what the researcher wants to find out, what will be 

useful, what will have credibility, and what can be done with available 

time and the resources available to complete the study (2002, p. 244). 

 

Newman comments that: 

 

Qualitative researchers tend to use non-probability or non-random 

samples. This means they rarely determine the sample size in advance 

and have limited knowledge about the larger group or population from 

which the sample is taken (2004, p. 137). 

 

Saturation 

The process, by which saturation was achieved in this study to ensure that 

methodological rigor and adherence to trustworthiness were clearly evident, will be 

described. The saturation concept is rooted in grounded theory (Bowen 2008, p. 138). 
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„Data or theoretical saturation is essential to naturalistic inquiry, especially grounded 

theory studies. Saturation is important to identify when enough data has been collected‟ 

(Bowen 2008, p. 150; see also Glaser & Strauss 1968). 

 

Theoretical saturation, in effect, is the point at which no new insights are 

obtained, no new themes are identified, and no issues arise regarding a 

category of data. In other words, saturation is reached when the 

researcher gathers data to the point of diminishing returns, when nothing 

new is being added (Bowen 2008, p. 140). 

 

In this study data analysis and interviewing with new respondents was undertaken 

concurrently. Data were analysed and the interview process with new respondents 

continued until additional data and further analysis failed to uncover any new thematic 

ideas in relation to the study theme. At this point the interview and sampling process 

was stopped. Bowen (2008, p. 140) describes that „data saturation entails bringing new 

participants continually into the study until the data set is complete, as indicated by data 

replication or redundancy‟. 

 

Feasibility of the study 

The feasibility of the study depends on the scope and type of the study based on the 

research questions and its purpose, the available time, costs, ethical issues, research 

method, available financial and personnel resources, the nature of the data collection 

and analysis, and how realistic it is to find participants for the study. The study proved 

to be feasible. It was practicable. The need for financial and personnel resources were 

low. The given timeframe was realistic. It was possible to recruit participants. The 

research method, the data collection and analysis were customized to answer the 

research questions. 
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4. Setting, demographic, sample 

Setting 

At this point it is useful to describe the context in which the programs are delivered. 

The sample was drawn from consumers of FOCUS, the allied health unit of the 

Sunshine Coast Division of General Practice (SCDGP). This service offers free 

psychological treatment to clients referred by a GP in the Sunshine Coast region in 

South East Queensland, Australia. FOCUS runs the ‟Better Outcomes in Mental Health 

Care‟ (BOiMHC) program and the „More Allied Health Services‟ (MAHS) program 

funded by the Federal Government. At the time of the study, eight 

therapists/counsellors were located at eight different sites around the area. The majority 

of the sites were rented rooms in GP Practices. 

 

Referral procedure 

The GPs refer clients to FOCUS if mental health counselling treatment is required. The 

GPs decide to which service they want to refer their clients. The GP then sends a 

referral facsimile to FOCUS. The fax contains demographic data, mental health 

symptoms, and some relevant information about the medical history. At the same time 

the GP provides his patient with the FOCUS telephone number. Subsequently the 

patient needs to contact FOCUS to arrange a first appointment. The person is then put 

on a waiting list, the referral papers are checked for suitability of the service for this 

client and the client‟s particular issues. If there is insufficient information about the 

client‟s issues, situation and medical history, the GP is contacted for clarification. The 

client is then contacted for their first appointment. 

 

The participants of this study were referred as clients to FOCUS. The participants were 

clients of FOCUS counsellors but not of the researcher, the respondents were not 

known to the researcher prior to the study. Consequently a potential conflict of interest 

could be avoided. 

 

Table 1 describes the diagnoses and reasons for the referral of the clients to FOCUS. 

The respondents reported their reasons/diagnosis on the demographics questionnaire 
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(see Appendix 8) at the beginning of the interviews. The diagnoses have been made by 

the GP or another health professional. They were predominantly depression, and some 

co-morbidities. Table 1 shows also the treatment session the clients had completed at 

the time of the interview. The majority of the research participants were in ongoing 

treatment at the time of the interview except three clients who had successfully 

completed their treatment. 

 

Table 1: Diagnosis and treatment progress 

 Diagnosis at Referral Treatment 

Sessions 

Treatment 

 

Ashley Depression 9 Ongoing 

Bert Depression 1 Ongoing 

Charles Depression 6 Ongoing 

David Depression, court 5 Ongoing 

Ethan Depression, family court >12 Ongoing 

Flynn Anxiety, emotional issues 3 Ongoing 

Grant Depression, anxiety 6  Completed 

Harry Depression 12 Ongoing 

Ivan Obsessive Compulsive Disorder (OCD) 6 Ongoing 

Jake Depression, posttraumatic stress disorder (PTSD) 3  Completed  

Kai Depression 2 Ongoing 

Lucas Depression, anxiety 3 Ongoing 

Mitch Depression, Relationship breakdown 4  Completed 

Nathan Anger 2 Ongoing 

Owen Depression 12 Ongoing 

Paul Depression 2 Ongoing 

Quinn Anxiety, stress  2 Ongoing 

Riley Depression severe and agitated, anaemic 10 Ongoing 

Sam Depression 3 Ongoing 

Tim Depression 3 Ongoing 
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Mental health programs 

Clients are referred under two programs: the ‟Better Outcomes in Mental Health Care‟ 

(BOiMHC) program and the „More Allied Health Services‟ (MAHS) program. Both 

programs are funded by the Commonwealth Government‟s Department of Health and 

Ageing and provided free of charge to clients. 

 

Better Outcomes in Mental Health Care (BOiMHC) program 

The Better Outcomes in Mental Health Care (BOiMHC) program seeks to improve 

community access to quality primary mental health care. The program commenced in 

2001 in recognition of the significant role of general practitioners in dealing with 

mental health issues and to facilitate team provisions for referral of patients to allied 

health services. All GPs are entitled to refer clients. Clients eligible for referral can be 

of any age, gender and geographical location (McRuvie 2007). The clients referred to 

the service are identified by their GP, through professional judgement, as having one or 

more of the following ICD-10 diagnoses: depression, phobia, panic, anxiety, adjustment 

disorder, sleep problems, bereavement, eating disorders, dependence problems 

unexplained somatic complaints, and relationship problems. 

 

The BOiMHC program delivers focussed psychological evidence based psychological 

strategies. The strategies are limited to psycho-education, cognitive behavioural therapy 

(including behavioural interventions, cognitive interventions, relaxation strategies and 

skills training) and interpersonal therapy. Patients can receive 12 sessions per calendar 

year with a possibility of extension to 18 sessions for more complex issues. After six 

sessions a review by the GP is required with an option for additional six sessions. This 

can be either group or individual sessions. One session lasts usually 50 minutes 

(Department of Health and Ageing 2008). The BOiMHC includes the subprogram 

„Access to Allied Psychological Services‟ (ATAPS) which is processed by Medicare. 

This means some clients are referred through ATAPS and are eligible for Medicare 

rebates. Because the service bulk bills these clients don‟t have any expenses. 
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More Allied Health Services (MAHS) program 

Part of FOCUS service operations are in rural areas. More Allied Health Services 

(MAHS) funding offers allied health services to populations living in rural and remote 

areas (RRMA 4-7) (Department of Health and Ageing 2004). The management of the 

funding is done by 66 rural Divisions of General Practice. The MAHS Program 

connects allied health care and general practice in service provision and aims to 

improve the health of people living in rural areas. The Program complements, supports 

and enhances other service provisions to rural communities and provides clinical care 

by allied health professionals. 

 

Both Programs - MAHS and BOiMHC - have the same referral criteria. Suitable clients 

are children, adolescents or adults with mild to moderate levels of distress. Clients 

present with a range of issues and goals. Their main issues are depression, anxiety, 

stress, sleep problems, anger issues, adjustment issues, PTSD, controlled psychotic 

disorders, personality disorders, and difficulties adjusting to life events. These 

symptoms are often mixed with multiple stress factors such as financial difficulties, 

relationship issues, domestic violence, drug and alcohol abuse, and social isolation. The 

service delivery also includes children (and parents of children) requiring counselling 

who do not have a serious mental illness and who do not need case management. The 

clients need to be willing and ready to participate in the counselling process (McRuvie 

2007). 

 

This setting provides a valuable opportunity for research because this is where men 

with mental and emotional difficulties are referred. Clients can easily be contacted for 

the study. For consent purposes the patients included in this study were 18 years and 

over. 

 

Regional demographic 

The socio demographic context of a qualitative research study is important and relevant 

to the study and its results. For this reason, an overview of the region in which the study 

was conducted is provided here. 
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The profile of the area from which the client participants were drawn is presented in 

order to give some means by which the sample population can be compared with the 

general population on the Sunshine Coast and the rest of Australia. In addition it 

provides a description of the demographic for the area under consideration. 

 

The research took place in the geographical area of the Sunshine Coast, Queensland, 

Australia. The Sunshine Coast is part of South East Queensland. The Sunshine Coast 

consists of a high density population area along the coastline. The hinterland can be 

considered as rural with low density population. FOCUS has treatment offices in both 

areas. Both areas are rapidly growing. The main reason for the rapid growth is the 

migration of many people from cooler states into the warmer climate of the Sunshine 

Coast. There is evidence that because of the rapidly rising housing and living costs 

along the coast, low income earners are pushed towards the hinterland for cheaper 

housing and living. There are some differences compared with the remainder of 

Australia as described in detail later: These differences are: the employment rate is 

lower, the average income is also lower and the rental prices for dwellings are higher. 

Fewer men have completed year 12 and fewer have post school qualifications, fewer 

people are born overseas fewer are indigenous people. The median age is four years 

higher because of a larger older population. 

 

Population 

In the 2006 Census 276,266 persons were resident on the Sunshine Coast, 48.7 per cent 

were men and 51.3 per cent were women, an increase of 8,700 people or 3.0 per cent 

over the year. Projections prepared by the Department of housing estimate that by 2011 

the population of Sunshine Coast will be between 324,500 and 340,400 people. By 

2026 the population is expected to be between 427,900 and 520,500 people (QLD 

Department of Infrastructure and Planning 2008). In 2006 females outnumbered males 

by 51 per cent to 49 per cent due to the longer life expectancies of females. This is 

consistent with the remainder of Australia with 50.6 per cent females and 49.4 per cent 

males. Between 2004 and 2009 Queensland recorded the fastest population growth in 

Australia with 2.6 per cent per year compared to Australia with a growth rate of 1.8 per 

cent per year (Australian Bureau of Statistics 2009b). 
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Living 

The median rental costs on the Sunshine Coast were significantly higher ($235 per 

week) compared with the rest of Australia ($190 per week) with a comparable 

household size (2.5 persons Sunshine Coast and 2.6 Australia) and occupants per 

bedroom (1.1 person Sunshine Coast and 1.1 person Australia). 

 

The Sunshine Coast had 20.4 per cent single households in 2006 compared with 22.9 

per cent single households in the remainder of Australia. On the Sunshine Coast and in 

whole Australia males were less likely than females to live alone (Australian Bureau of 

Statistics 2008c). It is estimated that single person households in Queensland are most 

rapidly growing of all states and territories and single female households are growing at 

a faster rate than single male households. 

 

Marital status 

In the 2006 Census, 52.3 per cent of people aged over 14 years residing on the Sunshine 

Coast were married; 13.8 per cent separated or divorced; 27.8 per cent never married; 

and 6.0 per cent widowed. In the remainder of Australia 49.6 per cent were married; 

11.3 per cent separated or divorced; 33.2 per cent never married; and 5.9 per cent 

widowed. 

 

The Sunshine Coast had more couples without children and less couples with children 

than in the remainder of Australia. In the 2006 Census, 77,096 families lived on the 

Sunshine Coast: 44.7 per cent were couples without children; 38.4 per cent were 

couples with children; 15.8 per cent were single parent families and 1.0 per cent were 

other families (Australian Bureau of Statistics 2007a). In the remainder of Australia 

37.2 per cent were couples without children; 45.3 per cent couples with children; 15.8 

per cent single parent families and 1.7 per cent other families. 
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Education levels 

Of a total 80,968 males living on the Sunshine coast 40 per cent completed year 12; 9.9 

per cent completed year 11; 27.8 per cent completed year 10; 6.3 per cent completed 

year 9; 6.2 per cent completed year 8 or below. In Australia 57.1 per cent completed 

year 12; 33.2 per cent completed year 11 and 7.4 per cent completed year 10 

(Australian Bureau of Statistics 2008b). Males are the minority (8,526) compared to 

women (10,930) in attainment of bachelor and postgraduate degrees on the Sunshine 

Coast (Australian Bureau of Statistics 2008a). Forty-one per cent of people over 14 

years of age held post-school qualifications compared with 43.0 per cent for 

Queensland and 55 per cent in Australia as a whole in 2009. Fifty six per cent of 

females completed a Bachelor Degree or higher qualification, compared to 52 per cent 

males in Australia (Australian Bureau of Statistics 2009a). 

 

Cultural blends 

On the Sunshine Coast there were more overseas visitors and less people were born 

overseas compared with the rest of Australia. In the 2006 Census, 2.4 per cent of people 

usually resident on the Sunshine Coast were overseas visitors, 87.0 per cent of persons 

were Australian citizens, and 18.1 per cent were born overseas. In Australia 1 per cent 

were overseas visitors, 86.1 per cent Australian citizens and 22.2 per cent were born 

overseas (Australian Bureau of Statistics 2007a). Of the total population on the 

Sunshine Coast only 1.2 per cent were Indigenous people, compared with 2.3 per cent 

Indigenous people in Australia (Australian Bureau of Statistics 2007a). 

 

Median age 

In the 2006 Census (Australian Bureau of Statistics 2007a) 19.5 per cent of the 

population usually resident on the Sunshine Coast were children aged between 0-14 

years, and 29.5 per cent were people older than 54 years. The medium age of persons in 

Sunshine Coast was 41 years, compared with 37 years for people in whole Australia. A 

bigger proportion of people were in the older age group compared with the rest of 

Queensland and Australia overall. 
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Income 

On the Sunshine Coast the average weekly income for people aged over 14 years was 

$428, compared with $466 in all of Australia and the average weekly household income 

was $885, compared with $1,027 in all of Australia. The average weekly income for a 

family was $1,048, compared with $1,171 in the rest of Australia (Australian Bureau of 

Statistics 2007a). 

 

Employment 

In 2006 the employment rate on the Sunshine Coast was lower compared to the 

remainder of Australia. Men were more likely to be in the work force than women; 

however, the gap in the rate between men and women was reducing. In the 2006 

Census, 126,929 people aged over 14 years who were usually residents on the Sunshine 

Coast were in the work force. Of these, 54.5 per cent were full-time employed, 33.9 per 

cent were part-time employed, 5.8 per cent were unemployed and 81,839 residents aged 

over 14 years were not in the work force (Australian Bureau of Statistics 2007d). In the 

remainder of Australia 60.7 per cent were full time employed, 27.9 per cent part-time, 

5.2 per cent were unemployed. 

 

Sample demographics 

The majority of men accessing FOCUS are Caucasian, married, de facto or separated 

and are classed as low income earners. Many are unemployed or on a pension. Some 

have experienced downwards mobility in terms of financial and socioeconomic status. 

 

Twenty male FOCUS clients were interviewed. The study participants were adults 

between 18 and 65 years old, the majority in their middle ages. The study sample was 

not a typical sample of Australians. The sample consisted solely of Caucasian 

Australian residents, no indigenous people participated in the study and only one 

participant was born overseas. Australia in comparison has 2.3 per cent Indigenous 

people and almost 25 per cent of Australians were born overseas. The unemployment 

rate was 55 per cent in the study sample, with the majority being out of work over one 
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year, compared to 5.2 per cent unemployed Australians. The average income was less 

than half compared with the household income of Australia.  

 

At the beginning of the interview the respondents completed a demographics 

questionnaire. The figures reported in Table 2 are taken from this questionnaire. The 

names of the respondents have been changed in order to protect their identity. 

 

Table 2: Socio-Economic characteristics of participants (self report) 

 Age Marital 

Status 

No of 

Children 

Live with 

Edu - 

cation 

Occupation Period of 

Unemploy 

-ment 

Income 

Ashley 36 Single 1 Mother Sec Trades/Services 2 - 3y 51-60k 

Bert 45 Single 4 Mother Sec Trades/Services Employed 41-49k 

Charles 23 Single None Sec Trades/Services 1 - 2y < 20k 

David 20 Single None Sec Labourer 6mths-1y < 20k 

Ethan 35 Single 1 Shared Sec Trades/Services > 3 y < 20k 

Flynn 65 Divorced None Tertiary Professional > 3 y 20-30k 

Grant 43 De Facto 3 Respondent Sec Labourer Employed < 20k 

Harry 56 Married None Tertiary Professional Employed 20-30k 

Ivan 37 Married 2 Respondent Sec Trades/Services > 3 y 20-30k 

Jake 52 Single On their Own < Level 9 Professional Employed 41-49k 

Kai 43 Single None < Level 9 Labourer > 3 y 20-30k 

Lucas 35 Married 4 Mother < Level 9 Labourer 2 - 3 y < 20k 

Mitch 46 Divorced 4 Mother Sec Trades/Services 1 – 2 y 31-40k 

Nathan 20 De Facto None Sec Labourer 2 – 3 y < 20k 

Owen 45 Separated 3 Shared Tertiary Professional Employed 20-30k 

Paul 33 Single None Tertiary Professional Employed > 60k 

Quinn 23 De Facto 1 Respondent Sec Trades/Services Employed 31-40k 

Riley 39 Separated 5 Mother Sec Trades/Services Employed 51-60k 

Sam 39 De Facto 3 Respondent < level 9 Trades/Services 6mths-1y 20-30k 

Tim 39 Married 2 Respondent Sec Trades/Services Employed 20-30k 
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5. Research procedures and implementation 

Overview of procedures 

Data collection schedule 

1. Discussions with SCDGP board and management 

2. Explanation provided to FOCUS staff 

3. Ethics approval sought 

4. Therapists and posters inform male clients about research 

5. Clients receive explanatory statement from therapists 

6. Clients sign a consent form to be contacted 

7. Researcher received contact details for clients who agreed to be contacted 

8. Selection of participants with no exclusions 

9. Participants contacted 

10. Clients sign informed consent form prior to the commencement of the interview 

11. Interview voice recorded 

12. Interviews transcribed 

13. Data analysis commenced and interviewing participants continued until 

saturation 

 

Initial discussions with the organisation 

Prior to the actual interview process it was deemed necessary to establish a willingness 

to participate from the SCDGP and FOCUS. In the lead up to developing the research 

proposal, it was important to ensure the support of the organisation‟s Board, the CEO, 

the general manager, the clinical manager of FOCUS, fellow therapists and 

administration. This was done with power point presentations about the proposed 

research while the benefits for the organisation were discussed. The researcher was a 

staff member of the organisation. Because of this he had helpful knowledge of the 

organisation and knew their members, its philosophy and values. This knowledge 

allowed for easier access to staff. Grinnell and Unrau (2008) indicate that prior 

knowledge of the organisation assists in gaining permission to enter the field. Grinnell 

and Unrau identify the need to encourage the benefits of allowing the researcher into 
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the field setting, and allowing them to identify the advantages of the proposed study to 

the participants and their environment. The organisation held the view that research and 

evaluation were important for the program and staff development. Therefore initial 

discussions with the appropriate people in the organisation resulted in support for the 

research project. 

 

Recruitment process 

Commencement of the recruitment process 

Before the research commenced, therapists were informed by the researcher about the 

study and the process of the research with a power point presentation. 

 

Recruitment criteria 

All male clients were informed about the research by their therapists. All male clients 

over 18 years of age were potential participants. In order to gain useful data about the 

criteria influencing adherence to treatment, clients needed to have completed at least 

one treatment session. 

 

Reimbursement 

The explanatory statement informed potential participants that they would be 

reimbursed with $50.00 for their expenses. The interviews took place in a semi-rural 

area. The reimbursement amount seemed justified and was approved by Monash ethics 

committee, because interviewees needed to travel long distances to participate and 

provided their time to the interviewer. 

 

Recruitment procedure 

The recruitment process started in August 2008 after ethics approval was given. Over 

the next eight months men were recruited and interviewed. The data was transcribed 

and analysed concurrently with recruiting and interviewing. The recruitment process 

was stopped after reaching theoretical saturation as described earlier. 
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A poster was displayed at the research sites. Therapists also informed their male clients 

in their first or second session about the research, and handed each interested male 

client an information package which included a brochure (see Appendix 2), a consent 

form to be contacted (see Appendix 3), an explanatory statement (see Appendix 4), and 

an informed consent form (see Appendix 6). The client „consent to be contacted‟ form 

contained the consent to be contacted by the researcher. The explanatory statement 

described the purpose of the study, the participant involvement, his rights, the process, 

reimbursement, and confidentiality. Interested clients could sign and deposit their 

„consent to be contacted‟ form in a box which then would be emptied by the researcher. 

This method was used to ensure confidentiality for clients. In this way therapists would 

not know if their clients took part in the study and potential influences on the interview 

and/or the future counselling process could be avoided. Interested clients were then 

contacted by the researcher via telephone. The research and interview process were 

explained again and an interview appointment was set up. At the beginning of the 

interview the consent form to take part in the project was signed. It was preferred to 

secure the client contact details early in the counselling process because some clients 

leave the treatment after the first or second session. 

 

6. Data collection approach 

Data collected 

At the beginning of the interview, a questionnaire was administered and demographic 

data were collected (see Appendix 8). These data included cultural identification, age, 

gender, marital status, children, highest level of education, accommodation, type of 

employment, income, income source and the number of sessions attended. This 

information allowed for comparison of the sample with the general demographic of the 

area in which the study was conducted. The participants‟ description of their journey 

outlined in the interview was then voice recorded. The interviews were guided with a 

semi-structured schedule (see Appendix 9). The goal was to acquire a comprehensive 

description of clients‟ experiences in their decision processes for help-seeking and 

while in counselling. 
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Using a qualitative approach, this study draws upon the use of interviews. Grinnell and 

Unrau (2008) suggest that qualitative research has an emphasis on the use of 

observations, interviews, narrative dialogue or stories and existing documents. Similarly 

Patton (2002, p. 4) writes that literature identifies three types of qualitative data which 

are: verbatim reports, observations of behaviours, and written documents. In this 

research the data collection instrument was a semi-structured interview schedule (see 

Appendix 9) in order to obtain rich data from the reports. A written list of questions was 

used as a guide. The questions were significant, meaningful and relevant to the research 

questions. Minichiello, Arena, Timwell and Alexander (1995) state that interview 

guides usually contain a list of questions and prompts designed to guide the interview in 

a conversational and flexible way but at the same time staying focused on the theme. To 

allow the opportunity for the participants to elaborate on their experiences and to elicit 

rich data, the questions were semi-structured and open ended in line with Rubin and 

Babbie‟s (2008, p. 441) suggestion that the 'interviewer has a general plan of inquiry 

but not a specific set of questions that must be asked in particular words and in a 

particular order‟. The interviews were voice recorded so that there was no interruption 

of the flow of the interview and to ensure, as much as possible, that none of the rich 

narrative data was lost. The material was then transcribed. The interviewer abstained 

from comments while interviewing except where needed for clarification. 

 

The prompts in the semi-structured interviews helped to keep the focus on themes of 

interest and at the same time gave enough room to explore themes and answer question 

for the clients and the focus group members with professionals and did not constrain the 

discussion. Not all prompts were strictly followed. The clients talked freely in their 

individual interviews. Some focus group members were quieter than others. This can be 

attributed to group dynamic rather than restriction of semi-structured questions.  

 

Implementing client interview schedules 

The interview schedules were initially developed from the available literature on the 

subject and were informed by the research questions (O'Brien & Rich 2002). First a 

theme list was established. Then more specific questions for each theme category were 

developed in order to keep the themes focused and the questions consistent and 
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thorough. Rubin and Babbie (2008) state that this is a preferred solution if interviews 

need to be done in a limited timeframe. It was considered that questions were 

formulated in a way that they provide answers to the research questions and 

interviewees were not tempted to mislead or digress too much. A funnelling technique 

was used from broader questions to more specific ones and when possible asking the 

more sensitive question later in the interview to keep rapport (Grinnell & Unrau 2008). 

In order to clarify any potential issues, therapists were asked to comment on the 

interview schedule and specifically asked if they would ask any additional questions or 

if there were questions they found unhelpful. The process of consultation was 

undertaken with a view to increase the content validity of the interview schedule 

(Grinnell & Unrau 2008). 

 

Data analysis overview 

This exploratory study uncovered a large amount of data. Twenty one hours of 

recordings were transcribed into 96,464 words which were then analysed. The voice 

recorded interviews were transcribed verbatim as they became available. The language 

of the clients was kept as original as possible so as not to distort their statements. For 

this reason their exemplified statements do not appear as grammatically correct 

accounts in the thesis. The data analysis was then conducted with the help of the 

qualitative data analysis software NVivo 8 (Bazeley 2007). Relevant themes were 

extracted from these data. 

 

Grounded theory - the framework for the data analysis 

In this study grounded theory was used to guide data analysis through the coding 

processes and eventually the emerged themes were compared with existing literature. 

Some findings have then been confirmed and strengthened existing research findings 

and some new findings have been extracted from data and prepositions have been made 

which need to be validated with further studies. 

 

Grounded theory was considered to be the most suitable approach for this study. Strauss 

and Corbin defined grounded theory as a: 
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...general methodology for developing theory that is grounded in data 

systematically gathered and analysed. Theory evolves during actual 

research, and it does this through continuous interplay between analysis 

and data collection (1994, p. 273). 

 

Grounded theory is widely used in qualitative social research (Strauss & Corbin 1998). 

„A researcher creates grounded theory out of a process of trying to explain, interpret, 

and render meaning from data‟ (Neuman 2004, p. 30). This study is concerned with 

exploring clients‟ inner experiences when seeking help. The analysis is not intended to 

provide support for pre-existing specific hypotheses. It did not start with a preconceived 

notion about these experiences, but rather sought to understand and find any patterns or 

themes in reports of help-seeking provided by men currently attending mental health 

services. This data analysis used grounded theory and started with detailed observations 

of experiences of clients and moved towards more abstract generalisations or themes, 

patterns or common categories (Rubin & Babbie 2008). These general themes were 

analysed in order to assess variations between and within identified themes. The key 

aspects of themes were then separated into sub-themes. Data from participants were 

added and compared until the analysis did not result in any further changes (Rubin & 

Babbie 2008). From this point on no new insights could be generated from the 

examination of these cases. This concept is consistent with theoretical saturation which 

was discussed earlier in the text. 

 

The data collected from the focus group were also classified. The categories generated 

from the focus group data were then compared with the categories generated from the 

clients‟ data. When it was found that the results from the client group and the focus 

group corresponded, then working hypotheses were developed based on these patterns. 

These preliminary hypotheses were then compared with existing literature. When 

existing studies with the same findings could be found the hypotheses were regarded as 

supported. If no supporting literature could be found, they were viewed as hypotheses 

requiring further research consistent with the purpose of qualitative research (Grinnell 

& Unrau 2008). 
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Processing the data 

Patton (2002) suggests that there is no precise or agreed term that describes varieties 

and processes of qualitative analysis. „The aim of data analysis is the discovery of 

patterns among the data, patterns that point to theoretical understanding of social life‟ 

(Rubin & Babbie 2008, p. 460). Neuman (2004) refers to the process of searching text 

for recurring words or themes as content analysis. Rubin and Babbie (2008, p. 402) 

agree with this view and state that „content analysis is essentially a coding operation 

where communications (oral, written, or other) are coded or classified according to 

some conceptual framework‟ and coupled with some retrieval system. In this study the 

conceptual framework was grounded theory. 

 

The data in form of interview transcripts were entered into the computer software. The 

text of each interview was read and interview fragments and phrases that appeared to 

have similar meanings were identified and categorised. During this phase of the 

analysis, commonalities across interviews in terms of phrasing and the use of specific 

words were identified. Neuman (2004) calls this process open coding. Rubin and 

Babbie (2008) state that during open coding the data are broken down into smaller 

fractions. Data is then closely examined and compared for similarities and differences 

and questions can be asked about the occurrences reflected in the data. This process can 

lead to new discoveries. The frequency of the specific words or phrases was noted not 

only within any particular interview, but also across all interviews using a „find‟ option 

in the software. An additional keyword search was conducted to make sure that themes 

were not overlooked. 

 

Ideas or themes were compared between initial coded themes and the interview 

questions. In this way key concepts could be identified. The data were then coded into 

themes and subthemes correlating with the interview theme list and any additional 

emerging themes. Neuman (2004) calls this process of structuring the themes axial 

coding. The themes and subthemes were visually reflected in the computer software as 

tree nodes. 
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NVivo V8.0 (QSR) qualitative software package 

The interviews conducted resulted in a substantial quantity of written text to be 

analysed. In order to manage the large amount of text involved, it was decided as 

mentioned earlier, to use the qualitative software package NVivo 8, developed by QSR 

International (Bazeley 2007). This package has been specifically developed with 

qualitative data analysis in mind. NVivo has been successfully used since 1981, first 

known as Nudist, in numerous qualitative studies. The software could easily handle 

large amounts of text based data. It ensured a faster, more certain, and more precise 

retrieval process of data compared to manual coding of the data. It made the process of 

analysis easier, as it was able to automate tasks that otherwise would have been 

undertaken manually. However, the program did not remove the analytical and 

interpretative nature of the task. 

 

Ethics 

Approval for the study from the Sunshine Coast Division of General Practice Board 

was received on the 6 May 2008. The research proposal and interview schedules were 

submitted as required to the Monash University‟s Human Ethics Committee. Ethics 

approval was obtained on 11 August 2008 from the Monash University Ethics 

Committee. The research commenced after the application was approved. During the 

conduct of the research ethical principles were upheld (National Health and Medical 

Research Council 2007). Participation in the study was voluntary, and all participants 

were provided with a written description of the purpose and procedure prior to giving 

informed consent as discussed in the section recruitment process. The explanatory 

statement (see Appendix 4) outlined the goal of the study, the method of interviewing, 

how confidentiality would be maintained, and the proposed dissemination of the study 

report. The consent of participants was obtained in writing (see Appendix 6). The 

interviewees had the right at any time to stop the interview and to refuse to answer 

questions. They had the right to withdraw from the study without providing reasons for 

doing so. 
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The clients of the researcher were excluded from participation in the study, following 

the ethics committee‟s request that the researcher did not include his own therapy 

clients in this research study as this leads to the possibility of coercion. 

 

The ethics committee was concerned that some participants may not be able to consent 

for themselves. All the clients were able to give their own consent. They were all adults 

and attended the service on their own volition. None of the clients had an intellectual or 

other impairment which hindered them in making an informed choice and giving their 

consent. 

 

The fact that the investigator also was a counsellor at the place where the study took 

place put the investigator in a position of power towards potential participants. This 

influence was considered. The poster (see Appendix 2) and the explanatory statement 

(see Appendix 4) were on Monash letterheads as requested by the committee and 

provided sufficient details about the project aims, methods, risks/benefits, the recruiting 

process and identified the investigator clearly as therapist at FOCUS and as researcher 

for Monash so that potential participants could make an informed decision to participate 

in the study. The committee agreed that the researcher conducted the study at his 

workplace. 

 

7. Strength and limitations of the study 

Strengths of the study 

In general terms, the design of the study worked well and was able to address its 

intended purpose and the specific research questions that were to be addressed. The 

study produced meaningful results. It is argued that the structure of this exploratory 

qualitative study provided a deep understanding of the client‟s experiences and also 

represented the views of mental health professionals. The in-depth interviews with 

clients and the focus group of professionals yielded a vast amount of useful data. 

Numerous relevant themes could be identified. The information collected was 

consistent in most cases across the three data sources: the client group, the focus group, 

and the literature. Saturation of data was reached with the sample size of 20 for the 
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individual interviews. The consistency between different data sources and saturation 

allows the development of theories that might be used as explanatory frameworks 

(Bowen 2008; Glaser & Strauss 1968). 

 

In order to increase the trustworthiness of the study a data content triangulation was 

performed between two data sources, the clients and the focus group of professionals. 

The data were consistent across the two data sources. The data were also compared with 

former studies when available. Furthermore multiple coding with cross checking was 

carried out to test the coding reliability as described earlier. Five researchers were asked 

to identify themes in three data transcripts. The result showed close agreement on the 

themes between the coders as shown in Chapter 4. As discussed in this chapter, 

triangulation aims to counteract forms of data collection bias such as researcher bias, 

respondent bias and reactivity of the researcher towards the respondent (Padgett 1998) 

and therefore aims to improve the trustworthiness and consequently the credibility of 

the study. 

 

Limitations of the study 

This thesis is subject to several limitations. It has been acknowledged that qualitative 

studies provide results which are less generalisable than results based on standardised 

measurements in a quantitative study (Rubin & Babbie 2008). There are also limitations 

of the small sample size and the relative homogeneity of the study participants: All men 

were from white Australian background and no high income earners participated due to 

the funding arrangements of the service where the study took place. GPs were the only 

referral source; and the inquiry was limited to only one mental health counselling 

service. Some of these factors will now be discussed in detail. 

 

Sample size 

As discussed in this chapter, the results cannot be generalised for the wider male public 

because of the small sample size. As is typical in qualitative research the sample size 

was relatively small. The number of interviewees for this study was 20. However, for 

example Patton (Patton 2002) states that 20 and fewer participants are common in 
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qualitative research. As discussed earlier, this number was sufficient to reach saturation 

(Strauss & Corbin 1998). 

 

Socio-economic group 

The study has been undertaken in one specific geographical and demographic area. The 

geographic area is a semi-rural coastal area. Unemployment is high. People often 

migrate from cooler areas in Australia to find a better climate and then find themselves 

with the insurmountable problem of finding a job. The unemployment rate is 

significantly higher and income is lower than the Australian average. 

 

All the interview participants were FOCUS clients. The FOCUS mental health 

counselling service is funded though programs which target clients from the lower 

socio-economic group. All the interviewees belonged to this group. It could be argued 

that the results of this study have limited relevance to men from different socio-

economic backgrounds because wealthier and better educated men might have a 

different approach to help-seeking. Therefore the results may be limited to the lower 

socio-economic group and not relevant to the male population from different socio-

economic classes. 

 

Cultural Background and other groups of men 

A further limitation is that only Caucasian men with an Australian background were 

participants in the study. The study did not include multicultural aspects and other 

groups of men such as indigenous males, migrant males, males in rural and remote 

areas, gay, bisexual, transgender males, intersex people, males with disability, service 

men, veterans, older socially isolated men, men in the criminal justice system or men in 

adolescence. The results therefore may have limited relevance to men belonging to 

other ethnic backgrounds and the above mentioned groups of men. 

 

GPs as the only referral source 

GPs were the only source for referrals to the FOCUS service. It could be argued that the 

group of male clients would have been different if they were referred through other 
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channels than GPs. They would possibly have had different mental health histories and 

issues. That could have changed their help-seeking behaviour and adherence to 

treatment. Because of this the results may not be applicable to a wider male population. 

 

Research limited to one mental health counselling service 

The study was conducted with clients from one mental health counselling service. It is 

acknowledged that the study would have had a wider breadth if the sample had included 

different mental health counselling services. The variety of the male clients would 

possibly have been broader. 

 

Inconsistency of questions 

Not all questions were asked or answered due to the qualitative interviewing approach. 

Rubin and Babbie write that: 

 

A qualitative interview is an interaction between the interviewer and a 

respondent in which the interviewer has a general plan of inquiry but not 

a specific set of questions that must be asked in particular words and in a 

particular order (2008). 

 

A semi-structured, open ended interview schedule (see Appendix 9) was used. The 

interview was conducted using a conversational format in order to make the participant 

comfortable and allow him to express his experiences spontaneously in his own words 

and to permit the interviewer to take the initiative to follow up unanticipated avenues of 

questioning. In this way it was hoped to elicit the subjective essence of the experience 

of seeking help and deeper insights into this process than would have been possible 

with a fully standardised schedule (Neuman 2004, p. 118). However, because of the 

conversational style, not all listed questions were asked and questions that were asked 

were sometimes not answered. It occasionally happened that rather than responding to a 

question the respondent pursued a topic he thought was important. The disadvantage 

was that this process provided not the same information for all interviewees. For 

example not all 20 men answered the question regarding childhood problems or suicidal 

ideations. 
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Only one interview 

The majority of the study participants were still in treatment when they were 

interviewed. They were interviewed only once. A follow up study after termination of 

the treatment would possibly have uncovered more data about the factors of adhering to 

or discontinuing treatment. However, as discussed earlier, there was sufficient data 

generated to answer this question. 

 

It could be argued that the study would have been stronger, and possibly the validity 

and reliability of the data would have improved, with second interviews. Furthermore, 

additional focus groups with GPs, Carers and significant others would have 

strengthened the present study. However, this was not done because of limited time and 

funding. Validity and reliability are measures to improve trustworthiness and therefore 

the credibility of the study. There were other checking measures in place to improve 

trustworthiness. The measures were counteracting researcher bias, respondent bias, 

reactivity and triangulation which have been discussed in Section 3. 

 

Sample comparison 

The study would have been stronger in examining why men access counselling, if the 

study sample who accessed the service could have been compared with a sample who 

did not access help. A study comparing responses across these two groups would have 

potentially yielded interesting data. The factors underpinning decisions to access mental 

health services or to avoid such resources could have been compared between the 

different groups which would be helpful in understanding the different types of 

decisions made in this context. However, the purpose of the present research was to 

study factors influencing positive decision making to utilise counselling. The study 

design allowed uncovering sufficient useful data to answer the research questions. In 

any case accessing such a sample would have been impractical. 

 

Further a group of men who terminated successfully could have been compared with 

men who dropped out of treatment prematurely. This approach would have broadened 

the database that might potentially inform policy within this arena. Such a sample was 
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not included for following reasons. The purpose of the present study was to examine 

why men stay in treatment, therefore examination of premature termination was less 

relevant. It is also argued that protecting the privacy and confidentiality of men who left 

treatment prematurely would have been difficult when trying to access them. High 

mobility and therefore potential difficulties to find these clients after termination were 

further barriers. Because of the scant knowledge in the field, the current study 

represents a beginning to gain knowledge about men‟s help-seeking behaviour in 

relation to preventing mental health problems. There is a need for follow up studies to 

be undertaken including other variables to complement the current study. The research 

questions asks why men attend mental health services and continue their attendance and 

the research design and the chosen sample could provide rich data in relation to this 

question. 

 

Gender comparison 

Finally, it could also be argued that this study does not compare females and males. If 

there was a female and a male group it would be possible to distinguish if different 

factors influence help-seeking behaviours across the sexes. However, some authors 

believe that this comparison is inadequate in explaining the process for men‟s help-

seeking behaviour. For example Galdas, Cheater and Marshall (2005) state that in order 

to understand the concept of help-seeking among men, it is necessary to focus 

investigations on men‟s experiences, not merely on the differences between genders. 

 

Chapter Summary 

The aim of this study is to answer the research questions why men access mental health 

counselling services and subsequently adhere to treatment. A qualitative method was 

chosen because it provides rich data and promises deep insights into the client‟s 

decision making processes. An explorative study design was chosen because no studies 

could be found exploring these specific research questions and therefore there is very 

little data available. Semi-structured, in-depth interviews were chosen to explore the 

clients‟ experiences while seeking help. A purposive sample of men who attended 

mental health counselling service was chosen. The trustworthiness of this study was 
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established by means of triangulation between different sources of information. In this 

case client data have been compared with data from professionals. Moreover multiple 

data coding with different coders has also been applied. The codes have been compared 

for congruence. To achieve meaningful results and argue trustworthiness of the study 

the concept of theoretical saturation of data has been employed. A grounded theory 

approach has been used in order to extract meaning from the data. The research design 

allowed the development of some hypotheses which are delineated in the discussion 

chapter. Several limitations of this study have been outlined. Due to the characteristic of 

the service from where the participants were sampled, the study results are limited to 

the lower socio-economic group of low income white Australian males who attended a 

mental health counselling service. Whilst the methodology has obvious limitations, the 

data-collection method and the resulting data can be considered trustworthy to the 

extent that this study is able to clearly address the specified research questions. 
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CHAPTER 4: RESULTS 

WHY MEN ACCESS MENTAL HEALTH COUNSELLING 

SERVICES AND CONTINUE TREATMENT 

 

Introduction to the chapter 

The findings presented in this chapter are the results of the twenty client interviews and 

the focus group that was conducted with mental health counsellors. The focus group 

participants consisted of the facilitator and eight mental health professionals. 

 

In order to explore the issue as to why men access mental health counselling services 

and subsequently choose follow up treatment, this chapter presents accounts of the 

clients‟ experiences and the opinions of treating professionals. Themes are described 

and then appropriate examples are given. The reports of the clients have been compared 

with existing literature in order to provide evidence that the study sample was typical of 

a group of men who experience mental health problems and eventually seek 

counselling. The experiences, observations and thoughts of professionals have been 

compared with the experiences of clients. 

 

This chapter is presented in parts and sections and reveals the themes uncovered in the 

analysis of the data as described in Chapter 3. The chapter consists of two parts. Part 1 

describes the findings from the clients. Part 2 describes the findings from the focus 

group. Part 1 and 2 contain sections. Within the sections, themes which emerged 

through the interview process and data analysis are described. 

 

In Part 1, Section 1 describes the context of the sample. The context is important in 

qualitative research. It can help the reader to understand the framework of an inquiry 

before the results are discussed (Crabtree & Miller 1992). Understanding the context 

can help to define the group to which the findings relate (Grinnell & Unrau 2008). The 

context describes the life circumstances of these men. This includes their history of long 

term critical incidents, their former experiences with mental health services and their 
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delay in help-seeking. The long term history became important because it emerged that 

behind the immediate triggers as to why these men decided to seek help from a mental 

health counselling service, lay significant long term problems. 

 

The majority of the clients had former experiences with mental health services. 

Delaying help-seeking behaviour included the themes of low problem awareness and 

perceived stigma associated with mental health issues. Section 2 describes why men 

choose to attend mental health counselling services. Section 3 describes why men 

continue treatment. Section 4 describes suggestions from clients as to how to improve 

access to mental health counselling services. 

 

A separate interview was undertaken with a focus group. The focus group members 

were asked the same questions as the clients. Answers from the perspective of 

professionals were sought. Therefore Part 2 was subdivided into the same sections as 

Part 1. 

 

Some themes were reflected in the semi-structured questions asked by the interviewer 

other themes emerged from the discussion as discussed in Chapter 3. It followed 

prompts but left room for free client responses (Minichiello et al. 1995; Rubin & 

Babbie 2008). Themes which have been found relevant for this study are described. 

Every theme is firstly described, and then relevant examples are provided and 

eventually the consistency with literature is considered. The client‟s findings and the 

focus group findings are summarised at the end of this chapter. A discussion and 

conclusion of the major findings of this study follow in the final chapter. 
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PART 1: 

FINDINGS FROM CLIENTS AND DISCUSSION 

1. Setting the context 

The themes which emerged from the interview process provided a context for gaining 

insights into the help-seeking behaviour of this clientele. Each transcript was examined 

and emerging themes were coded. It became apparent that these men all had a long term 

critical incident history and most of it dated back to their childhood. Therefore a 

category of „long term critical incidents‟ was established. Themes relating to long term 

problems were then added as subcategories. In this way several subcategories were 

established. Clients‟ comments which related to one of these subcategories were added 

to the relating subcategory. In this way the data could be structured and it could be 

established who and how many clients commented on the same theme. 

 

As described in Chapter 3 to increase trustworthiness of the study, multiple coding and 

cross checking was performed with three client transcripts. Five researchers coded the 

three transcripts separately and emerging themes were then compared. Close agreement 

on identified relevant themes was found. 

 

Most of the (all were FOCUS clients) clients had had previous contact with mental 

health institutions. This will be described in more detail under the theme „Previous 

experiences with mental health services‟. Low levels of problem recognition und 

underestimation of the severity of the issues encountered and fear of stigmatisation led 

to a delay in help-seeking for many years. The realisation that there was a mental health 

problem came very late to individuals who were in a major crisis. 

 

Long term critical incidents history 

This section describes the mental health histories of men. Factors which influenced the 

men to access mental health counselling at FOCUS are described in this section. All the 

men had significant chronic long term mental health problems. Major difficulties 

included alcohol, anger, childhood issues, depression, drugs, relationship breakdown, 
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self harm and attempted suicide. Many participants had co-morbidities between alcohol 

and/or drug abuse and mental health problems. 

 

Mostly the clients did not identify their problems as mental health problems until a 

much later stage. This may indicate low problem awareness. This theme will be 

examined later in this section. They assumed life was difficult and many of them tried 

to minimise their suffering with self medication. This was by increasing alcohol 

consumption, taking drugs, and smoking tobacco which exacerbated their troubles. This 

can be seen in the following examples. Others tried to manage their problems by more 

constructive means such as engaging in physical exercise. Some did nothing. Some 

resorted to prescribed anti depressants. In order to deal with their long term problems 

the clients reported a very limited range of perceived resources. 

 

Alcohol 

Description of the theme 

Alcohol played a significant role in the long term mental health history of male clients, 

eventually leading to attendance at a service. Twenty clients were asked about their 

alcohol history. Thirteen clients had had an alcohol problem at some stage in their lives. 

In nine cases alcohol was a significant contributor to relationship crisis or separations. 

Only seven clients reported that they never had a problem with alcohol. 

 

The examples demonstrate that the men who had an alcohol issue were unaware that 

they had a problem with alcohol for a long time. They were also oblivious of the 

problems alcohol caused. Some drank for pleasure; others tried to alleviate their 

suffering with increased alcohol consumption. Much later they realised that alcohol 

contributed to problems in the relationship. Alcohol also played a part in domestic 

violence, and in self harm and suicide attempts. It took some men decades until they 

admitted to themselves and others that alcohol had a detrimental influence on their life 

and sought help as can be seen in following examples. 
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Examples 

Ashley smoked marijuana and resorted to binge drinking and a history of self harming 

behaviour. He was in the army and behaved often violently and engaged in brawls. 

When his girlfriend left him he felt depressed and the memories of his childhood 

surfaced and alcohol consumption increased. He was adopted and sexually abused. 

After an accident in the army he was discharged in 1997 and consequently was not able 

to hold on to a job for longer than three weeks. He had in 2006 another accident and 

was after that not able to pursue his planned career in mining. This combination of 

adverse life experiences and memories increased his depressed feelings and anger 

towards himself to a point when he cut himself in an alcohol fuelled episode of 

desperation, so that he had to be admitted to the hospital. He realised only in 2008 that 

alcohol had an adverse effect on his behaviour facilitated by counselling after several 

hospital admissions because of self harm. He reduced drinking after realising the 

negative influence of alcohol on his anger and aggression. His army mates had already 

addressed his aggressive behaviour under alcohol influence while he was in the army 

between 1988 and 1997 and he also was being reminded since then by his partner and 

his parents. It took him over a decade to realise the connection between alcohol, mood 

and behaviour. 

ASHLEY: So yeah, I was just depressed and I hit the booze pretty hard one night and 

this is what happened. No, yeah, I used to drink a fair bit. Binge drink. 

INTERVIEWER: Still doing it? 

ASHLEY: Still do yeah. But ever since I‟ve been going to counselling it‟s like my 

anger and depression has settled down. 

INTERVIEWER: Yeah? 

ASHLEY: Yeah, I just know my cut off period when I‟m having a drink, not to have 

too much because I snap. 

 

Grant smoked marijuana and consumed alcohol in his teens which was detrimental to 

his mood swings. He abused alcohol from an early age until he was 40 years old. He 

then realised the problems it caused in his relationship. After this realisation he sought 

help from his GP. 
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GRANT: I mainly smoked marijuana. But we did a lot of alcohol and marijuana. They 

were the main two. You know, this was in my teen years, probably into my mid 

twenties. 

INTERVIEWER: So you believe alcohol and marijuana was not helpful to your mood 

swings. 

GRANT: No definitely not. 

GRANT: Yes I did. I drank, well reasonably heavy. Not overly heavy like I did when I 

was in my teenage years and early twenties and stuff like that. Up until the age of 40 I 

would probably have drank just a few on the weekend, you know like you might have 

half a dozen stubbies on Friday and Saturday night, watching the football or whatever. I 

kind of hit 40 and went, this is getting, I knew it was causing problems in my 

relationship too, and stuff. I know my partner didn‟t like me drinking, it was kinda 20 

odd years is enough and I weaned off from there. I will have one or two now maybe on 

a Friday night or a Saturday afternoon watching the program but I don‟t feel I need to 

indulge. 

INTERVIEWER: Was that the decision of the GP or was it because you were under 

pressure from your wife? 

GRANT: No, it was kinda like I just, yeah that played on my mind, yeah, no, it was a 

conscious decision I thought and my children are getting older, I didn‟t really want 

them to see it. 

 

Harry describes his avoidance behaviour and significant increase in alcohol 

consumption after being traumatised by his job as an ambulance officer in 1993. He 

believes his relationship suffered because of his drinking behaviour. He only reduced 

his drinking behaviour after 15 years in 2008. 

INTERVIEWER: So that was the first time, about 1993 and you said after that you hit 

the grog. Did you actually drink before or was that never a problem? 

HARRY: Yes, I drank before but I suppose we were all party animals and like the 

police, ambulance and fire brigade, we always used to get together because we could 

relate to each other and I suppose that was our de-stressing because we could talk to 

each other. 
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Harry used alcohol as self medication after a break down in 1993. 

HARRY: I was going through that sort of thing that if I saw an ambulance go past and it 

was blokes like you I would sort of duck out of the way so that they wouldn‟t see me 

and I hit the grog a fair bit and I believe I gave my wife a bit of a hard time. Not 

physically but just mentally and I can always remember her saying she just didn‟t know 

what she was going to come home to. 

 

Consistency with previous literature 

The reasons why the clients consumed alcohol and drugs were varied. Alcohol and 

drugs were used for relaxation, socialisation, celebration and alleviation of 

psychological distress. It is not clear how many men use alcohol and drugs to alleviate 

their distress and how many use it for other reasons. But alcohol and drug use is 

associated with mental distress (Australian Institute of Health and Welfare 2008; 

Khantzian 1997). 

 

Alcohol and drug consumption caused and increased psychological and social problems 

in the men who participated in this study. In particular it caused problems in their 

relationships and at work. Despite this the clients were widely unaware of the problems 

their alcohol consumption caused and only retrospectively realised that their alcohol 

consumption was a problem. This lack of awareness and delayed awareness are also 

reported for the Australian male population by the Ministerial Council on Drug Strategy 

(Ministerial Council on Drug Strategy 2006). They state that the dangers of alcohol are 

often not recognised, are tolerated or are ignored. 

 

Anger/violence/domestic violence (DV) 

Description of the theme 

Eight men had an anger problem. They all behaved violently. Seven of the men were 

involved in domestic violence. They realised what their issues were but had difficulties 

in identifying anger, violence and the consequences of violence as a problem. The 

examples show that they initially underestimated their problems. 
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Examples 

Ashley behaved violently and scared other people. He did not recognise his violence as 

a problem for a long time. He needed to be told by friends. 

INTERVIEWER: Yeah. How did you come to believe that you had a problem? 

ASHLEY: I guess I hurt my family and my friends, like upsetting them. Just making 

my friends angry, like if I get into trouble with my missus a while ago, I settled down 

from the violent sort of things but I scared the hell out of my mates a few times, getting 

into fights and being quite violent. I didn‟t start the fight but in the end you know, they 

would have to pull me off and say are you right, and then I got back into them again, 

but that side of me has stopped now I guess because I‟m older and I got into trouble and 

the army had to pull me out of heaps of violent attacks, you know. 

INTERVIEWER: In hindsight, in thinking back do you think you estimated the 

seriousness of your problem appropriately or maybe… 

ASHLEY: Not really because I never had any counselling. 

INTERVIEWER: You didn‟t really think it was a problem? 

ASHLEY: No. My mates you know, would sit me down and say you can‟t, if you hit 

someone you can‟t just keep going. My mates were the counsellors. Yeah, I didn‟t have 

any counselling because my mates were the counsellors and I would do the same for 

them, you know, if they were in trouble. 

 

Charles behaved violently in his parents‟ house. His parents had to call the police and 

Charles was arrested. He did not acknowledge that he had an anger problem. 

CHARLES: Yes. Then I saw another psychiatrist. I had only one session there. Then I 

was arrested. 

INTERVIEWER: Arrested? For what? 

CHARLES: Because my parents had a DVO (Domestic Violence Order) on me. And I 

went to the hospital then. I was in the mental ward for one or two weeks. 

INTERVIEWER: Can you remember what happened when you were arrested? 

CHARLES: I think I kicked the cupboard door. And I think it was damaged. It was just 

the behaviour at the moment. I had a stomach problem. I was frustrated because of the 

reflux. Mum or dad called the police. 

INTERVIEWER: Would you say you have an anger problem? 
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CHARLES: No Stomach problems 

INTERVIEWER: You would say you suffer depression? 

CHARLES: Yes 

 

Ethan encountered domestic violence between himself and his partner. Both were 

violent. He minimised the domestic violence with the words „a bit‟. In the interview he 

conceded that the events were traumatic. 

ETHAN: No just for counselling initially. When I left the mother (of his child, his ex 

partner) there was little bit of domestic violence. That was pretty traumatic. She likes to 

use the child as a weapon. She always said, “You wouldn‟t get to see your children if 

you don‟t do what I say” and I had been looking after the girl since she had been about 

three months old, when she had gone back to work and I mean I was emotionally 

unbalanced. 

INTERVIEWER: Yes. How long ago was that? 

ETHAN: Year and a half. 

I tried breaking the relationship off but she is a bit of a stalker and she is controlling and 

every time I tried to break up with her she would just blow up and become explosive. 

She couldn‟t see that we didn‟t get along. 

 

Ivan lost control and hit his wife in anger. However, he believed that he did not have 

anger issue. 

INTERVIEWER: So your wife threatened to leave you? 

IVAN: Yes. She rang for help. “My husband is hitting me he is pretty angry and he 

needs help.” 

INTERVIEWER: So you have an anger problem? 

IVAN: No 

 

Consistency with previous literature 

Previous literature supports the findings that some men do not see anger and violence as 

a problem. Courtenay outlined in his theory about constructions of masculinity how 

men would consider anger to be acceptable, particularly when expressed physically 
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(Courtenay 2000b). They would view physical violence as a sometimes necessary part 

of life (Courtenay 2000b). 

 

Childhood 

Description of the theme 

Twelve clients were asked about their childhood problems. All 12 reported mental 

health problems and/or behavioural problems stemming from childhood. Two had had 

some school counselling with no success. 

 

Five of the clients suffered abuse in their childhood. In the interviews three of them 

reported sexual abuse. One of the sexually abused men said that he had also been 

bullied. This resulted in him manifesting out of control behaviour which led to youth 

detention. Two of the abused individuals reported physical abuse. One of the physically 

abused participants reported anger problems and self injurious behaviours as a result. 

The other was physically abused by his cruel father, which led to shyness. One client 

reported that he started using drugs and alcohol at 10 years of age. Two clients reported 

anxiety. One became anxious after his mother died when he was nine years old. One 

reported anxiety and depression from an early age. 

 

Four clients reported anger problems in their childhood. One of them became an angry 

person after his parents separated. One client reported that he was angry and depressed 

and displayed anti social behaviour. One client reported that he felt angry and depressed 

and was diagnosed with Attention Deficit Disorder at the age of eight. He had an angry 

father and his parents were fighting. One client witnessed a traumatic accident at 15 

years of age and subsequently developed mental problems. 

 

Examples 

David was sexually abused by his mother. He suffered depression as a consequence and 

displayed antisocial behaviour. His grades slipped and eventually he was home-

schooled.. 

INTERVIEWER: Can you remember when your depression started? 
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DAVID: Basically my depression started, it really started when I started going to school 

and interlinking with other students because I was really antisocial at school. I didn‟t 

have hardly any friends whilst I was at school and even my foster parents picked up on 

it and I had counselling and pretty much for my sexual abuse from my Mum and it just 

slowly grew on me and just basically started getting depressed even more about it. Just 

basically holding onto the baggage. Yes. It was pretty poor because it was the most 

important person that I could‟ve trusted you actually did the abuse, which was my Mum 

and basically from then on as I grew up it didn‟t occur to me at the time because I was 

so young but now as I‟ve gotten older it has occurred to me, she doesn‟t have one bit of 

trust for me at all because of that particular reason. 

 

So I kind of, I was a bright student until I started becoming more confident within 

myself and then that‟s when I sort of like branched out. I made friends at school 

eventually and basically my grades started slipping because I was focusing on friends. 

From grade eight to grade 12. I did get, I wasn‟t slipping too much in my grades but it 

was a significant decline from what I was getting throughout. 

INTERVIEWER: Then towards the end of school did you follow up with a study or a 

trade or apprenticeship? 

DAVID: I did. Half way through year 12, I was doing also year 12 as well hospitality, 

year 12 was getting too stressful for me and I said look I‟d rather get my work sent 

home because I was starting to get really stressed and I talked to my foster parents 

about it and they said yes, that‟s fine and I was doing year 12 as well as my Certificate 

II in Hospitality. 

 

Flynn in relation to his mother‟s death and anxiety 

FLYNN: Look I already figured out it‟s related to my mother‟s death and as a nine-

year-old she died of breast cancer when I was nine. She was being treated by the local 

doctor for bronchitis, but I was sick with asthma and I slept in the same bed with her. 

She looked after me and that traumatised me and after that I was in numb-world. I was 

sort of like a pseudo autistic child for a long time. 
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Grant suffered anxiety and depression from an early age. It took him until he was in his 

thirties to seek help. He went first to a counsellor at Lifeline. 

GRANT: I suffered from anxiety and depression and it just built up. I think I had it 

from an early age. I didn‟t address it from an early age but I think I had it from an early 

age. 

INTERVIEWER: Can you remember the moment when you decided, now I am going 

to do something about it? 

GRANT: Yeah, it was kind of, I didn‟t, to be honest with you people that said it to me 

when I was going through the teenage, when I said people, not a lot of people, but it 

was mentioned a couple times because I was a bit up and down through my teenage 

years. Really up and down really. I didn‟t realise it at that time till later when, yeah, just 

different stuff kept on repeating itself basically. I met my partner Debra and it seemed 

to go away. I moved off the coast to live in Brisbane. It seemed to go away, things like 

that helped but then it came to a crunch again down the track. It repeated itself. I 

probably sought help only 12 months ago. I originally went to Lifeline at first and 

talked to a counsellor there. 

 

Riley suffered childhood physical abuse by his father and started to self harm. He was 

eventually admitted into the mental health service at the hospital when he was in his 

forties. 

RILEY: I suppose everyone has got their problems. I was abused as a child. My old 

man used to beat me up. 

RILEY: I started to, I don‟t know why, I started to remember some stuff about my 

childhood. Maybe because I allowed it to come back in, I don‟t really know. I don‟t 

know why I hurt myself but I think it was frustrating in not being able to do what I 

wanted to do or frustrated with no one listening to me or being angry you know, 

someone would do something wrong or people would upset me and instead of going off 

at them I would go and hurt myself and so it gradually got worse and worse and they 

put me into the psychiatric ward of the hospital and I stayed there for about a month and 

I changed medication and I came back out. 
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Consistency with previous literature 

Harsh early experiences were revealed in these men‟s lives. The social background of 

how these men grew up and the difficulties they encountered seems to be typical for 

some men who develop mental health issues. Their childhood might set the context for 

their lives and their experiences may be precursors for later psychosocial difficulties. 

 

Sawyer (1996) agrees with this view. He asserts that in childhood, boys have the greater 

prevalence of mental health issues. Sawyer states that: 

 

The vast majority of serious adult antisocial behaviour problems have 

their onset during childhood or early adolescence and these problems 

appear to be passed on across successive generations in the same families 

(1996, p. 22). 

 

The antisocial behaviour boys display carries through into adulthood and eventually 

„men end up breaking the law more often and comprise 95 per cent of the prison 

population„ (Jorm 1996, p. viii). 

 

Depression 

Description of the theme 

Thirteen of twenty clients suffered depression for a long period of time. Sometimes the 

depression was combined with anger or anxiety. 

 

Examples 

Ashley suffered depression after an accident and loss of work. He sought help two years 

after he felt depressed. 

ASHLEY: Yes, because I had an accident I was medically discharged from the army in 

1997 with my right leg. 

INTERVIEWER: Yes. 

ASHLEY: And then in 2006 I had a car accident and I had two days to go to get into the 

mines to drive the big gear and that, so that was the end of that. So since 2006 I haven‟t 
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worked. I worked a couple of weeks and leave and just stuff up again. So that‟s why the 

depression come on, because I was injured and you know, going back to the old girl‟s 

place, because I‟m 30. 

 

Kai felt depressed after an accident. Additionally he lost his brother. He sought help 

some years after he started feeling depressed. 

Yes by the accident and my confidence with that has just gone out the window. My 

manhood is just and depression has just set in so much more because I just buried my 

brother the other day and I‟ve been through hell after the accident, getting looked after, 

went to my brother‟s place, he‟s handicapped and I went to my Mum‟s place and now 

I‟m living on my own and even to wash to do things like that becomes a nightmare and 

depression is just unbelievable, especially since I‟ve lost my brother as well. 

 

Consistency with previous literature 

Depression is a leading cause of illness and disability, both in Australia and 

internationally. According to the National Survey of Mental Health and Wellbeing 

2007, 20 per cent of Australian adults suffer a mental disorder in any year. The most 

prevalent mental health symptoms in men were affective disorders (e.g. depression) (5.3 

per cent), anxiety disorders (11 per cent), and substance disorders (7 per cent) 

(Australian Bureau of Statistics 2007c; Slade et al. 2009). In 2005 depression was the 

fourth most common problem in general practice although more women than men are 

diagnosed with depression (Britt et al. 2005). Thirteen participants reported that they 

had been diagnosed by their GP or another health professional with depression. This 

high proportion of depression in the study participants (65 per cent) could reflect the 

potential for under-diagnosis of depression in men reported by Potts, Burnam and Wells 

(1991) and the Senate (2009). 
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Drugs 

Description of the theme 

Eight clients revealed that they used drugs mainly marijuana which contributed to and 

exacerbated their problems. Twelve clients had never had problems with marijuana or 

other drugs. 

 

Examples 

Ashley was asked if marijuana smoking had a positive or negative impact. He stated 

that marijuana smoking had a positive impact and made him happy until he felt 

paranoia as adverse effect. 

ASHLEY: It was positive at the time and then I gave it up five years ago now. I haven‟t 

touched it since because it was doing the opposite for me. I was hearing voices and all 

that sort of stuff. Too much smoking, yeah. It used to make me feel happy, if I was 

down I would have a smoke and then I‟d be cool. 

Ashley also enjoyed other drugs. 

ASHLEY: I have tried a fair few amount of drugs and that but marijuana doesn‟t work 

anymore, so I gave that up. It was doing the opposite for me. I have had other drugs as 

well. I used to have them once in a blue moon. I never used to pay for it if someone 

would say „I‟ve got some speed here would you like to do that‟ and I took, that was 

good then. 

INTERVIEWER: That was good? 

ASHLEY: Yeah, and then I was happy, you know, while I was on that. It felt good. 

 

Ethan used drugs to better cope with his relationship situation. He did not appreciate 

that his drug use was a problem at the time. 

ETHAN: When we originally met around 2001, or 2000, I was doing a fair bit of 

amphetamines. She didn‟t seem to mind, she got into the relationship knowing that, we 

both partied on drugs and then she decided that she didn‟t like that and didn‟t like 

everyone. She moved to Mount Tamborine and we had a long distance relationship, she 

couldn‟t, she didn‟t like me trying to break up with her so I think she got pregnant as a 

final idea. So I‟ve distanced myself from amphetamines a bit, it was only monthly or 
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fortnightly, it wasn‟t every day or every week sort of thing and then eventually it 

stretched on to a couple of months, every couple of months, a bit of recreational. 

INTERVIEWER: Did that have any impact on you personally or on your professional 

life? 

ETHAN: Definitely, in hindsight. Not at the time of course. The reason you take drugs 

is to escape present circumstances isn‟t it? 

INTERVIEWER: Yeah. Is the drug taking a long term thing or if you go further back 

into your… 

ETHAN: Oh definitely, my whole life. Not really amphetamines but pot. I 

experimented with psychedelics at 18/20 sort of thing. I‟ve always smoked pot. I find it 

calming. I find I‟m too edgy if I don‟t. 

INTERVIEWER: It also had down sides in terms of it took your motivation and threw 

your emotions around and stuff like that. 

ETHAN: Yeah, definitely and having a relationship with a woman that I didn‟t like, 

didn‟t make it easier getting off immediately. You constantly found if you took drugs 

you could put up with her. 

INTERVIEWER: Are you still addicted now? 

ETHAN: No. I like pot still, yeah I still smoke pot. 

INTERVIEWER: On a regular basis, every day? 

ETHAN: Yeah, probably. 

 

Grant believed that his substance abuse exacerbated his problems. 

INTERVIEWER: Thinking back when you were younger and had a real low, what 

would have helped you then, what would have been good? 

GRANT: I would have stopped the substance abuse. I was, I had a substance abuse 

problem when I was younger. That definitely didn‟t help things. That probably 

magnified things. 

 

Mitch in relation to substance abuse at an early age. 

MITCH: Because I was a drug user as well. 

INTERVIEWER: What sort of drugs? 
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MITCH: Basically everything. I give up the heavy drugs years ago. I smoked a lot of 

dope, speed, magic mushrooms. I was smoking dope when I was a 10-year-old. I was 

drinking alcohol at about the same time. I was going to primary school stoned. 

 

Consistency with previous literature 

Three clients reported that they sought relief from mental distress using drugs. The 

literature is consistent with these findings supporting Khantzian‟s (1997) self 

medication hypothesis. At the same time the clients reported that their drug use 

exacerbated their mental health and social problems. This is consistent with the findings 

of the 2007 National Drug Strategy Household Survey (Australian Institute of Health 

and Welfare 2008). 

 

Eight clients reported that they started taking drugs at a young age. Many men start at a 

young age. Drug use 

 

shows similar patterns to alcoholism, with young men over-represented 

because of their higher exposure to illicit drug use than young women or 

older people. Drug users are also likely to be alcoholics (Jorm 1996, p. 

viii). 

 

Relationship breakdown 

Description of the theme 

Fifteen clients experienced a relationship breakdown which led to a major crisis and 

resulted in destructive behaviour. 

 

Examples 

David‟s suicidal thoughts escalated after he found out that his partner was unfaithful. 

DAVID: Yeah, I ended up finding out at the time we were going out that she cheated on 

me. So it sort of escalated from there and then leading up to the suicidal thoughts. 

 

Jake increased his alcohol consumption after his marriage broke up. 
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JAKE: When my marriage broke up I drank a carton of heavy beer a week, probably 

four litres of red wine and probably four litres of port and usually a bottle of rum for 

good measure. I was still going and driving buses at night-time in Sydney. Many a night 

I must‟ve gone to work drunk. 

 

Lucas increased his alcohol consumption significantly after his relationship broke up. 

LUCAS: Alcohol, after I left my kids mother, out of a de-facto relationship, I had a real 

drinking binge for months on end. 

 

Tim was unable to work for four years after his relationship breakup. 

TIM: Well it was when I split up with my fiancé and then I wanted her back after about 

three months of pushing her away and then pretty much then I dropped out of life for 

probably about four years. Didn‟t want to work, didn‟t do anything 

 

Consistency with previous literature 

The high number of relationship breakdowns with consequential alcohol abuse, self 

harm or suicidal thoughts and behaviours is consistent with the literature. There is no 

doubt that men show a strong emotional response to marital breakdown. A study by 

Jordan (1985) of 168 male divorce applicants in Brisbane reported high rates of 

sleeplessness, headaches, poor memory, stomach ulcers, crying, reduced energy, poor 

appetite, excess tiredness and tight muscles at the time of separation in comparison with 

the period before separation. 

 

A survey in Sydney by Burns concluded: 

 

For both men and women, unsuccessful marriage, separation and divorce 

are painful and stressful experiences. However, it is the men in this 

group who present the consistently more negative picture. They were 

more likely to feel that their standard of living had fallen since 

separation; to be lonely; to have found the adjustment to separation 

difficult; to regret the separation and to have wanted (but not expected) a 

reconciliation; and to be interested in re-marriage. This does suggest that 
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men may suffer more from marriage dissolution than women (1980, p. 

179). 

 

As discussed in the literature review, the Australian Institute of Family Studies (AIFS) 

(Weston 1986) stated that men are considerably less aware than women of the problems 

in the relationship. They are also less willing to separate. More women initiate 

separation than men do. AIFS found that it is the partner who is not the decision maker 

in a separation who suffers more. Because men are more often the rejected partner, they 

are at bigger risk of suffering mental distress. 

 

Rodgers (1996) states that there is a substantial body of evidence testifying that the 

relationship between poor mental health and marital breakdown is not confined to a 

short period after separation. Suicide becomes a significant risk among a minority of 

men who encounter a downwards spiral in their psychological wellbeing following 

separation from their partners. 

 

Self harm - suicide 

Description of the theme 

Thirteen clients were asked about suicidal ideations. Twelve clients had had suicidal 

ideations at some stage in their lives. From these six had suicidal ideations, four had 

suicidal intent and two had attempted suicide. Two clients self harmed. Two clients 

were helped to resist suicidal intentions by talking to a close person. Five clients were 

stopped from attempting suicide when thinking of the damage it would cause to family 

members particularly their children. One client was stopped by experiencing the 

devastating impact on the family, when his brother suicided. 

 

Examples 

Bert intended to kill himself by driving a car into a tree. Talking to his brother stopped 

him. 

INTERVIEWER: You said something about suicidal thoughts. Is that new for you or 

did you have that before? 
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BERT: Yeah not before. I had some thoughts earlier on but never as severe as now. 

That afternoon my brother came and talked to me because I sent him a text message 

saying that I was really very upset and I talked to him. He stayed for two hours and 

calmed me down a bit. I explained to him how I was feeling. 

INTERVIEWER: How would you have killed yourself? 

BERT: Probably driving a car into a tree. 

 

Ivan had suicidal ideations but thinking of his family stopped him from pursuing the 

thought further. 

INTERVIEWER: Have you ever been suicidal in your life? 

IVAN: No it went through my head if I was to do it, how I would do it. But I have a 

family to think about. I think it is weak. I have never been in a situation where I had the 

feeling I have no choice. Suicide is a sin against God. You might end up in hell. 

 

Kai attempted suicide when he was younger. He was drunk and tried to run in front of 

cars. Later he still had ideations but the example of his brother suiciding stopped him. 

INTERVIEWER: Did you ever have suicidal ideations? 

KAI: Yeah, I‟ve already lost my brother. He hung himself when he was 32, I‟m 42 and 

there was two years difference between me and him. He would be 44 now. After I‟ve 

seen my mother drop on the floor and everything else that certainly stopped me from 

that line of thought. What you leave behind. I seen what my brother left behind and it‟s 

a path of destruction. His daughter now is fully addicted, having problems but 

obviously he couldn‟t deal with what was going on in his world and he took his own 

life. I still believe to this day he drank a lot. I think he set it up looking for self-pity, he 

drank a lot of rum, he got too drunk and he actually pulled it off. 

INTERVIEWER: You actually never had plans or some ideas. You said you had some 

ideas about suicide but then how far did that go? 

KAI: Once the police took me home, many years ago, drunk. I was chasing cars to run 

me over. That was before my brother died and then my brother died and suicide became 

out of the question after I seen my Dad, but in saying that I do get tendencies, suicidal 

tendencies as in some days I get up and go, oh bugger, I woke up, bastard. You know 
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what I mean, when I‟m on those bad days, I don‟t want to get out of bed. I can‟t, I just 

can‟t move. 

 

Nathan tried to cut his throat when 16 after he felt unloved by his father. 

INTERVIEWER: Talking about depression, did you ever have suicidal ideations? 

NATHAN: A few times. But I don‟t have that now. 

INTERVIEWER: How serious were they? Were you kind of planning suicide? 

NATHAN: The closest I‟ve come is having a knife to my neck. 

INTERVIEWER: So that‟s what you did. 

NATHAN: Yeah. 

INTERVIEWER: Pretty serious. 

NATHAN: I was like sitting there and I just felt this tiny cut come on my neck and I 

thought nah… 

INTERVIEWER: What stopped you? 

NATHAN: I don‟t know exactly. 

 

Consistency with previous literature 

The extremely high rate of suicidal behaviour of some men in crisis is consistent with 

the literature. Each year more than 2000 suicides are recorded in official statistics in 

Australia. However, there is likely to be considerable underreporting (Goldney 2010; 

Harrison, Pointer & Elnour 2009). As discussed in Chapter 2, rates of suicide for men 

are almost four times higher than those for women in Australia. As the above examples 

indicate suicide becomes a significant risk among a minority of men who encounter a 

downwards spiral in their psychological wellbeing (Nielsen, Katrakis & Raphael 2001). 

Kosky and Goldney (1995, p. 90) reported that for every suicide of young males there 

are fifteen attempted suicides. They indicate that „depression is common and central to 

the suicidal behaviour. Chronic family discord, substance abuse and the experience of 

loss are important factors‟ in suicide ideation. 
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Previous utilisation of mental health services 

Description of the theme 

Sixteen of the twenty clients interviewed had undergone mental health treatment prior 

to attending Focus. Seven clients had had psychiatric treatment. Three had been 

attending mental health services since their childhood. Nine clients had had treatment 

some years ago, and four clients had recent treatment. Some found it helpful, others not. 

Three clients reported that they were still in psychiatric treatment parallel to counselling 

at FOCUS. 

 

Examples 

Ashley dropped out in former counselling treatment because he felt pressured by the 

counsellor. He expected the counsellor to start the conversation at the beginning of the 

session. He also expected that the counsellor advanced slowly in taking up an issue. 

ASHLEY: I thought, oh no I won‟t do counselling again. 

INTERVIEWER: So there was something that then did not appeal to you. 

ASHLEY: Yes, it just sounded like, I don‟t know, wrong way he went about it. He was 

good and everything but as soon as I got in there he was straight into you, so we would 

get straight back into where we left off last week before the hour ran out. 

ASHLEY: I‟ve had counsellors before where you are expected to start the conversation, 

if you know what I mean, or start the topic and you sit there. 

INTERVIEWER: You can‟t find a start. 

 

Bert had had one session and a telephone session five years ago. It made an 

impression. He changed his behaviour. 

BERT: I had one session with a counsellor through Lifeline for one and a half hours 

five years ago. She explained to me that alcohol is a great anxiety reliever but when you 

come down then it is actually worse. That stayed a long time with me. Then she rang 

me a week later and talked to me on the phone for a half an hour. After that I drank only 

a quarter of what I did before. What she said made sense. 
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Charles had attended two or three sessions with a psychiatrist on the suggestion of his 

GP. Later he saw another psychiatrist who still monitors him. 

CHARLES: At the time I was unemployed and attending 2 or 3 job interviews. I did get 

a job at McDonalds in Nambour and stayed there until I went overseas. Then in June 

and July I think I decided seeing a psychiatrist and I had 2 or 3 sessions. I got Effexor 

from him. My doctor he suggested to see a psychiatrist. But he was on vacation so I was 

referred to another one. The psychiatrist from adult mental health is still looking after 

me every month or so. I was diagnosed with depression when I was in the mental unit 

of the hospital. 

 

David has had counselling throughout his life without success. 

DAVID: I basically I have had counselling throughout my life and for the sexual abuse 

from my Mum in particular and I just basically thought counselling is not really for 

what I was doing, the counselling wasn‟t really helping me focus on the depression but 

ever since I stopped counselling I became more and more depressed and decided to 

jump back into it and get help for it. 

 

Ethan had had counselling with two different services five years ago. He found it 

relevant. He then had counselling regarding domestic violence from a third service. 

ETHAN: Originally it was several years ago; it might be as far back as five. I was 

referred to CRS, Commonwealth Rehabilitation Services, to be retrained and part of 

that was to see a counsellor, but as I first went to see him with regards to the depression 

and why I find it hard to have a mainstream sort of job, a woman that I was dating that I 

didn‟t really, I was kind of stuck in a relationship, she told me she was pregnant and the 

counselling became rather relevant at the time regards to that. I didn‟t really want to 

have a child, especially not to her. It‟s not the idea of what I had planned for my life, 

you know, I like being fairly free and loose or I like to have the idea that I could be free 

at any time you know, and that‟s where I started with that. I did a few sessions with 

Darren, he was a psychologist and then I went through... 

 

Harry attended two counselling services some years ago. After one year he accessed a 

psychiatrist. He was continuing with this treatment at the time of being interviewed. 
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HARRY: They took me to the doctor, to my GP and I went home and I had at that stage 

what they call priority one peer support service, with a forensic psychologist. I was 

under him for a few years and I was on Worker‟s Compensation. I also went to 

Education of Queensland office, they‟ve got an employee advisor who is a psychologist 

as well, so I‟ve still been going to him, well it started every couple of weeks and now 

it‟s every month. We tried to get into a psychiatrist on the coast and it was nearly 12 

months before I could get in. I‟ve still got to go back and see him. 

 

Lucas was in psychiatric treatment during his childhood. At 17 he had occupational 

therapy. He doubted that counselling would work based on his childhood counselling 

experiences. 

LUCAS: I did have an aggression problem when I was a teenager. I did to go to a kids‟ 

psychiatric unit in Toowoomba when I was 17 and all they did was occupational 

therapy and said you‟ll be right it‟s just, because you are a teenager from a single parent 

home, so it‟s only stress related so you‟ll be right. After a couple of weeks they just 

shoved me out the door and nothing more. Now I had my doubts on going to 

counselling from my experience when I was 17, going through the kids‟ psychiatric 

unit, thinking yeah, they are going to counsel me and shove me out the door and say 

you‟re fixed, that‟s it and I thought, better go or I will probably end up in the same 

situation maybe a few years later, but like my wife said, if you got the right person then 

they sort of know what‟s going to happen but they are not going to shove you out the 

door and say you‟re fixed. 

 

Mitch had relationship counselling a year ago and attended Alcoholics Anonymous. 

MITCH: AA and I have stayed sober and when I rang up for help they told me where to 

go. They didn‟t help me, they told me where to go, they didn‟t help me. They told me 

you need to go there and they will help you and I did. 

 

Nathan had had counselling since he was eight. It did not work for him. 

NATHAN: I‟ve been seeking help since I was eight. I‟ve been seeking counselling and 

stuff and nothing has helped really. I‟ve understood why, but I just can‟t relieve it. 

That‟s what I‟m trying to do with the counsellor. 
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Several times Riley spent time in a hospital psychiatric unit. 

RILEY: That‟s where they lock you up in a room where you can‟t hurt yourself at the 

Nambour Hospital. On three or four occasions I stayed in there for about a month each 

time. I think one was about five weeks or something. 

 

Tim had two sessions with a psychiatrist years ago. He did not follow the psychiatrist‟s 

prescription. But he recovered and was fine for some years. 

TIM: Yeah, after that about a year down the track or something like that, I went and 

saw a doctor. He sent me to a psychiatrist and he put me on a heap of tablets, and it 

didn‟t seem to work. I think, I only went to two sittings with him and then he put me on 

about six Prozacs a day and I just went straight off them. I got a job and went back to 

work and I was fine for years and that. 

 

Consistency with previous literature 

Sixteen clients had prior treatment. The common denominator is that the help these men 

received provided only temporary relief. No lasting positive results could be achieved. 

 

Blazina and Marks (2001) reported that those patients who had accessed mental health 

treatment previously had fewer negative attitudes toward therapy than did their 

counterparts without such experience. Millar (2003) came to the same conclusion, that 

previous experiences with counselling services make it easier for men to attend services 

subsequently. However, as discussed in Chapter 2, the attitude or intention of seeking 

help does not necessarily predict actually accessing a service. Whether the clients had 

prior treatment or not did not have a significant influence on accessing a service. The 

research participants delayed help-seeking until they could no longer function. Only 

then did they access help. The recurrence of the clients‟ mental distress triggered them 

to access a mental health service again. 
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Delaying help-seeking 

Description of the theme 

It was found that all participants delayed help-seeking until they found themselves in a 

crisis situation. It was found that low problem awareness and the perceived stigma 

about mental health and help-seeking for mental health issues delayed help-seeking for 

these men until they had had their first mental health treatment. Three men were then 

admitted to a hospital, and spent some time in a psychiatric ward. Eight clients reported 

that they needed to access a GP in a stage of dysfunctionality because of their mental 

health problems. Three had been attending mental health services in their childhood but 

delayed help-seeking after that until they were in another crisis. Nine clients had had 

treatment some years ago, and four clients had recent treatment. 

 

Examples 

Flynn realised that he had a problem after his marriage broke up 34 years ago. He only 

sought help recently. He believes that he should have seen someone then. 

INTERVIEWER: Did you have breakdowns earlier on? Did you have to be admitted to 

the hospital? 

FLYNN: No nothing emotional. When my marriage broke up in 1974, I was depressed 

for two years after that; I should‟ve gone to see someone. 

 

Grant‟s wife made him aware that he had a problem six years ago. He tried to educate 

himself by reading about depression and anxiety. It took him five years to seek help via 

a GP. 

GRANT: Bit of ups and downs. I saw a cycle happening. 

INTERVIEWER: You saw a cycle happening. Did anybody else, like your wife or 

whoever? 

GRANT: She mentioned it a couple of times, I think she was a bit concerned about 

things probably going back five or six years ago. Bit concerned about a few things. 

INTERVIEWER: Did you ever go to a group or AA, or anything like that. 

GRANT: No, I just gradually, with the marijuana I knew that had to go. I had problems 

there with that. 
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GRANT: I didn‟t probably understand what it was, like when I first went to a doctor 

they said it sounded like I had mild depression, which I had read a few booklets, I got a 

couple of books out from the library on depression and anxiety and stuff, and I realised 

that is probably along the lines of what it was. Anyway the doctor said that she actually 

described me to you people and that yeah. I‟m not that good. 

 

Consistency with previous literature 

Seven participants reported that they delayed help-seeking for many years after onset of 

socio-psychological problems. Similarly Wang et al. (2005) found from their survey 

that it typically takes a number of years until clients make initial contact. Other research 

found the same (Kessler, Brown & Broman 1981; Thompson, Hunt & Issakidis 2004). 

 

Thompson, Hunt and Issakidis (2004, p. 810) found that „the most frequently endorsed 

reasons for the delay in seeking help [in men] is related to lack of knowledge about 

mental illness or available treatment.‟ They also found that younger people were more 

likely to delay help-seeking because they were afraid to ask or they thought nothing 

could help, whereas people with an older age of onset were more likely to delay 

because they thought the problem would go away by itself. 

 

Problem awareness 

Description of the theme 

Part of delay in help-seeking was low problem awareness. Fourteen men did not realise 

for a long time that they had a problem. Six clients were made aware by their partners 

that they had a problem. Two clients made aware by their friends and one client by his 

parents. The realisation that there was a mental health problem came very late in a 

major crisis. In some cases the partners who raised awareness of the issue(s) 

encouraged them to seek help. 
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Examples 

Ivan never realised that he had a problem and that he needed help. Only after his wife 

threatened to leave him and organised a GP appointment did he reluctantly agree to 

seek help. 

INTERVIEWER: Did you notice you had a problem? 

IVAN: My wife noticed and talked to the GP about it. She asked him what can we do? 

He referred me to adult mental health. I always had paranoia. It was in my 

subconscious. The accident opened all up and my mind is active on it now. I got 

nervous of coming here. I had some anxiety. 

IVAN: As I said I never realised that I needed help. In my head I was fine. But we had 

arguments, she threatened to leave. That woke me up. It‟s been to a point I realised I 

can‟t handle it. I can‟t do it anymore. If I wouldn‟t have a wife I would end up a lonely 

old man. 

INTERVIEWER: Some people don‟t know how to access a counselling service. 

IVAN: I had no idea what the problem was and what to do. 

 

Lucas realised after a while that he needed help when he was encouraged to seek help 

by his wife and mother-in-law. 

INTERVIEWER: Tell me about your problems that prompted you to seek help. 

LUCAS: My problems, yeah I, depression and anxiety. It took a while for me to seek 

help. I started actually seeking help last year when I was still living up in the 

Toowoomba area; that was with a bit of encouragement from my wife and my mother-

in-law, to go and see someone. I realise with their encouragement as well that I did need 

help because I was getting more withdrawn from the whole society together. I was 

doing things like SES volunteer stuff and my Auxiliary Fire-fighter Service as well and 

when I started withdrawing I left, I didn‟t leave the SES I just didn‟t attend for quite a 

few months and my performance with the Auxiliary Fire Brigade become below 

average and I just went to see a normal GP. 

 

Nathan had had counselling since he was eight years old. Despite this, it took Nathan 

four years to realise that he had an anger problem. 
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NATHAN: I thought well, my anger is getting a little bit worse than it used to be, so I 

have to find out if I can fix it again and the last time I got in a fight it was against 20 

guys. 

I knew I had a problem. I thought it was resolving and it wasn‟t so, it just calmed down 

from the fighting part about it. I stopped fighting with people and I came to more just 

yelling and punching other things, but not people. 

How many years did I do it? Since the age of 13 to 17. 

INTERVIEWER: 13 – 17? Four years. 

NATHAN: Yep. 

 

Consistency with previous literature 

It took these men several years before they recognised that they had a problem. These 

findings are consistent with the literature. Thompson asserted that: 

 

As well as attitudinal and, to a lesser extent, structural barriers to help-

seeking, there is a growing body of evidence that people simply do not 

recognise their symptoms as a mental health problem, and that this is a 

major barrier to seeking mental health care (2004, p. 811). 

 

Thompson (2004, p. 810) concluded that a „lack of public „mental health literacy 

‟contributes to slow problem recognition.‟ Other literature agrees with this view. In 

general, men are less likely to self-disclose, less able to recognise and label emotion and 

less expressive of their feelings than women (Carpenter & Addis 2000; Levant 2001; 

Levant 2009; Mahalik, Good & Englar-Carlson 2003). Kessler, Brown and Broman 

(1981) and Wang et al. (2005) found that men have been shown to be slower than 

women at translating emotions of distress into consciousness. They indicate that 

perhaps because of this males sometimes have longer delays and lower rates of 

treatment contact than women. 

 

Only when the suffering becomes unbearable do men seem to recognise that they have a 

problem. Thompson, Hunt and Issakidis (2004, p. 810) found that „increasing illness 

severity eventually facilitates problem recognition and prompts help-seeking.‟ 
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Stigma 

Description of the theme 

Four clients who had not previously undergone mental health treatment were aware of 

their issues but did not talk to anybody about their problems because they were 

concerned that they would be considered as weak when seeking help for a mental health 

issue. For this reason they delayed help-seeking for many years. 

 

Examples 

Jake suppressed his suffering in the 1960s. After a relationship break up he turned to 

alcohol and became suicidal. He said that in the sixties it was not usual to ask for help 

for mental health issues. There was a strong stigma about mental health problems in his 

mind. He did not want to appear weak or insane, particularly in front of his mates. He 

also thought that he did not need any help. As a result he never talked to anybody about 

his mental suffering until 38 years later. Even when he sought help after all that time he 

went to the GP with a physical complaint. The GP diagnosed him with mental stress 

and referred him to counselling. 

INTERVIEWER: How did you deal with all these traumas and stresses? 

JAKE: Just lock it away and this is what used to bring on the bad dreams. Driving, you 

are on the road all the time and the amount of accidents you see or near accidents. I 

would go to bed at night and it would all play on my mind and I wasn‟t getting the 

proper sleep. I just got run down and it got to that stage that I couldn‟t be bothered 

going for a walk, I wouldn‟t exercise and fortunately I never turned to alcohol. I did 

after my marriage break up and got quite suicidal then. 

JAKE: Yeah, but nobody ever said you should go and have some counselling about 

that. That just wasn‟t thought of, it was like just get on with your job. It‟ll go away, 

you‟ll be right. It hasn‟t happened. That was back in about 1960 and you were weak if 

you had to go and get help. That‟s the way it was looked at. You‟re a man now, get on 

with the job. Well you‟ve got to be tough, get on with it. 

JAKE: Yes, the counsellor is the first person who has ever listened. 

INTERVIEWER: OK, what about your girlfriend? 
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JAKE: I‟ve never talked to her about it. Going on my own experience I would say the 

majority of men would think it‟s a sign of weakness to go and see a counsellor. I only 

wish I would‟ve got some counselling when my marriage broke up. 

INTERVIEWER: What needs to happen that men change their attitude in terms of 

weakness? 

JAKE: I think it‟s deep down sort of a sign of weakness. In your heart, you are weak. It 

is a weakness that you are having these problems and you just need help. You get sick 

you go and see the doctor to fix you. If your brain gets sick you need some counselling 

to help fix it. A doctor can‟t fix a mental problem and it is a mental problem and 

because you say it‟s a mental problem doesn‟t mean to say that you are mentally ill or 

you should be in the funny farm. 

Because in our minds, I used to cart to the Ballarat Mental home, and you‟d see people 

in there and it sort of reflects, you got a mental problem, you immediately think of 

them, but they were different. Mental problem may not be the best way of portraying it. 

You see with older people in my age group you say therapy, is that an electric shock 

because that was a common thing? 

 

Quinn believed that men are tough and could help themselves. 

QUINN: I think men are very, I am tough, I don‟t need to talk to anybody, I‟m fine. 

Then I think my father probably needs to talk to someone as well but he never will 

because he is not that kind of guy. 

 

Consistency with previous literature 

The findings are consistent with the literature. Clients who had not previously attended 

a mental health service believed that they needed to be strong and sturdy and solve their 

problems on their own. They were ashamed to admit to their mental health problems. 

Adherence to a male role characterized by success, power, and competition has been 

related to men‟s hesitation to seek and utilise psychological services (O'Neil 2008; 

Pleck 1981). „Male ideology places a premium on self-reliance, and the inability to 

solve one‟s own problems is viewed as a sign of weakness‟ (Perlick & Manning 2007, 

p. 397) and Mansfield, Addis and Mahalik (2003, p. 101) comment that „Men may be 

disinclined to seek help if they believe they will be stigmatized for doing so‟ (Addis & 
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Mahalik 2003). Surprisingly a lack of confidence in a positive outcome of counselling 

treatment was not mentioned as reason for delay in help-seeking. 

 

Summary of context 

This section of the findings sets the context to the study theme, describing the long term 

situation of the clients leading up to help-seeking. This group of men is characterised by 

long term histories of mental health, social problems and relationship issues. For the 

majority of clients difficulties started in childhood with feelings of anxiety, depression 

and anger, manifesting as behavioural problems. Prior to accessing help the majority of 

clients felt depressed, abused alcohol and had suicidal ideations. Alcohol consumption 

correlated with difficult social situations and volatile mental health. A number of clients 

had anger issues which often culminated in domestic violence. The majority of clients 

experienced a relationship break down which resulted in a mental health crisis and 

sometimes destructive behaviour such as increased alcohol consumption and/or self 

harm. All men delayed help-seeking until they were in a mental crisis situation, in part 

because some had difficulties to identify their symptoms and underestimated their 

problems for longer periods of time; some of them delayed help-seeking because of the 

fear of stigma and the belief that they need to be strong and solve their problems by 

themselves. The majority of the male clients utilised mental health services more than 

once. Literature confirms that men with these characteristics access mental health 

services at some stage in their lives. 

 

2. Why men choose to attend counselling services 

It was found that all clients had long term mental health issues before they attended a 

mental health counselling service. This section attempts to answer the research 

questions why men chose to attend the mental health counselling service FOCUS. For 

this purpose short term triggers are examined. Furthermore who encouraged the clients 

into help-seeking and the GPs‟ influence on help-seeking will be discussed in this part 

of the thesis. 
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Short term triggers for help-seeking 

Description of the theme 

Clients had already reported reasons/diagnosis for their referral to counselling in the 

demographics questionnaire (see Appendix 8) which they completed at the beginning of 

the interview. The reasons/diagnoses are depicted in Table 1 in Chapter 3 and also in 

this chapter in Table 3. In the subsequent interview, in order to obtain knowledge 

regarding what prompted help-seeking, clients were asked the following questions: 

„Tell me about your problems that prompted you to seek help?‟ and „What needed to 

happen to make you seek help?‟ (see Appendix 9). When the respondents elaborated in 

interviews, they reported additional reasons prompting them to access help. Through 

the interview process which delivered a wealth of data and extensive descriptions, it 

became apparent that the situations were far more complex than revealed in the initial 

questionnaire. 

 

Nine clients reported that one of their problems facilitating the decision to seek help 

were anger issues. Six clients reported stress as an issue influencing the decision to seek 

help. Four clients reported that recent relationship breakups prompted them to seek 

help, three had recent suicidal intents or attempts and two self harmed which triggered 

them to seek help, three had recent domestic violence and two sought help for physical 

problems. Three clients reported that alcohol consumption exacerbated the problems 

which prompted them to seek help but alcohol consumption on its own was not a reason 

for help-seeking. 

 

Table 3 depicts the short term triggers for accessing help of each respondent and the 

circumstances leading up to the decision in a condensed form. The pivotal moments of 

decision making have been depicted in bold font. Furthermore Table 3 shows that some 

men were encouraged by their partners and GPs also influenced strongly the decision 

for counselling. For the purpose of composing this table the data has been collated 

through systematic study of the transcript of each client and additionally a keyword 

search has been performed. 
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Table 3: Short term triggers for seeking help 

Client Reasons triggering help-seeking reported in interviews 

Ashley Depression, anger → self harm → hospitalisation → decided for getting help in hospital 

after mother broke down over his situation → counselling suggested by GP 

(reason/diagnosis: depression) 

Bert Fight with partner → depressed and angry → intended to suicide while under the influence 

of alcohol → next day decided to get help → rang Beyondblue → Beyondblue suggested 

GP → GP suggested counselling 

(reason/diagnosis: depression) 

Charles School counselling → Psychiatric treatment, depression, destroying things at parents 

house, domestic violence (DV) →Hospitalised → GP suggested counselling 

(reason/diagnosis: depression) 

David Anger, depression → stopped counselling did not believe it was good for him → 

depression increased, chose to access counselling again → asked GP for counselling 

(reason/diagnosis: depression; court) 

Ethan Depression → GP anti depressants → anger, DV → parenting conflict court → DV men‟s 

group started his interest in counselling → Realisation that life does not change with 

antidepressants, decided for counselling again → asked GP for counselling 

(reason/diagnosis: depression; family court) 

Flynn Anxiety led to depression → Rang adult mental health for advice. Followed their 

recommendation to go to counselling → asked GP for counselling 

(reason/diagnosis: depression; emotional issues) 

Grant Alcohol, paranoia, psychiatric treatment, anxiety (social phobia), depression → wife told 

him to get help → GP suggested counselling 

(reason/diagnosis: depression; anxiety) 

Harry Break down, alcohol → counselling in different places → Stress at workplace → inability 

to work → decided to talk to someone to take pressure off → GP suggested counselling 

(reason/diagnosis: depression) 

Ivan Paranoia, anger, DV → wife sought help at GP and arranged appointment for him → wife 

and GP persuaded him to go to counselling → fearfully started counselling. 

(diagnosis: Obsessive compulsive disorder (OCD)) 

Jake Stress at workplace → developed shingles → to GP with physical complaint → GP 

suggested counselling 

(reason/diagnosis: depression; posttraumatic disorder (PTSD)) 

Kai Marijuana, Depression, anger, accident → fear of losing mind decided to seek help → 

asked GP for counselling 

(reason/diagnosis: depression) 
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Client Reasons triggering help-seeking reported in interviews 

Lucas counselling for anger, aggression → unresolved → decided to resolve anger → GP gave 

choice medication/counselling → wife suggested counselling 

(reason/diagnosis: depression; anxiety) 

Mitch Alcohol, drugs, anger → wife left → accident → insurance refused payment → 

decided to get help → GP suggested counselling. 

(reason/diagnosis: depression; relationship breakdown) 

Nathan Repeated counselling since childhood for anger → continuous anger/aggression 

problem made him depressed decided to get help → GP suggested counselling 

(reason/diagnosis: depression) 

Owen Marriage break down → relationship (RS) counselling→ wanted to save RS and had 

physical problems → decided to get help → asked GP for counselling 

(diagnosis: depression) 

Paul Angry and lost temper at work → depression self assessment Mind Gym on internet → 

followed recommendation of Mood Gym’s assessment to GP → asked GP for 

counselling 

(reason/diagnosis: depression) 

Quinn RS issues, anger → chose counselling for RS issues → Partner refuses to repartner and 

anger triggered him to go to GP → asked GP for counselling thinking he had anxiety 

(reason/diagnosis: depression; stress) 

Riley wife left → self harm→ attempted suicide → hospitalised → homeless, anger, insomnia 

→ wife asked him to go to GP → asked GP for counselling 

(reason/diagnosis: depression severe, agitated; anaemic) 

Sam Physical problems, panic attack intended suicide → asked wife to bring him to GP, 

wife organised GP → GP organised AMH for observation then suggested counselling 

(reason/diagnosis: depression) 

Tim Depression, alcohol, suicidal intent inability to work → Psychiatrist → anti depressants 

did not work → went to GP with support of partner → GP suggested counselling 

(reason/diagnosis: depression) 

Focus 

Group 

Men go through transitional phase. Major crisis - hopelessness. Wife has left – can‟t cope. 

Accessing help with physical symptoms. GP told them to go. Referring person needs 

positive attitude to counselling. 

 

 

It is to be noted as outlined in the last section, that there often was an escalation of 

mental ill health over decades until the client came to a decision to attend a service. The 

examples show that the situation of the clients was very severe when they decided to 
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get help. All of these clients visited the GP asking for help and were then referred to 

FOCUS. The fact that all men, including the 16 who utilised previous mental health 

services, waited with accessing help until they were in a severe crisis, suggests that their 

previous experiences with mental health services may have minimal influence on their 

decision to attend counselling. Harry for example described that he may have sought 

help a little bit earlier in his second crisis than in his first crisis. He also believed that he 

was more open to reveal his emotional distress to the GP and his wife. However, 

despite his statement, he still waited with accessing help in his second crisis until he 

was in a severe crisis and unable to work. 

 

Examples 

Example of depression and self harm 

Ashley described how he was hospitalised because of depression and self harm. After 

discharge from hospital he decided to attend the GP. The GP referred him to 

counselling at FOCUS. 

INTERVIEWER: I am interested to hear from you what the process was about what led 

you to the decision to attend this service here (FOCUS). 

ASHLEY: The police came around and the ambulance as well. I was staying at my 

mum‟s place because I was injured and that was just getting on top of me and people 

saying you can‟t drive trucks anymore because you‟ve got too many injuries and sort of 

got a bit upset by that. I was in hospital with depression; I cut myself up with a knife. I 

saw my GP and he said to come here. 

 

Ashley described the pivotal moment when he decided to seek help. 

ASHLEY: Probably my Mum coming to the hospital and speaking to the Mental Health 

Worker there. She was bawling her eyes out and saying I can‟t handle him anymore. … 

Yeah, just seeing her that upset, I just went oh, that‟s not good. So I will go and get 

some help. 
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Example of depression and domestic violence 

Ethan felt depressed. He went to the GP and initially asked for anti depressants. He 

then was engaged in domestic violence (DV) and was involved in a parenting court 

conflict. After that he opted for a DV relationship course. He decided to undergo 

individual counselling. He approached the GP again and asked for counselling. 

ETHAN: Yeah, I started going to the GP. I said I was terribly depressed, I want to try 

some antidepressants or something like that and actually, initially I went in there and 

said I would like to try some. This was before we had broken up and then after he gave 

me the script. I realised that I was just going to be taking antidepressants to change a 

life that I‟m not happy with, just to tolerate a life and I didn‟t take them and then after 

probably about 18 months ago, that‟s when I first decided he should refer me to 

counselling. 

After I committed some domestic violence I opted to go to Scope and do the Men‟s 

relationship course. That probably started the whole ball rolling. I decided I would take 

some extra counselling etc. from that. 

 

Example of anxiety and depression 

Flynn felt anxious in approaching a new relationship and became depressed over it. On 

his own initiative he telephoned Adult Mental Health (AMH) for advice. AMH 

suggested FOCUS. 

FLYNN: The problems were very out of character for me and I had written a letter to a 

woman. I realised I was having a lot of anxiety. Eventually, I got very depressed. I 

actually, I wanted to sleep with her and of course I couldn‟t. I‟d built up a lot of bloody 

anxiety and it‟s affecting me today. I‟ve realised she is actually the cause of my current 

problems and I‟ve told her, look I‟m going to see someone. I‟ve decided to go and see a 

psychologist. 

 

Example of stress 

Harry suffered conflicts at his workplace. He felt stressed and decided to go to the GP 

of his own volition. 
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HARRY: I was stewing on what had happened and pre-empting how I could get back at 

him. It got to the point I just wasn‟t sleeping. My appetite was, sort of thing and libido 

was shot, so I just got up one morning, I think it was Monday morning to go to school 

and said no, I just can‟t face it, so I went to the doctor and I‟ve been off [work] since. 

Before I took them my symptoms were not sleeping, restless, loss of appetite, loss of 

libido and just wanting to sort of curl up in a corner and not go anywhere and not have 

contact with anyone. 

 

Example of relationship breakdown, anger and alcoholism 

Mitch had a relationship break down, financial stress and work injury. He suffered 

anger problems, drug dependency and alcoholism. He attended counselling of his own 

volition after a relationship break up. 

MITCH: Well, no everything just happened to me at once. My wife left me, I injured 

my arm, everything just happened at once and the insurance company wouldn‟t pay me. 

I went to see my doctor and he sent me to see a counsellor. 

I have had anger problems, yes, which hopefully I‟m working through at the moment. 

Learnt behaviour I believe, exactly like my dad. Angry alcoholic. 

 

Example of suicide attempt and self harm 

Riley‟s wife left him. Following that, he attempted suicide and was hospitalised. He was 

cutting himself. He became homeless, had anger issues and insomnia. After that he 

decided to go to counselling strongly encouraged by his wife. 

RILEY: My wife asked me to go to the doctor because I was having some issues, I 

suppose concentrating and not handling stress as much. You know, being a bit more 

agitated or angrier that what I have previously before. I‟ve stopped sleeping, I didn‟t 

sleep very well at all, only a couple of hours a night and so I went to, and they put me 

on some medication but it didn‟t suit me that particular medication and so I started to, I 

don‟t know why, I started to remember some stuff about my childhood. 

I went to hospital and stayed in for three or four weeks and then they let me out and 

then I haven‟t been able to conduct a normal life since then. I am always exhausted, 

tired, you know, have nanna naps a couple of times during the day. I don‟t have enough 

oxygen flowing through my blood so I get worn out pretty easy. I don‟t know what 
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causes that. So when I was using blood by bleeding when I was hurting myself it made 

it worse because my body was not producing enough red blood cells or haemoglobin so 

I‟m losing it as well, so I was getting worse and worse. 

 

Example of escalating depression 

David had had counselling before. Increasing depression led him to access counselling 

again. 

DAVID: I just basically thought counselling is not really for what I was doing, the 

counselling wasn‟t really helping me focus on the depression but ever since I stopped 

counselling I became more and more depressed and decided to jump back into it and get 

help for it. 

 

Example of relationship dissolution 

Quinn was aware of his relationship problems. Even if he considered himself as open 

minded towards counselling, he believed for a long time that he didn‟t need help to 

make the relationship work. He only changed his mind after long consideration. 

INTERVIEWER: When was the moment you told yourself, hey I need counselling? 

QUINN: Personally, after when Carol said it‟s over, we are not getting back together. 

You know you got two new shoes and I‟m like, you know I think that‟s not fair and this 

is not fair and I thought maybe I do need to go and talk to someone, you know, just to, 

yeah I thought, I mean there are issues I need to talk about. I might not be as bad as a 

lot of people but there are things that I do need to talk about. A lot of guys are like that 

aren‟t they? A lot of guys say “I‟m not going to a counsellor, I don‟t need counselling”; 

and I suppose I was blasé about it for a long time. We do need counselling to get our 

relationship to work again. I suppose I am pretty open-minded as well. 

 

Example of repeated mental distress 

Harry learnt from his first experience to seek help a little bit earlier in his second crisis. 

HARRY: The first time I definitely screwed up I should‟ve let it out earlier but this time 

I maybe a little bit earlier but I did see it and I think it was from the previous time that I 

learnt because I have learnt not to throw the barrier up and try and protect my wife. 

Every time I‟ve been to the doctor I‟ve gone home and said well this and this and this 
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and this has happened and I‟ve also gone home and told her about the shit at work and 

all that sort of stuff so I made a big step forward I would say. Too previously, I learnt 

by my mistakes and I think I could honestly say that anyone who should feel that way, 

don‟t bottle it up. Go and talk to someone. They may not have the answers that you 

want them to tell you what to do, but at least you‟re venting it. You are just taking that 

little bit of pressure off. 

 

Consistency with previous literature 

The finding that men attend counselling services only when they are in enormous 

mental distress is consistent with previous literature. Thompson, Hunt and Issakidis 

(2004, p. 810) report that in their research with 233 patients at a specialist anxiety clinic 

in Sydney all of whom had delayed seeking professional treatment for at least one 

month „increasing illness severity or disability was the primary prompt to seek help for 

the majority of respondents‟. Researchers have noted that due to male-role prescriptions 

men devalue help-seeking, and men who elect to enter treatment for emotional 

problems are generally more distressed than women (Kessler et al. 2005; Wang et al. 

2005). „In making a decision as to whether to make an appointment with a mental 

health professional, an individual balances the degree of distress against the 

proscriptions for help-seeking‟ (Perlick & Manning 2007, p. 399). Kushner and Sher 

(1991) discussed the decision to seek help as determined by the resolution of an 

approach-or-avoidance conflict, in which the approach aspects include the degree of 

mental distress or encouragement from others and the avoidance aspects include fear of 

stigmatisation and degree of endorsement of male ideologies around self-reliance. 

 

Some men were encouraged into help-seeking 

Description of the theme 

All clients initially attended FOCUS in a state of severe emotional distress. Sixteen 

clients went to the GP of their own volition. Four clients went to the GP after strong 

encouragement from their partners to do so. These clients would possibly not have 

attended a mental health counselling service if somebody had not urged them to take 

this step. 
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Example contacting Beyondblue of their own volition 

Bert suffered relationship problems. He felt depressed and angry. He lost his temper in 

a massive argument with his partner on a weekend. Following that, he intended to 

suicide while under the influence of alcohol. The next day he felt horrible and rang 

Beyondblue after he heard their advertisements on the Truck Radio that day. 

Beyondblue directed him to the GP. The GP referred him to FOCUS. 

INTERVIEWER: Tell me about what happened when you decided to go to counselling. 

BERT: It was on a weekend and my so called partner would have trouble. I thought 

everything was going alright and I told her I was going away that Saturday night, I 

come over Sunday morning and I pick you up and we are going to the market. We were 

arguing and I felt a bit horrible, but I thought that‟s OK. The next morning she never 

turned up. I kept ringing and ringing and there was no answer. I found out that she went 

down to a barbeque and did not tell me and didn‟t care. I finally found her and she was 

still drunk and she had to go and look after her kids and she couldn‟t do that and then I 

ended up getting to the pub and getting some beer and coming home and getting drunk 

and did stupid things. I wanted to die. Because I couldn‟t drive my truck. The next day I 

felt so horrible. I went to work and I just had to go and find her. I rang up Beyondblue 

and they guided me to the doctor. 

INTERVIEWER: When you went to the GP did you discuss anti depressants? 

BERT: Yes I told her everything and how depressed I felt and that I wanted to shoot 

myself and kill myself and then she put me on those other anti depressants. 

BERT: I have no history of depression. Drinking is gone for 10 years. The relationship 

difficulties caused the depression. That was that Tuesday, then she was over Saturday 

night then Sunday we just had this massive argument, I lost my temper, I was yelling. I 

didn‟t drink but thought “this is it I really, really need to seek help. And that was the 

Monday I went to work and rang Beyondblue in the afternoon. I was at the Doctors 

Tuesday. 

 

Example of searching the internet for help 

Paul searched the internet for information on mood and depression and found the 

Mood Gym website. He completed a questionnaire which advised him to consult a GP. 
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INTERVIEWER: How did you get on the Mind Gym website? 

PAUL: I „googled‟ mood/depression or something like that and it came up with a Life 

Line information and I thought oh Life Line that‟s going to be trustworthy and they said 

one of the things you can do is your own electronic therapy process and it‟s called 

Mood Gym and it does these things and I thought oh well that‟s a good starting point. I 

did a test about, the ten item test about whether you have depressive feelings and it said 

you need to consult a GP straight away, so that was a bit frightening to me. I thought I 

would do what I was advised because my habit would probably be to leave it and not do 

the right thing because I certainly had issues like this in the past where it probably 

would have been a good idea to seek professional help and I made the choice not to. 

 

Examples of being influenced by partner 

Tim decided together with his partner to seek help. 

INTERVIEWER: Did you initiate to go to the GP or your partner? 

TIM: It was a mixture of both. 

 

Grants wife was concerned about his mental health. 

INTERVIEWER: You saw a cycle happening. Did anybody else, like your wife or 

whoever? 

GRANT: She mentioned it a couple of times, I think she was a bit concerned about 

things probably going back five or six years ago. Bit concerned about a few things. 

 

Example of being strongly encouraged by partner 

Riley decided to go to the GP strongly encouraged by his wife. 

INTERVIEWER: Tell me about your life situation when you sought help? 

RILEY: My wife asked me to go to the doctor. 

 

Consistency with previous literature 

Sixteen men accessed the GP as first point of call of their own volition. Four clients 

went to the GP influenced by their partner. These clients indicated that they probably 

would not have sought help if someone else had not encouraged them. 
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Supporting findings from Cusack‟s et al. (2004) study is that partners and GPs are the 

most influential in encouraging help-seeking in males. Cusack et al. found in their study 

of 73 males who had accessed a mental health service, that: 

 

Ninety-six per cent of participants reported their decision to seek help 

was influenced to some degree by others, with G.Ps, and intimate 

partners most influential. Thirty-seven per cent indicated that without 

this influence, they would not have sought help at all (2004, p. 271). 

 

GPs’ influence 

Description of the theme 

In the pathway to seeking help and counselling, the GP is a crucial reference point for 

many men. „General practitioners play an important role as gate-keepers to appropriate 

mental health care‟ (Thompson, Hunt & Issakidis 2004, p. 810). 

 

In this study 12 GPs suggested counselling to their clients. These GPs had a positive 

attitude to counselling and influenced men positively towards seeking mental health 

counselling. Eight clients suggested counselling to the GP as Paul‟s example shows. 

Some clients were advised by their partner to ask the GP for counselling as Ivan‟s 

example demonstrates. 

 

All of these GPs concurred with their client‟s requests for counselling. The clients 

believed that the GPs were well informed about the mental health treatment options 

clients had, and made it easier to break down the barriers to counselling as Lucas‟ 

example shows. Bert‟s example suggests that the clients trusted their GPs and followed 

their advice. Some GPs chose a particular counsellor they knew or they thought was 

particularly suitable for a specific client as shown in Riley‟s example. Two clients 

somatised their symptoms and were unable to recognise the symptoms as having 

psychological origin. The GPs identified mental problems and suggested counselling as 

Jake‟s example shows. Some GPs considered the client‟s financial situation in sending 

them to a free service such as FOCUS as Ethan‟s example shows. 
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Examples 

Example of a client asking for counselling 

Paul asked for counselling. He was afraid that the GP would not refer him to 

counselling. It shows the great urgency Paul felt regarding this issue. The GP agreed 

and suggested medication as an instant aid to bridge the time before Paul could access 

counselling. Paul was happy with that. 

PAUL: The second time I went to the GP he was offering counselling and said, you 

know, you need to come back for another thing, another session with me even though I 

already had a double session. You need to come back for another double session so I 

can do all the questionnaires and whatever else and then in a month or so you will start 

counselling and I actually went, I just started showing anxiety physiologically. Like I 

was shaking and I said I can‟t walk out of here and have nothing. He offered medication 

and I said look I‟m not sure medication is the answer for me. With the anxiety he said 

look I am going to recommend the medication again, you need the feeling right now 

that something is happening that you are moving toward something. I have the feeling 

anyway that medication would be of benefit to you. I recommend you try at that and 

come back for the counselling with you people next week. And so that‟s what got me 

onto the medication. My anxiety about having to wait about the counselling. And I 

suspect that if he wasn‟t willing to do something else I probably would‟ve walked out 

of there very angry and probably never seen the doctor again. Like I just can‟t imagine 

the, you know he is mental health recommended, Beyondblue recommended him and he 

is saying I can‟t help you until a month and a half time. You know, that made me very 

anxious and I just didn‟t like that feeling at all. 

He was very helpful and when he talked about the medication and said look I really do 

recommend the medication now, you are showing physical signs of anxiety I think it 

will help you. I think it will calm you. This is the way I think you need to go ahead and 

we can talk about the regime over time. 
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Example of the GP suggesting a free service 

Ethan already went to a psychologist but could not afford it. The GP knew of the free 

counselling service and suggested this to Ethan. This example shows the importance of 

the GP needing to be informed about available services. 

ETHAN: So a sequence of triggers and part of it was when I asked the doctor about, I 

said I was going to a counsellor but I said it was so expensive, he mentioned FOCUS 

and that‟s when I said it would be great. Originally I shied away from that sort of thing 

because I tried a similar program with physiotherapy but you had to pay up front and 

take the receipt to Medicare and get the refund but by the time you paid for a couple of 

sessions each week, that‟s $150.00 out of your pocket off your payments that you have 

got to go to your daughter, and then you only get a percentage back. 

INTERVIEWER: He knew about counselling service. Was he informed well? 

ETHAN: Yeah. 

 

Example of the GP suggesting a particular service 

Ivan‟s example shows the influence the GP has on treatment options for clients. 

INTERVIEWER: Did the GP talk you into it going to counselling? 

IVAN: I trust him. We know him for 19 years. He said these guys are great. I thought 

let‟s go. I wouldn‟t go alone. My wife organised it. 

 

Example of physical complaint by the client and detection of mental cause by the GP 

Jake went to the GP with a physical complaint. The GP educated Jake about physical 

and mental connections and suggested counselling. 

JAKE: I got shingles and I went to the doctor with the shingles and she said it‟s caused 

through stress of sunshine, sunlight, wind. I do a fair bit of sailing but I was under a lot 

of stress. I was doing a lot of express work from Brisbane through to Rockhampton, all 

my time driving and she started treating me for the shingles and I just lost all 

concentration. I couldn‟t be bothered, I had no energy and she thought I should come 

for FOCUS and came here. 
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Yes because she said, what causes shingles was stress and that, and I said what does 

that cause bad dreams and one thing led to another and she said well, you should be 

seeing a counsellor. 

 

Example of choice between treatment options 

The GP explained the situation to Lucas and gave him the choice of medication alone 

or medication with counselling. 

LUCAS: I went and saw a GP down here, I explained the situation and I was scared and 

he suggested a referral as well and I agreed so I took up the counselling again and also 

in the counselling we are trying to work on my aggression problem as well because if I 

am annoyed with something and something wasn‟t going right I‟d get angry and hit 

walls, brick walls with my own fist. I felt that I needed to hurt myself instead of hurting 

others. 

The GP she did one of those little paper test things, she did it on the computer I just 

answered her questions. Essentially we can do two things; I can give you medication 

and let you walk out the door, for you to take medication and come back and just get 

monitored again and alter your medication for the first few months and then check up 

every six months afterwards or the second part is, do the same thing but also refer you 

off for some counselling and she said I‟ll give you five minutes to think it over and she 

left the room and my wife was in the room with me at the time. I discussed it with my 

wife and my wife suggested and agreed it would be the best idea to take the second 

option that way you know it‟s not going to happen again later on down the track. You 

should be able to, with the counselling, know any trigger signs later on. 

 

Example of finding a suitable counsellor 

RILEY‟s GP tried to find a suitable counsellor for Riley. The GP enquired until she 

found someone who suited Riley‟s needs in term of his diagnosis. 

RILEY: The GP said you want counselling, OK, well let‟s find someone who might suit 

your particular requirement. You‟ve got aggravated depression not everyone suits that. 

You know do that when you are kid, just do this and do that. I suppose that was what 

she was trying to do, to find someone that was suited to me. That I might feel 

comfortable with. She asked me do I want a man or a woman. That‟s how we decided, 
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my wife and I and her decided for a woman. So that‟s what she was doing. She just 

didn‟t go to anyone, so she asked the mental health people and asked them who the 

psychiatrists are around the area who they would recommend. 

 

Consistency with previous literature 

This study showed the importance of the GPs‟ role as gate keepers for these clients to 

access mental health care. This concurs with Thompson, Hunt and Issakidis‟ (2004) 

research where 71 per cent of clients with anxiety consulted the GP as first point in 

help-seeking. In Cusack et al.‟s (2004) study, as mentioned earlier, they found that 96 

per cent of the participants were influenced to access a mental health counselling 

service by others, and that their GP or intimate partners were the predominantly 

influencing persons. 

 

This study indicates that when the GPs suggested counselling, they normalised help-

seeking for mental health issues and this reduced barriers to accessing counselling 

services. This finding is supported by Smith, Robertson and Houghtons‟ (2006) 

observations in their study. The participants were physicians and they suggested that it 

was important to „normalise‟ help-seeking for mental health issues for men in order to 

encourage men to access such services. 

 

3. Why men continue treatment 

This section outlines the results relating to the reasons men reported why they continue 

counselling despite their ambivalence towards treatment and sometimes unrealistic 

expectations about it. Five clients had postdecisional regret and were highly ambivalent 

about whether or not it made sense to be in counselling. Two clients had no 

postdecisional regret. The remainder of the participants gave inconsistent answers or 

were not asked. 

 

Factors for following up treatment included not wanting to disappoint the GP (2 

participants), one‟s partner or parents, and fear of losing the relationship and family (3). 

Further aspects were hope of improving their mental health (10). Another reason for 
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initially staying in treatment was that the clients felt relieved when talking to an 

attentive, engaged and non judgemental professional about their problems (6). But soon 

after that some expected evidence for improving their situation in order to stay in 

treatment (4). Goal oriented and solution focused methods with strategies and tools 

were important for some clients to stay in treatment (7), also that the counsellor 

provided ideas or directions (3) and approached emotional content slowly and did not 

force the clients into revealing affect too early (3). The gender of the counsellor did not 

appear to be important. Some clients also commented that it was relevant that there was 

no service fee in order to be able to follow up treatment. 

 

Table 4 depicts the reasons contributing to continuation of treatment stated by each 

client. The statements were answers from the questions about „expectations on 

counselling service‟ and „factors influencing continuation of the therapeutic process‟ 

(see Appendix 9). 

 

Table 4: Reasons for continuation of treatment 

 Reasons for continuing treatment 

Ashley Felt comfortable because counsellor did not force him to disclose emotions. Felt sorry for 

his mum‟s suffering because of him 

Bert Needs the feeling of improvement between sessions 

Charles Techniques, goal oriented relating to problems in life and thought processing 

David The counsellor listened to him and gave him ideas and exercises.  

Ethan Understand issues, clarification, directions. Support for court. Free service 

Flynn Experienced counsellor, understanding of problems, clarification and directions 

Grant Strategies, tools, materials, CD‟s, exercises. Listening is not enough to continue 

counselling 

Harry Talking to take pressure off. 

Ivan Followed advice of GP and partner‟s pressure. Ones started it got easier. 

Jake Followed advice from GP to continue treatment, and see what happens attitude 

Kai Wants to feel progress after an amount of session. 

Lucas Partner threatened to leave if he stops treatment. Desperate to change his behaviour. 

Whatever is going to help I pursue. 

Mitch Older and experienced with issues of the client and understanding able to explain things, 

find solutions to stay off alcohol 
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Nathan Needs the feeling of improvement after an amount of sessions 

Owen Talk to someone, self reflection, improve knowledge of self, opinion of a professional 

about thought processes and improve situation and relationship, tools CD‟s.  

Paul Needs the feeling of improvement between sessions. Problem solving approach. Not 

working on negative past. Counsellor needs to ask good questions: “What worked in the 

past?” 

Quinn Needs to feel comfortable with counsellor. Counsellor is not to antagonise him. Continues 

until goals achieved. 

Riley Counsellor was attentive and engaged. Cognitive approach with tools such as thought 

diary. 

Sam Counsellor suggested hypnosis as a treatment method 

Tim Needs to feel comfortable, non threatening counsellor. Free service 

 

 

Following GPs’ advice 

Description of the theme 

Two clients entered treatment and followed up treatment because the GPs‟ advice to 

engage in counselling had the effect that they continued with counselling sessions. 

 

Examples 

Jake was ambivalent about continuing counselling. He followed the advice of his GP 

and he wondered what was going to happen in treatment. 

INTERVIEWER: So it‟s an effort to do it. 

JAKE: No, it‟s no effort. If it was up to me to come the first time it would‟ve been an 

effort. 

INTERVIEWER: Many men when they are coming into counselling for the first time 

they think I shouldn‟t be here. Do you have that? 

JAKE: Yes. 

INTERVIEWER: How did you then manage to still stay? You could‟ve said, no way. 

JAKE: Well I was here; I may as well go on with it and see what happens. I suppose the 

other thing was that the doctor said I should come. 
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Consistency with previous literature 

As discussed there is ample literature describing the importance of the GP as referral 

source (Thompson, Hunt & Issakidis 2004) but this study found that GPs also influence 

not only the uptake of counselling but also the continuation of treatment. 

 

Fear of losing relationship and family 

Description of the theme 

Three clients stayed in counselling because they did not want to disappoint their 

partners and were afraid that they might lose their family if they stopped with the 

treatment. 

 

Example 

Lucas stayed in counselling because his partner threatened to dissolve their 

relationship and he would lose his family. He is also desperate to change his behaviour. 

INTERVIEWER: You stayed in counselling and I wonder what made you stay and not 

stop and give it away, you know quit. 

LUCAS: Why I haven‟t quit is well - one, if it happens again my wife is going to walk 

out the door. - Two, if my aggression, if I go back to aggressive ways I‟m going to end 

up hurting my son and we‟ve only just got him from Department of Child Safety into 

our care… I think I felt more like from this time around that I needed help and whatever 

is going to help me, whatever, I say, is going to help me. 

 

Consistency with previous literature 

Literature describes relationship dissolution as particularly stressful experiences for 

men as discussed in Chapter 2 (Laws 2006). However, there is no evidence that men 

seek help more often or follow up treatment, because they seem to be more affected by 

the threat to lose partnership and family. 
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Expressing emotions gradually - feeling comfortable 

Description of the theme 

Three clients stated that they felt comfortable with the counsellor because they were not 

pressuring them to talk about emotions which helped to continue with treatment. 

 

Example 

Ashley dropped out in former counselling. He had postdecisional regret about entering 

counselling because he did not believe that talking would help. This time he stayed in 

counselling despite ambivalence. Factors were his mum‟s emotional distress and 

feeling comfortable with the counsellor because she did not force emotional disclosure 

from him. 

ASHLEY: Because I had been in hospital a few times for the same thing, they said go 

and see such and such from Lifeline, so I went a couple of times and just went, no I 

don‟t need to speak to him. I‟ll be right. I just bailed on it sort of thing and then my 

parents are going, are you still going to him and I said yeah, but I wasn‟t. 

INTERVIEWER: You didn‟t go because, that‟s interesting. What stopped you going? 

ASHLEY: Myself. I just thought well he‟s just telling me what I already know and what 

I should be doing and I think I can do that myself. 

 

ASHLEY: Ever since I have come here I have gone, this is a bit different and I‟ve 

stayed. I‟ve kept going. The counsellor is not straight into you about things. She‟s 

gradual, just easy. If I don‟t want to talk about stuff, you know, we will talk about 

something else. Yeah, and she brings up the questions as well. I don‟t have to sit there. 

Yeah, and she is there with a folder and notes from last week, how you going with this 

and how you going with that and that sort of breaks the ice and you just get on a roll 

then. As she gets in your head too much, you know, you can stop if you want. You can 

go outside and have a smoke. 

 

Consistency with previous literature 

Clients felt threatened when pressured to reveal themselves and their emotions too 

quickly. This is consistent with the literature (Carlson 1987; Heppner & Gonzales 1987; 
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Pollack 2003). For example Rabinowitz (2002) asserts that when the therapist tries to 

encourage a male client to reveal himself, the client is at the same time unleashing a 

counterforce to block the emotional expression. 

 

Counsellor listens, is attentive and engaged 

Description of the theme 

Clients described several factors which encouraged them to continue with the treatment 

after the initial session despite their ambivalence. Six clients stated that it was very 

important for them that at the beginning of the treatment for the counsellor to listen to 

them and try to understand their problems. Ten clients mentioned that it was important 

for them to have hope that their situation may improve. 

 

Example 

Riley was quasi mandated to go to treatment by his wife. He had strong resistance to 

the treatment but kept going because the counsellor was attentive and engaged. 

RILEY: You go there because someone tells you to go, not because you have any 

expectation to go. I mean really, that‟s how I feel. I was made to go. I didn‟t really want 

to go. I don‟t miss the appointment because he will do me good. Whether he is or isn‟t, 

you know I like to sort of go now to a degree. As long as he doesn‟t give me too much 

homework it‟s all right. I don‟t mind going. No, I like talking with him because issues I 

had during the week I talk to him about and he would say OK, what did you think about 

that? 

 

Grant stated that the provision of hope was important for him. 

INTERVIEWER: What did she [the counsellor] do? Did she give you hope? 

GRANT: Yeah, I think it was hope more than anything and just, you know, it was very 

uplifting. 

 

Consistency with previous literature 

The finding that it is important for men to be listened to is consistent with the literature. 

A large body of research has suggested that nonspecific therapy factors, such as 
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warmth, respect, genuineness, and the provision of hope, may be the most important 

component in effective therapy (Asay & Lambert 1999; Chatoor & Krupnick 2001; 

Duncan, Miller & Sparks 2004; Krupnick et al. 1996; Luborsky et al. 1985; Meyer et al. 

2002; Scheyett & McCarthy 2006; Wampold 2001). 

 

Understanding, clarification, directions 

Description of the theme 

Clients would tell the counsellor their story and then hoped to obtain an analysis of their 

problems and a diagnosis and subsequently hoped to be fixed through an external 

intervention by the counsellor. Two clients stated that they initially hoped for a „magic 

wand‟ and expressed disappointment that their problems could not be „fixed‟. Adjusting 

their expectations, these clients then anticipated that the counsellor would guide them 

through the process and provide strategies which would help them to improve their 

situation. Three clients believed that the counsellor was required to take a leading role 

in starting the session and breaking the ice. 

 

Examples 

Tim stated that he hoped for the magic wand in order to be fixed. 

INTERVIEWER: What‟s the most important thing for you in the counselling process? 

TIM: Hoping they can magically fix my mind. It‟s like a magic pill that everything is 

all fine or a magic wand that everything is all fine. 

 

Flynn expected understanding, clarification and directions from the counsellor. 

INTERVIEWER: What do you expect from the therapist or the counsellor? How should 

he or she help you with that? 

FLYNN: Understand my problem issues and assist in clarification and may be possible 

directions to move forward, that‟s the way I see it. 

 

For David it was important that somebody listened to him and that the counsellor gave 

him ideas and directions. 
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INTERVIEWER: Some man said to me, the most important thing for them was at the 

beginning that they actually could, there was somebody who listened to them. 

DAVID: Yes. 

INTERVIEWER: Do you agree with that? 

DAVID: Yes. Definitely. 

Basically I am a little bit of both. I want someone who would listen but also someone 

who will give me ideas of how to do it. Because it‟s intriguing with what this counsellor 

has to say. Because with all the other counsellors, they kept asking me the same 

questions over and over again and try and get me to open up. Whereas me coming back 

here to see him, it‟s sort of giving it a twist because he is giving me exercises to do and 

I‟m coming back and saying, look I‟ve done this and this is what worked and this is 

what didn‟t work. 

 

Consistency with previous literature 

Literature agrees that understanding, clarification and directions are important factors in 

the client‟s motivation to follow up treatment. Trotter (1995) for example states that 

clarifying roles of the client and the counsellor and agreement on the issue which will 

be addressed are important factors. Similarly, Mahalik (2003) recommended that 

clinicians first work to identify the expectations that male clients have of the therapeutic 

process and either correct those that are erroneous or change the structure of therapy to 

be more congruent with the client‟s goals. Courtenay (2005) highlighted that it is 

imperative to give clear and direct advice and to ask for feedback to check if the male 

clients understood the advice. 

 

Improvement between sessions 

Description of the theme 

In order to continue treatment four clients needed to feel that there had been 

improvement in their situation or their behaviour between each session. If there was no 

sense that things were changing they tended to abandon the treatment. The length of 

time clients would persist with treatment varied. One client attended two sessions 

another came for 10-15 sessions to see if it worked. There was a strong sense of 
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expecting the professionals to provide the means to solve the problem. This was 

expressed with sentences such as “I give them a chance to see if they can do...”. 

 

Examples 

Nathan continued with treatment because he had the impression that it worked. He said 

that he would terminate the treatment after 12 – 15 sessions if he had not liked it or if 

he thought that it was not working. 

NATHAN: 12 – 15 sessions is normally about the amount I stop if I don‟t like it, if it‟s 

not working. I give them a chance to see if they can do anything else. If they don‟t – no 

point in going any more. 

 

Bert needed to have the feeling of making improvements every week in order to stay in 

treatment. 

INTERVIEWER: What makes men drop out or stay in the counselling process? Under 

what circumstances would you quit? 

BERT: If I felt it wasn‟t helping me. If I thought I am wasting my time. I mean I have 

to tell my boss I am going to counselling and have to take time off. If I would think it is 

not going to help me why would I waste my time? The session I had last week helped 

me. She was really nice but I need to make a little bit of an improvement every time. 

Then I am keen to come back. 

 

Paul needs to get something out of every session. If two sessions proved unsuccessful 

for him he would terminate the treatment. 

INTERVIEWER: What would make you stop going further to counselling? You know, 

you wouldn‟t want to pursue to the end? 

PAUL: If I didn‟t feel I was being helped. If I didn‟t get anything out of each session. I 

think I‟d probably give it one session when I thought; oh that was a load of crap. But if 

the second session was like that I‟d just think, oh no I‟m done now. I‟d really need to 

walk away with something. That‟s something that‟s important to me. I need to walk 

away with something to do. Something to plan for, something to achieve by the next 

session so that I got sort of somewhere to head. If I walk away thinking, oh well, I‟ll 
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just float through life for another week and come back I think that would just piss me 

off. If I don‟t have a kind of fix it, I just, you know, it‟s not working for me. 

 

Consistency with previous literature 

The finding that clients needed the feeling of improvement between each session is 

consistent with previous literature such as Duncan, Miller and Sparks (2004) who 

highlighted the importance of the client‟s perception of success between each session in 

order to improve treatment adherence and outcome. 

 

Counselling methods 

Description of the theme 

Seven clients wanted goal oriented and solution focused methods to be used in 

treatment. Talk therapy was not enough for male clients. Reflecting on the past or 

working on childhood issues was not favoured by two clients. One client mentioned that 

it upsets him too much (Riley). Five clients wanted practical exercises in the session. 

They were also happy for the counsellor to suggest methods. One client expected the 

counsellor to give advice. 

 

Examples 

Paul clearly expected strength based, goal oriented and solution focused therapy in 

order to continue. 

PAUL: I need it to be goal oriented. I need it to be solution focused. I need it to be 

about actually doing something and you know taking some active steps to solve the 

problem rather than talking or just reframing or you know, if it was purely a talk 

therapy I think I‟d feel frustrated. I need to leave here with something to think about, 

something to do, some action to take. A huge sort of dwelling on the past thing is not 

something that is tremendously interesting to me and she is really future focused so that 

was helpful to me. Her first question was what had worked in the past to help you feel 

better, to help you manage these feelings and I thought that was a tremendously good 

question. I really like the solution focused approach rather than the problem factor 

approach. She was very good at helping me in the way I wanted to be helped. 
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Riley appreciated exercises such as completing a diary. 

RILEY: So I went there without any expectations at all and he said OK, well tell me 

why you are here. Tell me a bit of a story and he said OK from what I hear this is what 

you got problems in, this sort of an area and I said OK. He really devised things, you 

know, he got me to fill out a diary about my thoughts and things that upset me and he 

went in and said well, this upset you and this is the feeling it gave you and this is what 

happened. So you know it changes your thought process about how you think about 

things. So I would never have thought about going into counselling with that sort of 

outcome in my head. It just helps you, not just turn comments around but turn your 

decisions around. 

 

Grant expected strategies, tools, exercises he could use. Listening was not enough. 

GRANT: I was hoping the earlier counsellor would‟ve helped a little bit more. I mean 

he helped but his style of counselling was more, sit back, listen, kind of thing, which I 

understand is pretty much counselling, you know make note of the problems, but he 

didn‟t really give you any tools to work with. Like this counsellor gave me motivational 

CDs and stuff like that more so to work with straight away and I found that helpful. 

 

Sam was happy that the therapist suggested methods such as hypnosis. 

SAM: Well in therapy with this therapist, she is trying hypnosis which when she 

suggested it I thought, well I‟ll give that a try, I need something and I was really happy 

that she suggested that so, you know being able to go through with that and hopefully 

that will do something to me, I thought that was a big plus. 

 

Charles expected advice, techniques and cognitive treatment in order to continue 

treatment. 

INTERVIEWER: Now you are with this counsellor and what made you continue the 

sessions with him? 

CHARLES: I got more out of it like techniques and he talks about thought processing. 

INTERVIEWER: What is important for you in a counsellor? 

CHARLES: Getting advice. 
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Consistency with previous literature 

The findings are consistent with the literature to use strength based, problem solving, 

solution focused approaches in the context of counselling male clients as discussed in 

Chapter 2 (Good & Brooks 2005). For example Millar (2003) states that these 

approaches with relationship building as an important element adapt the counselling 

process to men rather than men having to adapt to traditional counselling styles. 

 

Gender counsellor 

Description of the theme 

For the clients, the gender of the counsellor was not very important for continuation of 

the treatment. Six clients would rather choose a woman because they felt more 

comfortable and five clients would select a man. Seven clients said it was not important 

which gender the counsellor was. Instead six clients emphasised the importance of 

having a counsellor who listens and tries to understand them. 

 

Examples 

Bert preferred to attend a male GP but did not have a preference in terms of 

counselling. 

INTERVIEWER: Is there a difference for you between a man and a woman? For 

example in counselling do you prefer a man or a woman? 

BERT: No but if I go to a doctor I find it easier to go to a man doctor than to a woman 

doctor. 

 

Paul did not have a preference between a male or female counsellor. For him it was 

important to feel empathy from the counsellor. 

INTERVIEWER: Is it important to you if it‟s a male or a female counsellor? 

PAUL: No, I do need to feel a sense of empathy. Gender is not particularly important. 

 

Ashley felt more comfortable with a female counsellor. 
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INTERVIEWER: What factors or experiences made you continue the counselling and 

not dropping out? You know, you could have dropped out after one or two times but 

you are still going. 

ASHLEY: Just that way this counsellor does it, and I feel comfortable with her because 

of what happened with me, I had a male counsellor before and I was sort of stand-offish 

about talking about that stuff, so having a female I guess was a lot easier for me to bring 

that out than having a male counsellor. 

 

Consistency with previous literature 

The literature is not clear on the importance of the counsellor‟s gender. Some 

researchers / authors argue that male counsellors and male clients might be in 

competition and not used to talking about emotions while others argue that male clients 

struggle to relinquish power with a female counsellor. It might be particularly shameful 

and embarrassing for a male client to confide in another male (Heppner & Gonzales 

1987; Mahalik, Good & Englar-Carlson 2003; Scher 1979). It is therefore possible that 

the client would leave treatment in this situation. Therapists have more power than 

clients do, and clients struggle against that power differential. The male‟s preoccupation 

with success and competition has the potential to interfere with psychotherapy because 

some male counsellors may feel the need to outperform their clients (Scher 1990). 

Carlson (1987) noted that the need for a male patient to assert his power and control in 

the therapeutic relationship may be particularly apparent when dealing with a female 

counsellor. Yet none of these arguments were apparent in the present study. None of the 

clients made negative comments about the gender of the counsellor. 

 

Service fee 

Description of the theme 

One of the factors supporting continuation of the treatment was that the clients did not 

have to pay. Fourteen clients were asked if they would be able or willing to pay a 

service fee. Nine clients stated that they would not be able to afford counselling. The 

reason for not being able to pay is that these clients were unemployed. One client stated 

that even if he got refunded through bulk billing he could not afford to spend the money 
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in advance. One client stated that it should be the government‟s responsibility to pay for 

sessions. Four clients would be willing to pay, but only a minimum fee, e.g. one client a 

maximum of $20 per session and one client a maximum of $40. One client would only 

agree to pay if he would get refunded through bulk billing. One client, employed full-

time would pay a maximum of $50. The results are not surprising because the service 

through which the study was conducted was a free service where mainly clients with 

little financial means attend. 

 

Examples 

Bert is employed full-time and could only pay $50.00. 

BERT: I would budget for it. It wouldn‟t worry me. I would pay up to $ 50.00. 

INTERVIEWER: You are full time employed? 

BERT: Yes. I was always full time employed. 

 

Ethan could not afford to pay and the transport costs were an additional problem. 

ETHAN: Probably not. Even with the Medicare rebate, it‟s the initial outlay that is 

$50.00 on a Parenting Pension is a lot of money each week and if you have physio or 

some other service they might want you to go consecutively, in a fortnight that‟s a fair 

bit of money that you have had to outlay before you can get the refund. Plus living in 

the country, the closest place is Nambour or Gympie, there‟s another $10.00 or $20.00 

in fuel to get there. I was really ecstatic to find out the initial first 12 were available free 

of charge… 

 

Tim could not afford to continue with counselling if it would cost a service fee. 

TIM: It‟s sort of like yeah, you go one, two or three times but you are going to stop 

going because it‟s too much tension on money and stuff like that so I figured well if I 

can do it at no cost sort of thing that I can be helped rather than sort of getting 2 visits 

and step back into the system and then you end up no better off really. 

 

Consistency with previous literature 

The findings of this study were that the costs of mental health counselling services 

would influence continuation of treatment. Nine clients only continued with the 
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treatment because the service was free to them. This is consistent with Millar‟s (2003) 

study. Millar asserts that accessibility of counselling might be a factor which influences 

help-seeking. In Millar‟s study the cost of private counselling was prohibitive to some 

participants. 

 

4. Suggestions from clients to improve access 

In this section factors which would have enabled clients to access mental health 

counselling services earlier are outlined. The clients describe what variables would have 

helped them to seek help for their mental health issues earlier and what would have 

improved their adherence to treatment. The most frequent comments are listed here. 

Outstanding themes were the need of overcoming perceived stigma of mental health 

issues, promotion and marketing of services, and reduce the waiting time to access 

treatment. 

 

Six clients said that they had a problem with the stigma attached to mental health and 

needing a mental health service. Suggestions were made that men should be educated 

about mental health and mental health services should be promoted to men. They 

should be taught how to access services. They suggested counselling should be 

normalised and men should be familiarised with counselling. This should happen early 

in life, possibly at school. Promotion could happen where men usually gather e.g. in 

male dominated clubs such as the RSL, rugby league, fishing clubs etc. Notices could 

be put in men‟s magazines. 

 

Two clients had a particular problem with the word therapy, treatment, or counselling. 

They suggested using other labels such as „talk to someone‟. Four clients reported that 

they became quite distressed because of the long waiting times until their first 

appointment and therefore the waiting times should be reduced to one to two weeks. 
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Reduce stigma 

Description of the theme 

In order to access mental health counselling earlier, eight clients thought it was 

necessary to reduce the stigma of mental health problems and mental health treatment. 

They felt the need to normalise mental health issues and counselling. Prior to accessing 

help they thought it was shameful to have a mental health issue and that it was a 

weakness to need a mental health counselling service. If they had been educated about 

mental health prior to needing a service they would have been more open towards their 

mental health issues and more positive towards counselling and would have accessed 

such a service earlier. 

 

In order to reduce the stigma two clients suggested using different expressions instead 

of counselling or therapy. 

 

Examples 

Grant was worried about discrimination when accessing a mental health service. He 

saw it as important to reduce the stigma of mental health. 

INTERVIEWER: Were you worried about discrimination or something if you attend a 

Mental Health service? 

GRANT: Yeah, I was a little bit. I got to admit I probably, I was to an extent but not, I 

knew that I needed to do something to understand it more and address it, but yeah there 

is a little bit of a stigma to it. I don‟t particularly want my neighbour to know, or your 

street knowing. It would be a bit, you know. I don‟t think it should be though, you 

know, the more I think about it, I don‟t think there should be at all. I know they are 

actually advertising on the television now. 

I think lowering the stigma of Mental Health, getting the people as you have discussed 

with males, I understand what this is about kind of thing. Definitely try and lower the 

stigma part because I do find that a bit daunting. Definitely, if you want to get more 

male people, the way I see it, it‟s gotta be more socially accepted like as in lowering 

that stigma. 
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Jake addressed the need to educate men that having a mental health issue is not a 

weakness. He associated mental health problems with severe mental illness. He also 

associated the word therapy with a harsh and frightening treatment. He suggested 

using another expression instead. It would be more male appropriate language to say 

“come and talk to someone”. 

INTERVIEWER: Do you have any suggestions for us, what we could change, do better, 

do differently? 

JAKE: Education for men that there is help out there. I mean you‟re not weak if you‟ve 

got some mental problem. I mean you can have a mental problem without being 

mentally disturbed I suppose. Because in our minds, I used to cart to the Ballarat 

Mental home, and you‟d see people in there and it sort of reflects, you got a mental 

problem, you immediately think of them, but they were different. Mental problem may 

not be the best way of portraying it. You see with older people in my age group you say 

therapy, is that an electric shock because that was a common thing. 

INTERVIEWER: So therapy is probably not the best word to use is it? 

JAKE: I think that could be a lot of the problem, scaring people off. Better would be 

come and have a talk and we‟ll help you. 

 

Ethan believed that men consider it as a weakness to access counselling services. He 

believed it is necessary to change men‟s beliefs regarding counselling. Ethan had a 

problem with the word counselling. He suggested that it would be preferable to find 

another expression. 

INTERVIEWER: OK, are there any suggestions from your side about how the service 

could be improved? 

ETHAN: Not really, I think the biggest hurdle you are going to have is men‟s 

association with counselling. Perhaps it‟s a form of weakness. I think its men‟s psyches 

that we have to change more than anything. 

INTERVIEWER: And the words like therapy, treatment, counselling stuff, is that a 

hurdle? 

ETHAN: Not for me but I did notice it in the office, up on some posters and I thought 

that it would probably be better if they didn‟t have that up there. That you are going to 
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go, your counsellor or your psychiatrist is in here, or your therapist is. I think other 

words, like consultant or something like that might be better for other people‟s psyches. 

INTERVIEWER: OK, some other words and not a label. 

ETHAN: Definitely, I did mention it to the therapist. I said some people probably don‟t 

like that because a lot of people see it as weakness. 

 

Consistency with previous literature 

As discussed in the literature review, the findings that mental health has a strong stigma 

for men and that this stigma prevents men from accessing services in due course are 

consistent with the literature. Seeking treatment for an emotional problem identifies the 

seeker as a member of the group of the mentally ill and thereby exposes the individual 

to potential social rejection and feelings of embarrassment associated with 

acknowledging an inability to manage the problem on his or her own (Deane & 

Chamberlain 1994; Komiya & Good 2000; Scher 1979). As well as a fear of being seen 

as vulnerable, Heppner and Gonzales (1987) and also Perlick (2007) have argued that 

men will not seek counselling because it is very difficult for them to admit to 

themselves that they have a problem. 

 

No literature could be found about the perceived negative nature of words such as 

„counselling‟ or „therapy‟. More research is needed to discover if they are connected 

with stigma and what expressions could be used instead. 

 

Promotion and marketing 

Description of the theme 

In order to access mental health counselling quicker six clients suggested educating 

men about mental health and promoting counselling in order to inform men about the 

possibilities of help for mental health issues. 
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Examples 

Flynn addressed his hesitation to access a mental health service because of the stigma. 

He emphasised the importance of normalising the need to seek mental health treatment 

by advertising intensively in public places and in male dominated clubs. 

FLYNN: Well it‟s, Mental Health is a government, and there is a government onus, if 

they don‟t do the necessary publicising of their services to a male audience... At one 

point in Sydney I noticed that the telephone agency I worked for Telefriend and others, 

they had billboards at railway stations etc., Salvation Army, but Mental Health doesn‟t 

spend anything on promoting its services other than through the network of Community 

Health Centres and Court Offices and charitable agencies. They don‟t sort of get to, 

there are a lot of Joes out there who would find it very difficult. I mean I found it very 

difficult to come in because I am a proud, educated man that has worked for a long time 

in the system with a lot of skills and I knew that I wasn‟t right and I needed to talk to 

someone and I wanted to do it, but there are a lot of people who don‟t have that 

knowledge to assess that they are really tripping up, and until they either come into the 

criminal justice system or they have a mental breakdown and end up in hospital and 

under Mental Health. I just don‟t think the government realises the amount of money it 

could save the community by actually doing a lot of preventative work so I think 

advertising services, particularly also by advertising in likes of fishing clubs, and there 

are all these male clubs, rugby clubs and that, putting notices in their magazines for 

what services that might be appropriate for men. There is rugby league clubs and there 

are RSL clubs. They have magazines they produce but the government doesn‟t spend 

anything on advertising to promote services by saying that we‟ve got confidential 

services if you‟ve got something that‟s worrying you, are you having relationship 

problems or you are seeing your doctor a lot more and you are not really telling him 

some of the underlying issues why you are getting sick all the time. There are Surf 

Clubs, there are just a lot of male, there are a lot of male organisations out there that 

you don‟t even touch, you don‟t even consider. 

 

Lucas suggested more mental health information for men. 

INTERVIEWER: What could we do better? 
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LUCAS: I think more, more like, Men‟s Mental Health information, more of it, 

specifically for men, yes. I feel that even though males and females, we are the same 

species but we have a different attitude towards stuff. Some everyday stuff affects both 

but other day-to-day stuff doesn‟t. What affects the male doesn‟t affect the female. 

What affects the female doesn‟t affect the male; so more men‟s mental health issues. 

 

Nathan noticed that men‟s mental health issues are only beginning to have some media 

exposure. 

NATHAN: Yeah. It‟s just not out there. You see everything on TV or radio whatever or 

media about Women‟s Health issues, whether it be mental or physical. We‟re only just 

starting to see some things about men‟s especially Men‟s Mental Health. That would be 

a vast improvement. 

 

Consistency with previous literature 

Smith, Robertson and Houghton (2006) agree with the view that mental health needs to 

be normalised for men. In considering how mental health counselling could be 

presented or marketed to men, their study participants, a focus group comprised of 

physicians, expressed a belief that seeking help for such issues needed to be 

„normalised‟ for men. They introduced the notion that this could perhaps be achieved 

by pairing a mental health assessment with regular or acute physical screening. 

 

Millar (2003) suggests more publicity for counselling. Publicity in the media, whether 

through news items, documentaries or television soaps, plays a crucial role in providing 

knowledge about counselling. Wicke, Lorge, Coppin and Jones (1994) state, that it is 

certainly not sufficient to put leaflets into GPs‟ waiting rooms. Overall, leaflets have 

not been effective in promoting access to mental health services. This is consistent with 

one client‟s (Flynn) view that it is not enough to advertise internally in human service 

and health organisations. He stated the importance of advertising in men dominated 

clubs. Another client (Nathan) suggested more advertising about men‟s mental health in 

the media. 
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Reduce the waiting time 

Description of the theme 

All clients delayed help-seeking until they were in a serious crisis situation. Therefore 

they needed help immediately. Nineteen clients reported that the shorter the waiting 

time, the better for them. One client said it would be great to access a service within 24 

hours. 

 

Seven clients had to wait two weeks or less in order to access FOCUS. Twelve clients 

waited for four to six weeks and one client eight weeks. The clients who were able to 

access the service within two weeks were happy. Clients who had to wait four weeks 

and more found it too long. They felt very frustrated. Some accessed another agency 

such as adult mental health, Lifeline or other counselling services, the GP or a 

psychiatrist, until they could get an appointment at FOCUS. Some clients bridged the 

waiting time with medication. Four clients reported that the waiting times for the first 

appointment should be reduced to one to two weeks. This is exemplified by quotations 

from Nathan and Mitch. 

 

Examples 

Bert suggested a short waiting time for accessing the service. Medication helped him to 

endure the waiting time. 

BERT: I had to wait for five weeks until I could get in to counselling. It is such a long 

waiting list, which is hard. 

BERT: It was OK because I was on those tablets. The tablets made me feel a lot better. 

INTERVIEWER: Do you have any suggestions what could be done better in this 

service? 

BERT: Cut back on the waiting list. That‟s the hardest thing. I don‟t know if you have 

the resources to make the waiting list shorter. If you have an impatient person they 

don‟t come anymore when they have to wait that long. 

 

Jake was frustrated that he had to wait for one month. His situation got worse while he 

had to wait. 
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INTERVIEWER: Did that letter make any difference to you? 

JAKE: It was just a waiting game. There is no end in sight sort of. Once it‟s been 

suggested well let‟s get it over with. Let‟s get in there. 

INTERVIEWER: Were you frustrated that you had to wait that long? 

JAKE: Yeah I was a bit because the doctor said you know you need to see some 

counselling and they will sort you out and help you with all of this and here I am sitting 

around one month and still waiting. So it would‟ve been a month. Sort of adding fuel to 

the fire I suppose by waiting. Hey, I‟ve got a mental problem but I can‟t see anyone 

about it. Well the way I look at it, if you‟re sick you go and make an appointment, the 

doctor sees you within 24 hours and she says you‟ve got a mental problem I want you 

to see some counselling and I would‟ve expected a week, by the time she got the letter, 

I gotta see this bloke and ring him up and get him in. It was nearly four weeks. 

 

It was very important for Mitch being able accessing counselling within two weeks. 

INTERVIEWER: The waiting times when you were referred to the counselling service, 

did you have to wait a long time? 

MITCH: I think I only waited about two weeks, but the counsellors got very busy 

apparently. 

INTERVIEWER: Is that important to you that you don‟t have to wait too long. 

MITCH: Well it is. How are you going to be in a months‟ time if you are fucked up 

already. You nearly need to get there now, you know, you need it now, that‟s why 

you‟re ringing up. You need it now, you need it there and then, you need that kind voice 

down the phone and there‟s the point that I make to you. It‟s the kind voice. You don‟t 

get that down the pub, everybody‟s rah and blah and kicking and scratching and 

fighting you know. 

 

Mitch suggested shorter waiting time for accessing the service and weekly consultations 

at the beginning of treatment. 

INTERVIEWER: What could be improved about this service? 

MITCH: That there is more of it. More counsellors, quicker to get into and maybe more 

frequent visits, you know, sometimes you‟ve got to wait fortnightly or monthly or 
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whatever, it would be better if it could be weekly, especially in the early parts of it, say 

for the first two or three visits. 

 

Consistency with previous literature 

Previous research supported the idea of making mental health services for men more 

readily available (Wang et al. 2005), but no literature could be found discussing the 

requirement to access help immediately. The Australian Government is developing a 

National Men's Health Policy. The Policy will focus on reducing the barriers men 

experience in accessing health services, tackling widespread reticence amongst men to 

seek treatment, improving male-friendly health services, and raising awareness of 

preventable health problems that affect men. The issue of waiting times has not yet 

been addressed and they do not appear to be planning to do so. 
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PART 2: FINDINGS FROM THE FOCUS GROUP 

As discussed in the methodology chapter this part outlines the responses of the Focus 

Group participants to the question as to why men access mental health counselling 

services and why they continue treatment. The focus group participants discussed the 

factors influencing male clients‟ attendance at and continuation with mental health 

services. These findings are compared with the opinions of the clients. 

 

The sections in this part use the same structure as in Part 1. Some themes identified by 

the focus group vary from the themes identified by the clients. The focus group 

summarised the themes „childhood, depression, drugs, self-harm/suicide‟ under 

„multiple problems‟. Following themes have been identified in the focus group but not 

in clients interviews: „men expressing their problems‟, „clients overcome initial 

resistance‟ and „knowledge about service delivery‟. The theme „service fee‟, has only 

been identified in the client interviews. 

 

1. Setting the context 

Sample description 

The focus group was conducted on the 26 August 2008, before the client interviews. 

The duration of the session was one hour. The professional team at FOCUS is a 

multidisciplinary team. The therapists included psychologists, mental health social 

workers and counsellors. All therapists did the same work within individual and group 

counselling sessions. The therapists are all senior therapists with several years of 

counselling experience in the mental health field. The therapists worked in different 

sites distributed along the Sunshine Coast region in Queensland. 

 

Participants: 

The focus group participants were Peter (facilitator), Alana, Bruce, Chloe, Daisy, Ella, 

Finn, Gus, Isaac. The names of the mental health professionals have been changed to 

protect their identity. 
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Long term critical incidents history 

In this section therapists outline their opinions regarding the long term mental health 

histories of men based on their experiences with clients. Therapists believe that long 

term mental health problems generally precede the presentation of male clients at the 

mental health counselling service. The focus group participants emphasised drug and 

alcohol problems, anger problems and relationship breakdown as typical longstanding 

problems leading up to counselling. 

 

Drug, alcohol and anger problems 

Description of the theme 

Three Focus group members observed that alcohol and anger problems were prevalent 

long term issues in their clients. 

 

Example 

Ella believed that preceding a crisis drug and alcohol and anger problems were 

outstanding long term issues of male clients. 

FACILITATOR: Do they have longstanding problems?  

ELLA: Yes, if you go into their history there are different things happening, drug and 

alcohol, anger problems. 

 

Consistency with findings of clients 

These statements from professionals were consistent with client reports. Twelve clients 

had had an alcohol problem at some stages in their lives. Eight men had had an anger 

problem. They all behaved violently at some time. Seven of the men were involved in 

domestic violence. 

 

Co-morbid conditions 

Description of the theme 

Observations from six professionals were that behind presenting problems hide multiple 

long term problems. 
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Example 

Bruce believed that sometimes for clients presenting with a circumstantial situation 

hiding in the background, are longstanding issues such as a relationship breakdown 

and alcohol abuse. Ella agrees that these factors contributed to the crisis. 

BRUCE: Sometimes they present as if it is a circumstantial situation as a crisis for 

example being left by the wife, if you look at their history you can see a longstanding 

patterns of difficulties and alcohol related issues. 

ELLA: Yes things contributed to the crisis. 

ELLA: Yes, if you go into their history there are different things happening, drug and 

alcohol, anger problems. 

 

Focus group members agreed that clients can present with seemingly minor problems 

but underlying these are many co-existing difficulties. 

FACILITATOR: In other words they present with something seemingly minor but then 

it opens up to a multiple problematic. 

DAISY, ELLA, GUS, ALANA: Yes 

 

Consistency with findings of clients 

These findings are consistent with the clients‟ reports. There were impressive histories 

of long term problems leading up to accessing mental health counselling services. 

Twelve clients responded to this question and all reported mental health problems 

and/or behavioural problems in their childhood. Thirteen reported having suffered 

depression for a longer period of time. Sometimes the depression was combined with 

anger or anxiety. Twelve clients had suicidal ideations at some stage in their lives. 

Twelve clients had a history of alcohol abuse. Eight clients were consumers of drugs 

mainly marijuana which contributed to and exacerbated their problems. Fifteen clients 

experienced a relationship breakdown which led to a major crisis and resulted in 

destructive behaviour. 
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Previous experiences with mental health services 

Description of the theme 

Bruce believed that the former experiences with mental health services are not decisive 

if a man will access counselling in the future. He believed that the severity of the 

symptoms is more important for a decision. Daisy believed that former experiences 

could influence the later treatment. 

 

Examples 

Bruce believed men will access counselling when the situation is serious enough, 

independent of their attitude towards counselling. 

BRUCE: Some of the men I have met, often their wife, their partner or their kids would 

have been to a therapist. The men will be talking about that, “she saw some head shrink 

and he couldn‟t help her”. There is this fairly negative set “He couldn‟t do anything for 

my wife but things are crook so I have to talk to somebody”. There is almost a little 

challenge there “well I don‟t think you can do much there but I give you a chance”. 

 

Daisy believed that men will search for the appropriate counsellor or service. 

DAISY: I had a guy that came only recently who was a motorbike rider. He had a series 

of motorbike accidents and he had been to see somebody to get some therapy or some 

help and it was a young woman that saw him and she was trying to join with him and 

maybe you shouldn‟t do such and such on your motorbike and he saw me and I didn‟t 

talk about the motorbike and how he should live his life. He said to me “you are very 

different to the other people I have seen, you didn‟t try to make friends with me”. He 

said “This girl was trying to talk all this jargon about motorbikes and she looked 

foolish”. I think it is about relationship with someone not trying to be someone you are 

not with someone. If you don‟t know what is it all about, then you don‟t know. Don‟t 

look like you know. I think men will shop around if they need it to get what they are 

after. 
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Consistency with findings of clients 

Bruce‟s observation is consistent with the findings from the clients. Independently of 

what the clients thought of their former treatment or their attitude to counselling, the 

decisive factor for accessing a mental health counselling service again was the 

experience of increased mental health problems. Even negative attitudes are eventually 

overruled by the urgency of needing help. 

 

Delaying help-seeking 

Description of the theme 

The focus group found that low problem awareness and the stigma about mental health 

and help-seeking for mental health issues delayed help-seeking for these men until they 

had their first mental health treatment session. 

 

Problem awareness 

Description of the theme 

Four focus group members found that men have low awareness of mental health 

problems. This could lead to delayed help-seeking. When they go to counselling they 

can present with a seemingly minor problem in the first session. It then transpires to 

involve major multiple problematic situations. 

 

Examples 

Three focus group members believe that men have great difficulties in identifying their 

problems. 

FACILITATOR: Do you think they are able to identify their problems? 

ISAAC, ELLA, DAISY: No 

 

Alana has had the experience that men have difficulties in recognising their problems 

ALANA: Because my experience in the times I worked with men, 99 per cent wouldn‟t 

have gone (to counselling), they didn‟t recognise the problem… 
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Consistency with findings of clients 

These findings are consistent with the findings in the clients section. Low problem 

awareness led to a delay in help-seeking. Behind minor problems hide major long term 

problems. Grant, for example, realised that he had some sort of a problem, but did not 

know what it was. It took him six years to seek help. The realisation that there was a 

mental health problem came usually very late and in a major crisis. And when the 

clients eventually realised that they had a major problem and that they needed help, 

they often didn‟t know what to do and where to access help. 

 

Men expressing their problems 

Description of the theme 

Two focus group members believed that when men realised that they do have a problem 

they do not have the terminology to express themselves in terms of emotions. This 

could result in delayed help-seeking. It also makes it difficult to establish a diagnosis, 

goals for treatment and a treatment plan. 

 

Examples 

Daisy experienced her male clients as being unable to express themselves. 

DAISY: I don‟t think they have the jargon either, we want to set out plans with them 

and ask them what they want but they have the words to say that they just don‟t feel 

good. We talk about what they want to get out of that and they look at you “I just want 

to feel good, you can write that on the goals.” They don‟t know what it, or can‟t put the 

words around it. 

 

Gus outlines the symptoms clients would like to gain relief from if they would be able to 

identify and express them. 

GUS: Whereas in fact they are looking for relief from anxiety, relief from depression, 

relationship troubles, or the boss who nags or whatever. 
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Daisy noticed that men don‟t believe that anyone could help them with mental health 

problems or understand how this process could be undertaken. Therefore they cannot 

express themselves adequately. 

Daisy: Yes, and they can‟t see how anyone could help them sort that out, so they 

haven‟t got the words around it. “I need some help”. “I don‟t know how we are going to 

do that.” 

 

Consistency with findings of clients 

In the interview with clients it was found that although men have a restricted 

vocabulary in terms of mental health, they are able to express their feelings if 

questioned further. 

 

Good, Gilbert and Scher stated that 

 

Men are prohibited from „giving voice‟ to that which is perceived as 

„unmasculine,‟ such as fears, vulnerabilities, and insecurities. Thus, for 

many men, normal life reactions are denied expression and perhaps 

eventually even blocked from self-awareness. Hence, at the very thought 

of seeking counselling, conceptions of gender may have a notable impact 

(1990, p. 379). 

 

Stigma 

Description of the theme 

Four focus group members believed that men would not realise that they had problems 

for a long time. Two thought if men recognised that they did have problems they would 

not accept help because of the stigma associated with mental health issues. They 

believed that men need to be able to solve their own problems in order to be strong. 

 

Some stated that labelling mental health treatment as counselling or therapy could be an 

unfortunate choice of words and contribute to men‟s resistance to accessing services. 
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Examples 

Alana has had the experience that men are afraid of being perceived as weak and fear 

that people would talk about them behind their backs. 

ALANA: Because my experience in the times I worked with men 99% wouldn‟t have 

gone to counselling, a) they didn‟t recognise the problem, b) if they did they think they 

are weak and wussy and people would talk behind their back. 

 

Bruce believed the word therapy sounded too complex for men. He thinks that “Need 

help” would be the better expression. 

BRUCE: I wonder if is important like they want relief and you are seeing someone who 

is in a lot of strife now they really hit a bit of a rock bottom and needs relief. I think the 

word therapy is a bit of a failure whereas I need some help. It‟s OK to ask for help to 

get your car started but to ask for therapy means I failed, I am broken. I suspect that 

men are not going to ask for therapy, it is too complex and challenging in many cases. 

 

Alana believed that therapy and counselling would not be the best choice of words. 

FACILITATOR: So therapy doesn‟t seem to be the luckiest choice of words. 

ALANA: No that‟s right, maybe counselling and therapy is not the right words. 

 

Bruce believes that there needs to be more male adapted descriptions for counselling or 

therapy. 

BRUCE: For some people health is doctors and nurses, needles and pills. It seems like 

„help‟ and „giving a hand‟ is what men talk about. “Can you give me a hand with this” 

if they can‟t get on with but to say “I give you therapy or counselling”, I don‟t think 

that is good. “I need a hand to be able to sleep at night, I can‟t turn my mind off” is 

better. 

 

Consistency with findings of clients 

These findings are consistent with the findings of the clients. Four clients delayed help-

seeking because of the shame associated with having a mental health issue and they 

considered it as a weakness needing counselling. For example Charles (a client) initially 

did not tell the GP about his mental health issues because he was embarrassed. 
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The professionals‟ opinions about the negative connotations associated with the words 

counselling or therapy are partly consistent with clients‟ findings. Two clients had 

problems with the labels therapy and counselling. 

 

2. Why men choose to attend counselling services 

Short term triggers for help-seeking at FOCUS 

Description of the theme 

Short term triggers are the immediate reasons why men decide to seek help. Three focus 

group members believed that men engage in decision making at pivotal points of 

change in their lives and this is when they decide to attend counselling services. 

 

Examples 

Daisy believed that men go through a decision making process in life when they decide 

to seek help. 

FACILITATOR: Are there any patterns with main problems men present with? 

DAISY: Some are going through making a decision process, should I leave my wife, 

should I leave my job, what should I do, that sort of stuff mainly. 

 

Ella believed that men access services because they are in a major crisis and the GP 

told them to attend mental health counselling. 

ELLA: When their wife walks out, they can‟t cope. They access the service because the 

doctor said so. 

 

Daisy stated that men might present with physical symptoms and focus on them rather 

than on mental health issues. 

DAISY: I think particularly men with depression might see their GP with some physical 

symptoms, and then the doctor says no mate, it is a bit more than that, and then they 

come and see us, and quite a few men that I can think of, that I have seen, like to focus 

on the physical symptoms that gives them some valid points to talk about, and much as 

Gus was saying, when you start to talk about some deeper issues it‟s like “no that is a 
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bit to hard”. So I think they come in with physical symptoms thinking that we might be 

able to offer them some assistance with that and their doctor has suggested to come and 

see people like us. So I think it is probably for men “let‟s fix the physical stuff up”. 

OTHERS: yes. 

 

Consistency with findings of clients 

The clients‟ findings demonstrated that they were in an intense crisis after long term 

suffering when entering mental health counselling services. Four were in the 

transitional state of a relationship breakup. Nine clients reported anger, six reported 

stress, three had recent suicidal intents or attempts and two self harmed, three had 

recent domestic violence and two presented with physical symptoms and the GP 

identified then a mental health problem. 

 

Some men were encouraged into help-seeking 

Description of the theme 

Men can be encouraged to seek help. When focus group members discussed this theme, 

they concentrated on the GPs‟ influence. 

 

GPs’ influence 

Description of the theme 

Focus group members believed that GPs have a significant influence on clients to attend 

a mental health service. One focus group member believed that the attitude of the 

referrer can influence expectations of clients towards counselling. Clients may access 

mental health counselling services more readily if they have a good relationship with 

the GP was mentioned by two members. One member also believed that a positive 

relationship between the counsellor and the GP is vital for attendance of clients. 

 

Examples 

Gus believed that the attitude of the referrer influenced the expectations of the clients 

towards counselling. 
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GUS: Word of mouth takes a large slice of people‟s hope away or gives them a lot of 

hope, it depends on who is referring. When the referring person makes comments “go 

and see such and such because that guy is an excellent counsellor” that makes a lot of 

difference for the client‟s expectations. There is a relationship between a client‟s 

expectations and treatment outcomes. 

 

Alana believed that if clients have a good relationship with their GP they would attend 

services more readily. 

FACILITATOR: The GP‟s influence on clients coming to counselling? 

ALANA: It depends on the relationship with their GP. If they have a good relationship 

to the doctor and the doctor suggests counselling, they will attend easier. 

 

Alana believed that it is important that counsellors have a good relationship with the 

GPs, so GPs would refer clients to the service. 

ALANA: And that‟s why the relationship of our service and the GPs is vital. Individual 

therapists‟ relationship with GPs is paramount. I hear GPs sitting around saying, “a well 

I refer all my patients to Frieda because she is nice and she rings me up and I know 

her”. And they will say to the client: “Go and see Frieda, she is good.” 

 

Consistency with findings of clients 

The findings are consistent with the reports of the clients that when the GP encourages 

the clients, they are more likely to access mental health services. In 12 of 20 cases GPs 

had suggested counselling to their clients. The clients felt that the GPs were well 

informed about the options available to clients and so made it easier for them to break 

down perceived barriers and access services. The clients trusted their GPs and followed 

their advice. Some GPs chose a particular counsellor they knew or they thought was 

particularly suitable for a specific client. 

 

3. Why men continue treatment 

Focus group members believed that resistance decreases with progress of treatment. In 

order to motivate clients to continue treatment it was important to validate the client‟s 
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experiences. Some members believed that it was important to explain what the service 

provides and what not to correct unrealistic expectations. Providing hope for the client, 

setting treatment goals collaboratively were important factors. They also believed it was 

important to supply clients with knowledge about treatment and options to improve 

adherence. Some focus group members believed that clients expect a diagnosis, 

receiving treatment in a passive way (medical model) and having problems resolved 

quickly. Some focus group members stated that clients want solution focused therapy 

methods. Focus group members also believed that free choice of counsellor should be 

given if client was not comfortable with a particular counsellor. They believed it was 

important to listen first to the client before doing paperwork in order not to antagonise 

clients. They stated that telephone counselling is an alternative if the client cannot 

access counselling rooms. One focus group member believed that more male 

counsellors for male clients would motivate male clients to continue with counselling. 

 

Clients overcome initial resistance 

Description of the theme 

The focus group participants noticed that the following factors might contribute to 

increased compliance. Two focus group members stated that once men attended 

counselling their resistance decreased. One focus group member mentioned hope as a 

driving force to continue treatment. Collaborative goal setting was isolated by two 

members. It was emphasised by two members that it is important to explain what the 

service provides and what it does not offer in order to prevent the development of 

unrealistic expectations. 

 

Examples 

Ella observed that once men started with the treatment they are more compliant. 

ELLA: Yes once they are in they are fine. Some of them will say they are made to come 

if you ask them. But even then at the end of the first session they are fine. 

 

Gus validated the experiences of the clients and explained to them the benefits of the 

treatment. 
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GUS: Building a therapeutic relationship then I use my counselling skills validating 

their experiences and giving them a sense of the benefits of therapy and how that can 

impact on their health. 

 

Gus observed that the initial resistance decreases with the progress of the treatment. 

GUS: I think the attitude changes during the therapy process. There is usual resistance 

at the start which is normal and then once you built the therapeutic relationship there is 

a softening and men can see the value of the relationship and then they are able to be 

open to options for change to improve their health. So it is a process experience as 

opposed to women might be less resistant at the start. 

 

Gus believed that one reason to stay in treatment is that clients have hope. 

GUS: To answer the question why men stay in therapy. There is this hope. 

 

Gus thought it was important to explain to clients what the service provides and what it 

does not. 

GUS: So to be clear about what we do and how we do it and also what we don‟t do and 

who can do that stuff we don‟t do, is very important. 

 

Bruce said that it is important to set treatment goals with clients collaboratively. It is 

also important to prevent clients from harbouring unrealistic expectations to avoid 

attrition. 

BRUCE: That comes back to that sort of try and set some goals collaboratively with 

people. Are you saying men can‟t really put the words to it like I want to feel better. I 

mean that‟s OK to begin with: We can‟t say that‟s not good enough I want a better 

answer than that. We ought to coach him to explain what will that look like, what are 

the signs that you are feeling better. So that it - ah you actually want to be taller. How 

can I help you with that? Unrealistic expectations we can say no I am not the person for 

you. 
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Consistency with findings of clients 

The opinions of the focus group members were consistent with the findings of the 

clients. Initial resistance to treatment changed in some clients through their experiences 

with counselling. Clients attributed this to the feeling of relief at being able to talk to 

someone. Hope that the situation could improve was a crucial factor for clients to 

continue treatment. Clients had unrealistic expectations at the beginning of treatment. 

Focus members indicated that it was important to correct these expectations in order to 

ensure adherence to treatment by male clients. Gus thought it was important to list the 

benefits of counselling. 

 

The beginning of treatment: listen, understand and fix 

Description of the theme 

Three focus group members stated that men promote the medical perspective of 

diagnosing problems and fixing these. They expect the „magic wand‟ treatment. They 

wanted the counsellor to uncover the problem and ameliorate it within one session. If 

there was not apparent improvement after the first session, clients would terminate 

treatment. 

 

Examples 

Daisy observed that men expect to recover after one session. 

DAISY: I think men attend one session and they expect they should be fixed after one 

session. 

 

Alana observed the medical model of a client being passive and receiving treatment 

from the professional. 

ALANA: Clients are referred by a GP and GPs do fix things “you have got this, take a 

pill”. So they come through a pathway where someone has said “well this is wrong with 

you, this is what you do, take this and you will feel better.” 

 

Bruce was not surprised that clients‟ might think that counselling services are „fix it‟ 

places. This is grounded in their lack of knowledge about counselling. 
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BRUCE: The solution, “this is what you should do”. I think it is really challenging for 

the therapist to try and find out what the person‟s expectations are because services like 

ours are really quite mysterious, is it counselling, is it therapy, what is it? It doesn‟t 

surprise me that people really are thinking is it a fix it place. 

 

Consistency with findings of clients 

Two clients initially had the expectation of receiving treatment passively as suggested 

by the medical model. They hoped for a „quick fix‟. 

 

Relationship with the counsellor 

Description of the theme 

Six focus group members thought that it was crucial how the client views the counsellor 

in relation to continuing treatment. Another counsellor could be suggested if the client 

does not work well with the present counsellor. This was usually done but it was 

considered difficult to uncover the real reason why clients would want to stay in 

counselling. 

 

Examples 

Daisy thought that it is paramount how the client regards the counsellor. 

DAISY: I think the relationship also is important, what the relationship with each party 

is. How they see the therapist. I think this is the most crucial thing. If they don‟t like 

you, you will know it. It is about the relationship. If that is out, you have no hope with 

them. If they see you as not what they want or your personality is out or you are too old 

or I am too young or I am not married and don‟t have kids or whatever, it doesn‟t fit in. 

The focus group agreed that another counsellor should be offered if it can be 

determined that the client was not comfortable with the present counsellor. 

ALANA: Do we say to them “we offer you another therapist?” 

GUS, DAISY, ISAAC, ELLA: Yes, sure 

 

The client might not come back if they feel uncomfortable with the present counsellor 

and there was no possibility of offering another counsellor. 
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ALANA: If we know that they are not comfortable. But if they just don‟t front up we 

might not know. 

OTHERS: agree 

DAISY: I think people would just not turn up. They just don‟t want to come back. 

OTHERS: agree 

DAISY: They have done it, it didn‟t work for them, they just don‟t want to come back. 

And they make up a reason why they won‟t come back. 

ELLA: They wouldn‟t say “I am not coming back.” 

DAISY: They would say the bus timetable doesn‟t match. We generally don‟t hear the 

truth. 

ELLA: yes. 

 

Consistency with findings of clients 

Clients stated that it was very important to them that initially the counsellor was 

attentive, empathic, listened to them and tried to understand their problems. Clients 

stated that they needed to feel comfortable with the counsellor in order to pursue the 

treatment. Several reasons were given by the clients that made them feel comfortable 

with the counsellor. One (Ashley) felt comfortable because he was not forced to 

disclose emotions. Two (David and Riley) needed a counsellor who listened and 

engaged. Two (Flynn and Mitch) felt comfortable with an experienced, understanding 

and directive counsellor. One (Paul) needed a counsellor who focuses on the present 

rather than on the past. One (Quinn) did not want to be antagonised by the counsellor. 

One (Tim) needed a non threatening not superior appearing counsellor to feel 

comfortable. 

 

Counselling methods 

Description of the theme 

Three focus group members observed that men expect diagnostic and directive 

counselling. They expect solution focused methods, with goal setting. In order to 

strengthen the therapeutic relationship and improve the retention rate they suggest that 

the paperwork be completed in the second session rather than in the first session. The 
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focus group members believed that telephone counselling is a good alternative to face 

to face counselling when the client cannot access the counselling rooms. 

 

Examples 

Daisy believed that men expect diagnostic and directive counselling and expect to be 

treated and have their problems resolved quickly. 

DAISY: I think that there is a myth out there that counselling is about being told what 

to do. It is a bit of a movement seeing a therapist and there is a bit of media coverage, 

movies and shows about what therapists do and so it is a little bit a preconceived idea of 

people coming to see us and being psycho-analysed. Men often joke with me about that 

“Where is your lounge they‟d say”. What they expect what we might do is tell them 

how to live. This is what you have to do to live your life, here is some paperwork, read 

that and you will be fixed. They think they will be diagnosed as Dr. Phil diagnoses them 

on television. “You have got this thing going on with you and you have got to fix it”. I 

get the feeling of people‟s jokes they make with me that they expect that we are going 

to do that with them. “Tell me what‟s wrong, I have given you my story now you tell 

me what‟s wrong.” I think that is a pretty interesting thing about expectations. 

FACILITATOR: This is psycho education and advice? 

DAISY: Yes, they want to have a handbook given on how they have to live their life. 

 

Bruce believed that if counsellors do not satisfy the client‟s individual expectations 

regarding solution focused counselling, they will terminate treatment prematurely. 

FACILITATOR: You think clients quit too early or not? 

BRUCE: So it depends what the expectations or man it is. I think if a bloke comes 

along and is wanting a solution and yet really see this is to do how he understands 

himself and how he relates to people. He is not going to hang around too long because 

we are not giving him a solution. We are trying to make him think about how he comes 

across to others. That‟s too psychological for a concrete type. We haven‟t matched our 

style and content hasn‟t matched to his expectations he is going to drop out. I guess 

that‟s the skill that we try to have is to a certain extent meet people half way to match 

their expectations. 
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Ella agreed with Gus‟s view of delaying the paperwork until the second session in order 

to be able to explore the client‟s needs and establish a relationship. 

ELLA: Well I don‟t tend to do the DASS in the first session anymore because I find I 

just gather information in the first session, just get them comfortable. 

It depends on how they are. If they seem to be OK and everything is running along I 

throw that out. I find sometimes I just leave all that 

I get them to sign the consent form but all the rest of it I wait until the second session 

and then get the general gist of the story, read out the referral form to them and then get 

lots of information. 

 

Bruce believes that online counselling is too difficult for men. But he sees a benefit in 

telephone counselling. 

BRUCE: They don‟t know how to do online counselling. Telephone follow up could be 

quite good for men to give them a bit of a call, see how you go it‟s sort of not so 

personal, not quite in your face. I still want to see people face to face how they are 

going. But telephone I see benefit in that. 

 

Ella reports that telephone counselling works well when men cannot access the service 

in person. 

ELLA: We have people on occasions they can‟t get in to the rooms. It‟s not every time 

but sometimes it works fairly well to ring these people and do telephone counselling. 

That works fairly well. 

 

Consistency with findings of clients 

These findings are consistent with the reports of the clients. Clients expected direction 

in counselling. They expected solution focused methods. It was important for clients 

that the professional listened attentively in the first session. They wanted to alleviate the 

mental distress they were experiencing. 
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Gender of counsellor 

Description of the theme 

The focus group discussed the importance of the gender of counsellors for male clients. 

One male counsellor felt that it would be valuable to have male therapist for male 

clients in order to improve the treatment outcome. One female therapist believed clients 

would have their individual preference and would ask for their preferred gender prior to 

starting counselling treatment. 

 

Examples 

Gus believed that more male therapists would improve the outcome for male clients. 

GUS: Whilst this study is looking at men specifically I wonder sometimes about 

influences and motivation for people when they first engage with counselling, and I 

sometimes see relations between men who are motivated by women to come to 

counselling and then men who see male and female therapists. So for example if a man 

has experienced difficulties with his wife, suggestions made to see the doctor, he goes 

to the doctor and the doctor also is a female, that is two females, and then he gets a 

female therapist. He hasn‟t have an opportunity to engage with men‟s issues with a 

male and I think that would significantly impact on outcomes for men‟s health. Men 

also see that women‟s health clinics have been out there and it‟s very much driven by 

females. I think to improve things for men we need to have more men involved in 

men‟s health issues. 

 

FACILITATOR: Do men prefer female therapists or male therapists? 

ELLA: Some people ask. 

 

Consistency with findings of clients 

Gus‟ view that male therapists would improve the outcome for male clients is not 

consistent with the findings from the clients. The male clients had not a strong priority 

for male or female therapists. 
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4. Focus group suggestions to improve engagement 

Description of the theme 

The focus group members discussed how to improve access for men to attend mental 

health counselling services. Outstanding themes were to enhance the knowledge of 

clients about service delivery and waiting times. 

 

Knowledge about service delivery 

Description of the theme 

Two focus group members found that it is important to increase their clients‟ 

knowledge of mental health counselling services and to network with other 

professionals for subsequent referral to appropriate services in order to improve access 

and retention rates of clients. 

 

Examples 

Gus believed that it is important to enhance knowledge about mental health treatment 

options for clients in order to improve access rates. 

GUS: Some of the things they contribute to men‟s mental health improvement when 

you talk to mental health workers, is that their life matters and that there is actually 

appropriate treatment available. When you engage with a man and you give him 

information that he can be connected to the appropriate treatment that‟s when they 

pursue it. 

 

Gus said that it would be vital to educate male clients as to what services are being 

provided by a particular mental health counselling service. 

GUS: One of the things I spoke of a year ago when I came to Queensland, I was 

amazed that the amounts of services don‟t actually do what they say they do, or they are 

funded to do, which was not the case in Victoria. I wasn‟t sure whether it was a rural 

situation and funding issue or lack of services or people just not doing what they say 

they do. I reckon from a male‟s perspective this may appear sexist. If you take your car 
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for a tune up, you expect it to get tuned. There is this expectation of that has current 

knowledge between the actual service being provided or not. 

FACILITATOR: Does that mean we have to explain what we are doing and what not. 

GUS: Sure. I think that is really important that we tell people what in fact we don‟t do. 

 

Consistency with findings of clients 

The claim that men need to be educated in order to improve access rates is consistent 

with the clients‟ opinions. Clients often had no knowledge about mental health services. 

They usually went to the GP as first port of call. One client found it important to be 

informed about a prospective mental health treatment. Clients believed that if they 

would be better informed about mental health services, their stigma against treatment 

would be reduced and they would access mental health counselling earlier. 

 

Reduce the waiting time 

Description of the theme 

Two focus group members expressed the view that men attended the service only when 

they were able to quickly access it. 

 

Examples 

Ella believed that men need immediate access to counselling. 

ELLA: They already attended a private counsellor because they couldn‟t wait. 

 

Gus believed that men need to be contacted immediately after referral. This would 

prevent men not accessing the service. 

GUS: I think that‟s where the whole intake trail and first contact perceived as critical. 

People had some contact to someone within the service would feel validated and be 

more encouraged to wait the period of time if they already had some contact. I make the 

point of contacting the new referrals just for the purpose of not necessarily making the 

first appointment and men in particular which is the topic seem to enjoy the fact that 

they matter, being validated. So they will become more patient to engage in the first 

session. 
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Alana reports that some services inform their clients as soon as they are referred. 

ALANA: We had a lady who worked at Lifeline and she said at Lifeline they do that. 

They ring up and they say “this is what you should expect, do you have any questions, 

this is how long it will take, this is the person you are going to see and this is their 

background”. So the clients have got an idea in their mind of what to expect and they 

get a phone call from someone in the service as soon as the referrals are received. 

 

Gus suggests an intake officer to prevent attrition of clients before accessing the 

service. 

GUS: Does an intake officer of some sort help to improve the amount of clients who 

come from referral to the first session rather than having a high attrition in between? 

 

Consistency with findings of clients 

The clients‟ reports are consistent with the views of the focus group that male clients 

need to have short waiting times in order to improve their access rate. The possibility 

increases that men do not attend their first treatment if the organisation delays access 

for a longer period of time. 

 

Chapter summary 

Chapter 4 presented the findings for the research questions as to why men access mental 

health services and why they continue treatment. To explore the factors which 

influenced attendance and continuation of treatment twenty clients were interviewed 

and a focus group was conducted. Outstanding themes have been generated and the 

experiences and views of the clients have been compared with the existing literature 

and the views of the professionals. 

 

Section 1 of the findings chapter set the context. The context is important in order to 

understand patterns within men‟s help-seeking behaviours and the nature and 

characteristics of the sample. The study revealed that all of these clients had had a long 

term history of mental health issues with recurring crises. Sixteen clients had had some 
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form of mental health treatment in the past prior to attending FOCUS. Three of the 

clients had already received counselling in their childhoods. The clients had 

experienced significant multiple crises over the years. Abuse in childhood, anger 

management issues, domestic violence, relationship difficulties, depression, self harm, 

suicidal intentions or attempts were part of their history. In many cases alcohol abuse 

and drug use exacerbated their problems, which they only acknowledged 

retrospectively. Some increased alcohol consumption in a crisis, particularly after a 

relationship dissolution which deepened the crisis even further. Some clients 

experienced a significant downwards mobility over the years e.g. from being a 

professional to entering the ranks of the long term unemployed. They delayed help-

seeking until they arrived at a severe crisis point, which marked a pivotal point in their 

lives. The reasons for delaying help-seeking until the point of calamity were primarily 

low problem awareness and the fear of the stigma associated with mental health issues. 

 

Focus group members also reported that behind a seemingly minor trigger to seek help 

hid the most severe multi layered long term problems. The focus group concluded that 

men delay help-seeking until they are at a pivotal crisis point in their lives. They also 

believed that a factor underpinning delayed help-seeking was that men have not only a 

fear of the stigma and low problem awareness but also a restricted capability to express 

their problems appropriately. 

 

Literature confirms the experiences of clients and the view of focus group members that 

men tend to delay help-seeking from the onset of symptoms sometimes for a number of 

years. Literature attributes this behaviour in part to a lack of knowledge about mental 

illness or available treatment, the belief that counselling would not help, the hope that 

the symptoms might diminish without intervention, the fear of stigmatisation and the 

need to be strong and solving one‟s problems on their own. 

 

Section 2 explored the question as to why men choose to attend mental health 

counselling services. Short term triggers for help-seeking were acute severe mental 

health problems. Male clients were prompted to attend services when they perceived 

severe emotional distress or an inability to function. They had difficulties in labelling 
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their problems precisely. This is not surprising because the men had difficulties on 

several levels. Some had social problems, others had relationship problems, and still 

others medical problems and mental health problems simultaneously. Some men were 

in a transitional stage in their lives such as a separation. Depression, anger, stress and 

anxiety were the prevalent symptoms these clients reported in the interviews. At the 

same time four clients reported relationship breakups, three had intended or attempted 

suicide, three encountered domestic violence, three had alcohol problems, two engaged 

in self harm and two had somatic complaints. 

 

The focus group similarly concluded that men access mental health services only when 

they are at a pivotal point in their lives. This point is formed through a severe mental 

crisis or an inability to function in combination with a transitional phase in their lives 

such as a relationship break up. Literature points to the same conclusion that men delay 

help-seeking until crisis point. 

 

Literature also indicates that men tend to attend counselling services only when they 

experience severe mental distress. 

 

This study found that four clients were encouraged by significant others to seek help; 

sixteen reported that they attended the GP of their own volition. GPs played a 

fundamental role in referring men to the mental health counselling service. The focus 

group also believed that GPs play a central role in referring clients which is consistent 

with findings from other research. 

 

Former studies clearly support the view that GPs are important gate keepers for mental 

health treatment. 

 

In Section 3 it was investigated why men continue their treatment. A number of men 

felt ambivalent toward treatment. Some hoped to be „fixed‟ by the counsellor without 

much personal emotional involvement. In order to continue counselling despite their 

ambivalence, it was imperative for the clients that the counsellor was attentive, listened, 

tried to understand and did not judge or challenge the client at the beginning of the 
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treatment. Clients needed to achieve goals in treatment. They needed to experience 

improvement of their emotional wellbeing or behavioural ability between each session. 

On the other hand they did not want to be pressured to reveal emotional material too 

early in therapy. Clients wanted goal oriented and solution focused methods. They also 

wanted directions. The gender of the counsellor was not very important for continuation 

of the treatment. There was not a strong preference either way. 

 

The focus group participants stated that once clients had commenced treatment they 

relaxed and their ambivalence towards counselling decreased. Focus group members 

also believed that men expect the counsellor to solve their problems quickly. Focus 

group members emphasised that it is important to explain what the service provides and 

what it does not in order to prevent unrealistic expectations and attrition. They also 

believed that in order to continue treatment the clients needed to appreciate significant 

change between the sessions. An important factor was the client‟s attitude towards the 

counsellor. Hope was also mentioned as a driving force to continue treatment. 

Collaborative goal setting was also recommended. 

 

Clients mentioned their expectations of being „healed‟ without much personal 

involvement, and this anticipation was endorsed by focus group members. This can be 

interpreted as an unrealistic expectation considering personal involvement and 

emotional openness are core components of counselling. The clients and the focus 

group members also stated that male clients expect perceived progression in their 

mental well being between each session in order to stay in treatment. 

 

Literature indicates that the following factors may improve the retention rate in 

treatment: When clients are comfortable with the counsellor, expectations of clients are 

identified, the counsellor is attentive and listens to the client and collaborative goal 

setting. Men are hesitant to talk about their emotions and prefer a problem solving 

approach and they need the feeling of improvement between sessions. No literature 

could be found regarding the expectations of male clients to be treated passively and 

healed quickly. 
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These men belonged to a lower socio-economic group by the time they accessed a 

service and could not afford a service fee. The majority reported if they were obliged to 

pay for treatment, they would have been forced to terminate. 

 

Two former studies indicated that clients‟ inability to pay for mental health counselling 

services could be prohibitive to engaging in treatment. 

 

Section 4 considered suggestions forwarded by study participants to improve attendance 

at mental health services. Based on their own experiences eight clients thought it was 

necessary to reduce the stigma associated with mental health and mental health 

treatment in order to overcome the barrier to accessing counselling and thereby enable 

earlier help-seeking. They suggested that the stigma could be reduced by educating men 

about mental health from an early age and also by marketing services through various 

media, so that men would know what services are available and how to access these 

services. Two clients thought that the labels „counselling‟ and „therapy‟ contribute to 

the stigma. The focus group came to the same conclusion and clients as well as the 

focus group members suggested thinking about less value-laden descriptions. 

 

These findings correlate with former literature indicating that men are reluctant to seek 

help in part because of the stigma. Literature suggests that publicity and mental health 

education for men may be helpful in encouraging men to go to counselling 

 

Clients and the focus group considered the waiting time for treatment a factor that 

influences accessing treatment. Clients who had to wait four weeks and longer to access 

the counselling service were very frustrated and suggested shorter waiting times of one 

to two weeks. The focus group members indicated that men chose not to attend the 

counselling service if they were unable to speedily receive treatment. 

 

No literature could be found relating to waiting times and the consequences for 

engaging in mental health counselling. 
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The focus group members highlighted that it was important to improve the knowledge 

of clients as to how to access mental health counselling services and the professional-

helping network for men in order to improve access rates to attend appropriate services 

and the subsequent retention rates of clients. 

 

This is consistent with the research which indicates that there is a lack of knowledge in 

men about mental health service delivery, which in part is responsible for not engaging 

in treatment and more knowledge about service delivery would be helpful to increase 

uptake. 
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CHAPTER 5: 

DISCUSSION AND CONCLUSION 

Introduction to the chapter 

Chapter 5 provides a discussion of the results and then some concluding remarks about 

this study. This chapter is presented in four sections. Section 1 outlines the findings 

where the clients and the focus group of mental health professionals concurred and 

provide support for the results of previous research in this area. These accounts can be 

considered as general principles relating to men‟s mental health seeking behaviours and 

adherence to mental health treatments. Section 2 discusses the themes from the present 

study in relation to previous research where the literature is conflicting and inconclusive 

or not sufficiently documented. These themes require further exploration. Section 3 

describes the themes where this study generated new findings from the interviews of 

clients and the discussion of focus group members. In these cases no literature could be 

found generating similar themes. The chapter finishes with an overall summary of this 

study and chapter conclusion in Section 4. 

 

1. Themes confirming previous literature 

In this section the findings are outlined where similar themes emerged from the client 

interviews and the focus group discussion and these themes are supported by the results 

of previous research regarding the question why men engage in mental health 

counselling services and continue treatment. 

 

Why men choose to attend counselling services 

Problem awareness 

An important factor for accessing treatment seems to be becoming aware of a mental 

health problem as a first step. Men seem to have difficulties in identifying and labelling 

their feelings. Because of this they may not recognise that they have a problem. 
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Consequently because of low levels of problem awareness there is no perceived need to 

seek help and treatment is then delayed. 

 

Clients delayed help-seeking for a long time until their symptoms became severe. The 

majority of the clients had experienced problems since childhood. The majority of the 

clients who participated in this study had for example a long term history of alcohol 

and/or drug abuse. However, they were generally oblivious to the problems substance 

abuse caused. Only in hindsight and after receiving treatment did the men concede the 

detrimental influence of substance use on their mental health, their relationships and 

work. The majority of the clients had suffered depression for a long period. Clients 

reported that they did not recognise their problems as mental health issues. Therefore 

they did not see a need for help, sometimes for many years. 

 

The focus group concurred that men have low problem awareness. The focus group 

additionally found that men are largely unable to identify and express their feelings. 

 

These findings are supported by the literature referred to in Chapter 2 and four (Brody 

1985; Levant et al. 2003). Thompson, Hunt and Issakidis (2004, p. 811) indicated „that 

speed of problem recognition is a highly significant predictor of length of the delay to 

first seek treatment‟. The inability to recognise negative feelings makes it difficult to 

identify mental health issues and to talk about these (Brody 1985; Carpenter & Addis 

2000; Levant 2001; Levant 2009; Mahalik, Good & Englar-Carlson 2003). For example 

Heppner and Gonzales (1987) offer an explanation for the underestimation of mental 

health problems in men. They have argued that men will not seek counselling because 

they find it difficult to admit a problem to themselves. It seems clear from this study 

and from the literature that low problem awareness leads to delayed help-seeking and 

that high problem awareness leads to increased help-seeking. 

 

Stigma and fear of weakness 

Overcoming the belief in self reliance, the fear of stigma and weakness associated with 

needing help for mental ill health helped to access a mental health counselling service. 
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One factor which led to delayed help-seeking was that clients regarded their mental 

health issues as personal weaknesses and were afraid to disclose their problems because 

of the concern about being ostracised. They believed that they needed to be strong and 

solve their problems on their own. Clients indicated that if they had less fear of being 

stigmatised when accessing help for a mental health issue and could lower the belief on 

self-reliance of solving problems they would have accessed mental health services 

earlier. 

 

The focus group also observed that men view their mental health issues as weaknesses. 

The focus group suggested that the stigma related to mental health and help-seeking for 

mental health issues influence help-seeking behaviours negatively. They indicated that 

there was a need to reduce the fear in men of being stigmatised in order to improve 

access to counselling. 

 

There is a large amount of literature stating that men delay help-seeking because of 

their fear of being stigmatised and their fear of weakness when needing help for mental 

health issues (Addis & Mahalik 2003). The literature connects the fear of stigma, 

insistence on self sufficiency and fear of weakness consistently with masculinity role of 

proscriptions (Addis & Mahalik 2003; Berger 2005; Blazina & Watkins 1996; Galdas, 

Cheater & Marshall 2005; Good, Dell & Mintz 1989; Good & Wood 1995; O'Brien, 

Hunt & Hart 2005; O'Neil 2008; Pederson & Vogel 2007; Smith et al. 2007). It can be 

concluded that fear of weakness, stigma and perception of self-reliance correlates to 

avoidance of help-seeking for mental health issues in men and reducing these features, 

increase positive decisions to access mental health counselling services. 

 

Knowledge of services available 

A further reason for delay in help-seeking was a lack of knowledge about available 

health services. 

 

It was found that clients did not know where to get help and greatly relied on the GPs in 

referring them to an appropriate mental health service. Clients believed if they were 
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better informed about mental health service delivery, they would be less apprehensive 

towards mental health treatment and would access help earlier. 

 

Focus group members also found that clients have a lack of knowledge about treatment 

services delivery. They concluded it was important that clients were better informed 

about mental health services in order to improve access and retention rates. 

 

This confirms other research, for example Thompson, Hunt and Issakidis‟ (2004) 

finding that the most frequently endorsed reasons for the delay in help-seeking in men 

is related to a lack of knowledge about available treatment. It seems clear that 

knowledge about services is an important factor in accessing mental health services. 

 

Some men are influenced by others to engage in treatment 

Some clients were influenced by others to engage in treatment. 

 

The study found that some of the clients were influenced by family members to seek 

help. The level of influence varied from a common decision with the significant other to 

the threat by the partner to decline reunification if the male partner does not seek help. 

Some clients stated that they possibly would not have sought help without influence of 

others. 

 

This finding that some men are influenced to seek help confirms other research 

discussed in Chapter 2 stating that a significant number of males were influenced by 

their partners, family members, friends or other acquaintances (Cusack et al. 2004; 

Pescosolido, Gardner & Lubell 1998; Tudiver & Talbot 1999). 

 

The results of this study also demonstrated that once this sample of men were at the 

GPs‟ offices, the GPs encouraged men in the majority of cases to engage in mental 

health counselling as Grant‟s and Riley‟s examples demonstrate. The focus group 

confirmed this finding with the statement that GPs have a significant influence on men 

engaging in mental health counselling. These findings are consistent with former 

literature (Thompson, Hunt & Issakidis 2004). 
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Why men continue treatment 

Despite strong ambivalence, clients in this study continued treatment. Several themes 

emerged relating to factors influencing continuation or premature termination of 

treatment which support existing literature. This study found that men continued with 

treatment when they initially were able talk about their problems and the counsellor was 

attentive and listened without judging them, were able to express their emotions in their 

own time, had a positive relationship with the counsellor, received warmth, respect and 

the provision of hope, had applied solution focussed problem solving approaches, had 

the perception of improvement between sessions and did not have to pay for the service. 

Each of these themes is consistent with the views of the focus group and the literature 

and can be considered general principles. 

 

Being able to talk to an attentive counsellor 

In order to follow up treatment the men expected in early sessions that they could tell 

their story to an attentive non-judgemental counsellor who took their account of 

experiences seriously. 

 

The clients expressed their ambivalence towards counselling. Some were embarrassed 

to be attending a treatment service and some had doubts that there would be a 

successful outcome. Some clients reported that once they accessed counselling they felt 

relief that somebody was listening to them, and that they were able to talk to a 

professional about their problems. It was very important for the clients to tell their 

story. This helped them to relax and reduced their ambivalence towards mental health 

treatment. 

 

Focus group members also found that men were ambivalent towards counselling. The 

focus group members observed that once male clients started counselling they become 

familiar with the counsellor and the counselling process. If the client‟s experiences 

were validated their initial resistance decreased. 
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There is a large body of literature confirming the importance of nonspecific therapy 

factors such as an empathic counsellor acknowledging the clients problems and their 

male specific difficulties in counselling based on their masculine gender (Chatoor & 

Krupnick 2001; Duncan, Miller & Sparks 2004; Krupnick et al. 1996; Luborsky et al. 

1985; Meyer et al. 2002; Scheyett & McCarthy 2006). Therefore service providers need 

to be attentive and respectful. For example Scheyett and McCarthy (2006) conducted a 

study that examined the different service needs of women and men with mental 

illnesses. For the men being listened to, having the treatment explained, and having 

choice facilitated and therefore the feeling of independence supported, were all 

important factors. 

 

It seems apparent that the opportunity to talk to an understanding professional at the 

beginning of treatment correlates with continuation of treatment. It can be concluded 

that talking to a professional who is engaged, and has an understanding, non-

judgemental attitude help reducing ambivalence in male clients and enhances the 

likelihood for continuation of treatment. 

 

The relationship is crucial 

In order to increase the chance of the client adhering to the treatment regimen, the 

relationship between counsellor and client needs to develop positively regardless of the 

gender of the counsellor. 

 

Clients said that the gender of the counsellor did not significantly impact on attendance 

at the treatment service. It was important for them to feel comfortable with the 

counsellor. 

 

This opinion was reflected by the members of the focus group. Some clients reported 

that they had terminated earlier treatments because they did not feel comfortable with 

the counsellor. 

 

The focus group members regarded the relationship between the counsellor and the 

client as crucial for continuation of the treatment. The client might follow up treatment 
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only when an alternative counsellor was offered if the client did not feel comfortable 

with the present counsellor. Otherwise clients would stay away without giving the real 

reason for their discontinuation. 

 

As discussed in Chapter 2, the literature mentions different challenges which can occur 

with both genders of counsellors and male clients but does not state an advantage for 

one gender over the other. A considerable body of literature agrees with the view that 

nonspecific factors such as the nature of the relationship between client and counsellor 

are crucial for successful treatment. The study indicates that the quality of the 

relationship between male clients and their counsellors relates to adherence of 

treatment. 

 

It could be concluded that there is a need to reflect on the development of the 

relationship between client and counsellor, and an alternative counsellor has to be 

offered if no sufficient rapport can be achieved in order to secure treatment adherence. 

 

Expressing emotions gradually - feeling comfortable 

In order to improve the chance of follow up treatment, counsellors must be aware that 

some men are hesitant to talk about their emotions. The counsellor must engage in a 

juggling act: not pressuring the client for too much emotional information at the 

beginning of the treatment but at the same time taking leadership and achieving some 

progress in counselling. 

 

At the beginning of the treatment process, some male clients were hesitant to talk about 

their emotions. They felt comfortable with the counsellor when they did not feel urged 

into revealing too much emotional content. This enabled them to continue with further 

sessions. 

 

The focus group members also observed that men have difficulties in expressing their 

emotions. They believed that men lack the words to describe their emotional state. 
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The review of the literature undertaken for this thesis discussed male role proscriptions 

that discourage men from sharing their feelings. O‟Neil (1981, 1982) described how the 

expression of emotions is considered to be a sign of vulnerability and weakness in men. 

Levant (2001) found that if mental health providers want to be successful, they must 

consider men‟s difficulties in expressing emotions. Mahalik, Good and Englar-Carlson 

(2003) agreed and stated that men who have problems with experiencing and expressing 

emotions have a greater probability of discontinuing treatment when the counsellor 

focuses on feelings. 

 

The study indicates and supports knowledge that there is a connection between males 

expressing themselves and continuation of treatment. It can be concluded that males 

need to be able to express themselves in their own words and reveal their emotions in 

their own time in order to enhance the chance of continuing treatment. 

 

Problem solving solution focused counselling methods 

In order to improve adherence to treatment, counsellors must be attentive, clear and 

directive and provide a problem solving approach. 

 

Clients expected understanding, but soon after commencement of counselling they 

expected more of a counsellor then just to be a good listener. Seven clients wanted 

strength based, goal oriented and solution focussed strategies. They expected 

clarification, directions and exercises from the counsellor. 

 

The focus group members also observed that their male clients expected solution 

focussed treatments, directive counselling and being given advice as to what to do. 

They believed that such an approach would motivate clients to continue with the 

treatment. 

 

Other research concurred that men want guidance, explanations and a problem solving 

approach. Courtenay (2005) emphasised the importance of giving clear and direct 

advice. Trotter (1995) stated that collaboration in terms of clarifying roles and agreeing 

on a problem to be addressed are important factors for clients‟ motivation to continue 



 

223 

 

treatment. He further suggests a problem solving approach with developing realistic 

goals and identifying strategies to achieve these goals. Also Millar (2003) suggested the 

use of solution focused approaches for men. She advocated the use of active, problem-

solving, homework-based approaches and adapting the counselling processes to men. It 

can be concluded that counsellors need to consider the clients response to the different 

methods and adjust the methods and techniques accordingly. 

 

It can be concluded that there is a correlation between the method of treatment and 

chance of follow up. The current study supports knowledge that males prefer problem 

solving, solution focussed methods with use of practical tools in order to enhance the 

likelihood of adherence to treatment. 

 

Provision of hope 

The provision of hope seems an important factor to increase the chances of adherence 

to treatment. 

 

Half of the clients mentioned that hope of improvement in their situation was an 

important aspect that motivated adherence to treatment. 

 

The focus group members also found that hope was a key variable in following up 

treatment. 

 

As discussed in the literature review, a large body of research has suggested that 

nonspecific therapy factors, such as warmth, respect, genuineness, and the provision of 

hope, may be the most important component in effective therapy (Chatoor & Krupnick 

2001; Duncan, Miller & Sparks 2004; Krupnick et al. 1996; Luborsky et al. 1985; 

Meyer et al. 2002). 

 

The study found and supported a wide range of literature that hope is an important 

factor in continuation of treatment for males. The chance of continuing treatment is 

higher when the feeling of hope for improvement in the client‟s situation is facilitated. 
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Improvement between sessions 

In order to improve the chance of follow up, counsellors need to make sure that clients 

have a sense of improvement between sessions. 

 

This study found that it is important for male clients to have the feeling of improvement 

between each session in order to encourage them to continue with the treatment. The 

focus group stated that men want to experience clear improvement soon after 

commencing treatment. If clients would not feel this improvement they would soon 

terminate the treatment. 

 

This finding supports the findings of Duncan, Miller and Sparks (2004). Even though 

they did not conduct gender specific research they highlighted the client‟s perceived 

improvement between sessions as an important predictor for adherence and treatment 

outcome. They found in their studies that the client‟s retention rate increases 

significantly if they have the opportunity to voice their perception of progress between 

sessions on a regular basis and in a systematic way. These findings are supported by 

other research such as Lambert (2003), Whipple (2003) and Brown (2001) as discussed 

in Chapter 2. 

 

It seems clear that the perception of improvement between sessions correlates to 

continuation of treatment. The clearer men feel an improvement between sessions the 

higher is the chance of following up with treatment until successful termination. 

 

Free service delivery 

In order to enable treatment follow up, free services must be provided for low socio-

economic groups. 

 

The study participants were asked if they would be willing to pay a service fee. The 

cost of the service was mentioned by study participants as a significant prohibitive 

factor to accessing and continuing a mental health service. Most clients were 

unemployed or worked only part time/casually at the time they accessed FOCUS. 

Almost half of the clients said that they could only proceed with the treatment because 
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there was no service fee. They indicated that they would like to pay a fee if required, 

but were currently unable to do so. Others said that they would agree to pay a fee but 

only the minimum amount. 

 

This theme was not identified by the focus group and little literature referred to the 

negative impact of service fees. Nonetheless it seems crucial that the financial situation 

of clients is taken into account by referrers in order to provide these men with 

appropriate mental health services. Millar (2003) concluded in her study that the service 

fee might be a prohibitive factor to some clients. Also Davies et al. (2000) found in 

their study with 49 undergraduate males that one of the reasons for not accessing a 

counselling service was the insecurity about the service fee. 

 

Summary confirming existing literature 

This study has provided additional confirmation of what is known about accessing and 

following up mental health counselling treatment. This section described four themes 

which were identified by clients and focus group members and confirmed existing 

literature answering the question why men choose to attend mental health counselling 

services. These themes were „Problem awareness‟; „Low stigma and fear of weakness‟; 

„Knowledge where to get help‟ and „Men are influenced by others to engage in 

treatment‟. 

 

The male study participants delayed help-seeking for extended periods because they did 

not recognise their mental health problems, they feared the stigma associated with 

mental health issues and they lacked knowledge about mental health and mental health 

treatment opportunities. Eventually, increasing disability and the growing severity of 

their mental health situation forced them to attend a mental health service. The study 

confirmed that problem awareness, fear of stigma and weakness, the knowledge about 

service delivery are associated with help-seeking. Higher problem awareness can lead 

to increased help-seeking. Also reduced fear of stigmatisation and not considering 

themselves as being weak if needing help for a mental health issue and eventually 

added knowledge about available services can lead to increased uptake of mental health 

services for men and finally some men are encouraged by others to seek help. 
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Seven themes were identified by clients and focus group members confirming existing 

literature in answering the question why men continue treatment. These themes were: 

„Being able to talk to an attentive professional‟; „The relationship between client and 

counsellor‟; „Men expressing their emotions gradually‟; ‟Problem solving solution 

focussed counselling strategies‟; „The provision of hope‟; and „The perception of 

improvement between sessions‟; and finally „Free service delivery‟. 

 

All these findings support existing literature and contribute to the evidence base of 

men‟s issues with accessing a mental health counselling service and continuation of 

counselling treatment until successful termination. 

 

Implications for policy and practice 

This section of the study has confirmed former knowledge and strengthened the 

evidence base of why men engage in mental health counselling treatment. Implications 

for policy and practice to improve access and adherence to mental health counselling 

treatment are delineated here. This study suggests that men may minimise the 

progression of mental ill health by accessing help earlier. 

 

The study suggests that in order to ensure early access to mental health counselling 

services, men need to recognise their problems, reducing fear of stigma and weakness, 

and improve their knowledge where to get help. Potential ways to achieve these goals 

are normalising mental ill health through marketing, promotion and education of men in 

these areas. 

 

The study indicates that several factors supported the adherence to mental health 

counselling treatment. The results suggest that in order to ensure continuation of 

treatment mental health professionals should have knowledge about these factors. In 

order to achieve this, professionals could be educated about these factors and the 

influence of masculinity roles in men‟s help-seeking behaviour for mental health issues. 

These suggestions how to improve access and adherence are now discussed in detail. 
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Improving men’s problem awareness 

The study suggests that problem awareness may be a factor for engaging in mental 

health counselling services. It may be concluded that if men increased their problem 

awareness, they would access a service earlier and hazardous consequences could be 

prevented as discussed earlier. This study has not investigated how to increase problem 

recognition, however it is suggested that there would be long term benefits in educating 

men about symptoms and causes of mental ill health contributing to the decline of 

mental health such as relationship crises, work stress, unemployment and alcohol and 

drug consumption as discussed in previous chapters. Men can then make informed 

choices about the appropriateness of requiring help, so that they can protect themselves 

against mental ill health. In order to achieve this it would therefore be worth examining 

education programs, marketing and promotional tools. 

 

Reducing stigma and fear of weakness 

This research suggests that reducing the fear of stigma and weakness may prompt men 

to earlier engagement in mental health counselling. Consequently there may be benefits 

in policies and practices which reduce the stigma surrounding mental ill health. In order 

to reduce the shame of men considering themselves as weak and the fear of being 

stigmatised by peers, it is suggested that mental health issues and the need for 

counselling are normalised. A possibility to achieve this goal may be education of men 

in the area of mental health, and promoting and marketing mental health treatment 

options. 

 

One potential strategy to reduce stigma suggested by clients and focus group members, 

was to think of alternative descriptions in place of counselling/therapy/treatment but no 

literature examining this issue could be found. Therefore more research is required to 

evaluate the influence of these labels on men‟s help-seeking behaviour and possible 

alternatives to these descriptions. 
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Improving men’s knowledge on service delivery 

The study indicates that men do not know where to get help after realising that they 

have a mental health issue. In order to improve access for males to appropriate mental 

health services, policy makers can influence health care providers to supply information 

on the range of services provided. Because of their importance as referrer, significant 

others and GPs might also be included in education about the availability of gender 

aware mental health counselling services and other sources of mental health 

information. 

 

The suggestion was made by study participants that improving health literacy and 

knowledge about service delivery can be done through the media and in primarily male 

populated clubs. It has been demonstrated that distributing pamphlets is insufficient to 

achieve positive change in mental health education of men (Wicke et al. 1994). 

 

The study found that financially disadvantaged men are often only able to follow up 

mental health counselling treatment if the service provision is free of charge. The study 

suggests there may be cost benefits in increasing the availability of free mental health 

services for financially disadvantaged male population in Australia because this may 

contribute to a healthier male population and prevent significant damage. 

 

Studies regarding influence of others when men seek counselling 

Because of the finding that men are often influenced by others to engage in mental 

health counselling, it could be beneficial to examine in future studies who has the prime 

influence and what knowledge and skills these people need to have to enable them to be 

supportive in men‟s positive decision making. 

 

Education for mental health professionals 

Literature suggests that counselling sessions can improve treatment outcome (Duncan, 

Miller & Sparks 2004). The results of this study indicate however that some men feel 

ambivalent about mental health counselling once they start treatment. Factors found in 
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this study which potentially help reducing ambivalence and improve the possibility of 

treatment adherence have been highlighted. 

 

A possible consequence of these findings is that knowledge and skills of professionals 

about male specific beliefs and behaviours in mental health counselling may improve 

male adherence to treatment. Therefore mental health training for health professionals 

could be adapted and expanded in order to include male gender specific health beliefs 

and behaviours. Policy makers, universities, training organisations, professional groups 

and health organisations could work together to develop male appropriate service 

provision. It is suggested that professional education programs include particularly how 

to respond to ambivalence of men towards counselling, how to handle male difficulties 

of expressing their problems and their reluctance to reveal feelings and preferred 

treatment approaches. Furthermore professionals could improve their knowledge about 

male specific expectations for treatment, how to provide hope and develop common 

goals and how to improve the relationship between client and counsellor. 

 

Summary of implications 

The results of the study concur with former literature and support an argument for 

following suggestions: In order to avoid further damage men ought to access mental 

health counselling services early. One way of encouraging men to seek timely access to 

counselling is education about mental health so that they learn to recognise their mental 

health symptoms at an earlier stage. It is suggested that men might engage in mental 

health counselling earlier if they would be able to more accurately estimate the severity 

of their mental health issues. Education, marketing and promotion considering 

masculinity proscriptions may normalise mental health issues and help men to accept 

that mental health problems are not character deficits or weaknesses but legitimate 

illnesses which can be treated and finally men should be informed as to where they can 

access help at appropriate mental health counselling services considering their financial 

means. Finally, educating health professionals in male specific health and help-seeking 

behaviours might ensure adherence to treatment. 
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It is acknowledged that these suggestions may be expensive nevertheless they have the 

potential to make a contribution in improving the health outcomes for men if the 

knowledge were used to inform policies for men‟s mental health and programs for 

mental health counselling treatment for men. In order to address the unique needs of 

men regarding mental health, governments, health organisations, and community 

services could collaborate in educating men to achieve better outcomes in mental 

health. 

 

2. Themes requiring additional research 

Some themes were uncovered in this study that were only minimally documented in the 

existing literature. These themes require further exploration and they include 

„consideration of GPs‟ expertise in mental health issues‟ and „clients‟ readiness for 

counselling when in a phase of transition in life and therefore particularly vulnerable‟. 

 

Why men choose to attend counselling services 

GPs’ expertise regarding mental health 

GPs were the only referral source of these clients and therefore crucial gate keepers for 

mental health services. In this study the majority of GPs suggested counselling. Some 

clients said that they trusted their GPs and followed the GP‟s advice. In the other cases 

the clients asked their GP for a referral to a counselling service. The clients said that it 

was important for them that the GP had a positive attitude towards counselling and that 

the GP had the skills to identify their mental health problems. They also expected that 

the GP had knowledge of appropriate services. Furthermore it was important for the 

clients that the GPs had knowledge about the costs of the services. 

 

The focus group members believed that the attitude of the GPs regarding mental health 

treatment strongly influences clients. They concluded that it was paramount that GPs 

convey positive expectations about mental health treatment. It was also important that 

GPs have a good relationship with mental health counsellors and that they know them 

personally. This positively influenced attendance. 
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Literature confirms that GPs are the most important gate-keepers and referral source for 

mental health services (Thompson, Hunt & Issakidis 2004). Therefore it is important 

that GPs are able to spot a potential mental health issue, and that they have appropriate 

knowledge and skills to diagnose it. It helps if GPs normalise mental health issues in 

order to further the attendance of men at mental health counselling services (Smith, 

Robertson & Houghton 2006). It is also important that GPs have sufficient knowledge 

and a positive attitude to mental health issues and their treatment, so that mental health 

issues are not overlooked and cause men and their families to endure more unnecessary 

suffering. They also need to take socio-economic factors of their clients into 

consideration. 

 

The importance of GPs as referral source raises a series of questions which have not 

been addressed in this study. How capable are GPs in identifying and diagnosing mental 

health problems, particularly considering that men might mask their mental health 

issues due to masculine gender socialisation? How well do GPs advise their clients 

about mental health treatment options and how many GPs comply with the request for 

counselling? How extensive is the knowledge of GPs regarding mental health treatment 

services? How much does the attitude of GPs towards mental health and mental health 

counselling services impact on clients? As discussed in the literature review, little 

research currently exists examining the attitudes, beliefs and behaviours of health 

professionals such as GPs concerning men‟s access to services that promote men‟s 

mental well-being (Davidson & Lloyd 2001; Hale, Grogan & Willott 2009; Smith, 

Robertson & Houghton 2006). The Senate (2009, p. 32) noted, based on a survey 

conducted by Beyondblue, that 50 per cent of the respondents felt that their GP would 

not take depression seriously. 

 

The present research found that the majority of clients were referred with the diagnosis 

of depression. This is inconsistent with claims of former literature that men are often 

not diagnosed with depression (Potts, Burnam & Wells 1991). A possible reason is that 

with growing awareness of mental health issues GPs have recently become more 

vigilant to detect depression in men more often. On the other hand the methodology of 

this study does not provide information about depressed men who attended GPs but 
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were not referred for counselling. More research about attitude and knowledge, skills 

and behaviour of GPs towards mental health treatment would help to improve 

knowledge in this area. 

 

Transition causes additional vulnerability and increases help-seeking 

Men are more vulnerable in a transitional phase in their lives. Are men more ready to 

ask for help when they are more vulnerable? 

 

This study suggests that the mental health issues were amplified when the male clients 

went through a transitional phase in life. Four clients were in a transitional stage when 

they asked for help. They were undergoing relationship separation. Others were close to 

a separation. Both groups reported that this was an additional factor influencing their 

decision to seek help. The focus group members recorded the same observation that 

men are more likely to seek help when they are in a life transition and that such a life 

transition marks a pivotal point in their lives. 

 

These findings indicate that men in transition are particularly vulnerable and sometimes 

only appreciate the dichotomous alternatives either to suicide or to seek help. Webb 

(1998) agreed with this view and wrote that suicide can become a particular male 

solution to crisis in times of transition. Also Boyer (2004) concluded in her doctoral 

study that males do not respond well to times of instability or crisis in their lives. Other 

authors share this opinion and believe that such experiences can produce extremely high 

levels of vulnerability (Matthews & Gump 2002; O'Dowd & Jewell 1998). 

 

While previous research agrees with the findings of this study that men are particularly 

vulnerable in transitional phases and often consider suicide, not much literature could 

be found to support the findings that men seem to be more prepared to seek help when 

they are in a transitional phase and at their most vulnerable. The literature which was 

found is inconsistent. For example one (non-gendered) study from Deane and Todd 

(1996) reported higher help-seeking intentions in high school students with suicidal 

thoughts compared to individuals experiencing emotional problems. These findings 

mirrored those of Carlton and Dean‟s (2000) (non-gendered) study, which also found 
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that students with suicidal ideations intended to seek help more readily than students 

with emotional problems. But Carlton and Dean also found in their later study an 

unexpected result: the higher the level of suicidal intentions, the lower the intention to 

seek help. Deane, Skogstad and Williams (1999) conducted a study with male prisoners 

about their help-seeking intentions. The prisoner‟s help-seeking intentions were 

reported to be at lower levels when they had suicidal thoughts compared to when they 

experienced emotional problems. Further research would need to be undertaken to come 

to any firm conclusions about the possible link between vulnerability and help-seeking. 

 

3. Themes which produced new findings 

The purpose of exploratory qualitative research is to generate hypotheses or 

propositions based on an area of inquiry where there is little information available 

(Patton 2002). Further investigation of these hypotheses can lead to theory building. 

This study aimed to answer questions, uncover gaps in former research and provide a 

direction for further study. Four new findings that emerged from this study and which 

have not yet been presented in the literature are now discussed. The first theme explores 

the most decisive factor in why men choose to attend mental health counselling 

services. The second theme discusses the observation that prior treatment and attitudes 

do not seem to influence help-seeking and the third theme describes the need for ready 

access to counselling services. Finally, the fourth theme discusses the theme that some 

men continue treatment because they follow the advice of their partner and/or GP. 

 

Why men choose to attend counselling services 

Severity of mental health symptoms is decisive for help-seeking 

This study found that the decisive factor triggering men‟s help-seeking is the severity of 

their mental health problems. The men in this study, Australian working class men, only 

accessed mental health services when they were in a severe crisis regardless of their 

attitude towards counselling treatment or former experiences with mental health 

services. 

 



 

234 

 

This study found that the decisive factor in seeking help was the severity of mental 

health symptoms or the degree of the disability experienced by the men who 

participated in this study. All clients reported severe crises at the point of help-seeking 

irrespective of their attitude or former experiences with mental health services. They 

had arrived at a state of functional disability. In the results chapter in the Section 1 

(setting the context) the long term suffering of these male clients and the deterioration 

of their mental health until they reached a crisis point when they contemplated seeking 

help was outlined. They suffered for years from combinations of mental health 

problems, relationship problems and social problems until they arrived at a point of 

severe personal despair. At that point some reported self-harm and suicidal intentions 

and attempts, accompanied by domestic violence and substance abuse which 

underpinned the severity of their situation. 

 

The focus group of mental health professionals also believed that their male clients 

would only access help if they were in a severe crisis. As discussed above, the focus 

group members believed that the point of help-seeking for men marks a pivotal point in 

their lives, because they experienced a transition in their lives, often related for example 

to a relationship dissolution combined with mental health symptoms. 

 

Some other studies discussed in the literature review and the results chapters have 

pointed in the same direction, however their findings were not as clear cut as the 

findings in this study. For example Perlick and Manning (2007) state that in the 

decision for help-seeking two forces fight each other which are the degree of distress 

versus the factors against help-seeking. 

 

The sample in this study is not a typical sample of men in Australia. The men accessed 

a public health service which was free and most had limited financial resources. It 

maybe that this particular group of men were more tied into masculine stereotypes 

which see emotional problems as weakness than a more typical group of Australian 

men. This may explain the differences in the findings of this study compared to earlier 

studies which have looked at this issue. 
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Nevertheless the study does suggest that further research using different sample groups 

from different socio-economic backgrounds would be valuable. If the pattern suggested 

in this study of working class men effectively seeing counselling as an alternative to 

suicide were to be evident in other studies, this would certainly have policy implications 

in terms of education and attempts to normalise mental health interventions as discussed 

earlier. 

 

Former counselling and attitude do not influence help-seeking 

This was an unexpected result: men accessed help only in a severe crisis irrespective 

prior counselling experiences and attitudes towards counselling. 

 

The majority (16) of clients had attended mental health counselling previously. This 

study found that irrespective of former positive or negative experiences with mental 

health services, clients had decided to access mental health services again when they 

arrived at another crisis. Some reported that the first treatment had been helpful but they 

now experienced another crisis. Some decided to attend services again because they did 

not feel sufficient improvement from the previous treatment. The results of this study 

indicate that neither previous positive nor negative experiences were important in 

relation to the decision to access counselling again. This is an unexpected result. One 

would expect that positive experiences with mental health treatment in the past would 

lead to earlier utilisation of a mental health counselling service. Some of the literature 

discussed in Chapter 2 suggests this also. This is however consistent with the finding 

that the primary driving forces behind accessing counselling are severe symptoms. 

Again, this points to the need for further research on this issue with varied samples. 

 

The need for ready access to treatment services for men 

The study suggests that there is a need for men to access mental health counselling 

quickly when men decide to seek help because of their delay in help-seeking. 

 

Research participants found it important to be able to access counselling quickly when 

they needed help. They were experiencing extreme mental health difficulties and 

wanted to talk to somebody urgently. They felt helpless and were extremely frustrated 
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when they had to wait more than two weeks. Focus group members also indicated that 

men need ready access to mental health counselling services, otherwise they would not 

attend. The focus group members suggested establishing contact with the men as soon 

as they are referred. That could reduce the attrition rate and prevent further deterioration 

of their situation. 

 

While other studies (Wang et al. 2005, p. 603) suggested for the general population that 

„Interventions to speed initial treatment contact are likely to reduce the burdens and 

hazards of untreated mental disorder‟, this study found that men delay help-seeking 

sometimes for an extended period until their functioning is severely compromised. 

Because of this, once they decide to utilise a mental health counselling service they 

need access without delay in order to prevent additional damage to themselves, their 

families and society. 

 

As discussed earlier this may relate to the particular sample. It may be that men with 

limited incomes in this particular area are prone to delay help-seeking until they are in 

severe crisis and hence cannot wait to access assistance. A more affluent socio-

economic sample might have produced different results. This again points to the need 

for more research - if the findings were similar with other socio-economic groups it 

would certainly have implications for the delivery of services. 

 

Why men continue treatment 

Following partner’s and GP’s advice and fear of losing relationship 

Despite ambivalence and postdecisional regret clients managed to adhere to treatment 

regimens. Several reasons for this were outlined in Section 1 and were discussed in the 

literature. Some reasons male participants mentioned as to why they adhered to 

treatment have not yet been discussed in existing literature. Some men did not want to 

disappoint their partner or parents and some feared losing their relationships and family 

and continued with counselling for these reasons. Jake‟s main reason for continuing 

treatment was that he adhered to the GP‟s advice to stay in counselling treatment and 

Ivan followed both, his wife‟s and the GP‟s advice to continue with his treatment. This 
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finding emphasises the importance of significant others and GPs in men‟s lives as 

factors in men‟s decision making to seek help and continue with treatment. 

 

Some clients engaged in mental health counselling because the GP suggested 

counselling as discussed in Section 1 but once these men attended, other factors for 

continuing treatment became important, such as strategies and attentiveness of the 

counsellor. 

 

4. Conclusion 

Men use mental health counselling services less than women do despite having similar 

occurrences of mental health problems and higher suicide rates. Existing theories about 

men‟s reluctance of utilising these services do not explain why men decide to access 

mental health counselling and adhere to treatment. Few studies can be found and little 

knowledge exists about factors influencing men positively to access mental health 

counselling and follow up treatment. This study aimed to examine the factors as to why 

men access mental health services and why they choose to continue treatment. 

 

This research has drawn upon exploratory qualitative research methods in order to 

explore in some depth the experiences of male clients. This project even with its 

acknowledged limitations described in Chapter 3, yields useful insight into the area 

researched. Some findings confirmed existing knowledge and contributed to strengthen 

evidence about men‟s help-seeking behaviour. Some findings were able to provide a 

basis for further research. 

 

All the men had a long term history of psychosocial issues. They suffered mental health 

crises in their lives before they accessed a mental health service. Many of them had 

experienced mental health issues since their childhood. Several men were abused in 

some form in their childhood e.g. they experienced harsh treatment. Depression, 

alcohol, drugs, anger, violence, and also relationship breakups contributed to the 

deterioration of their mental health in their later years. 
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Several factors as to why men access mental health services were uncovered and 

supported existing literature, and resulting implications for policy and practice were 

outlined. It is implicated that men‟s education about mental health and available 

services are required in order to improve men‟s help-seeking for mental health issues. 

Furthermore the need for education of mental health professionals about gender specific 

help-seeking behaviour and adherence to treatment was discussed. 

 

An important finding is the severity of the symptoms or disability as the main 

motivating factor for males in deciding to seek help. New findings were that all the men 

delayed help-seeking until they were experiencing very severe mental health symptoms 

at the time they decided to access help. Interestingly there was no noticeable difference 

in attitude towards accessing a counselling service between the clients who had 

previous mental health treatment and clients who accessed mental health services for 

the first time. There was also no noticeable difference between men who had positive or 

negative experiences in prior treatment, and no difference in the decision to access a 

service between men who had a positive or negative attitude to mental health 

counselling. 

 

The research supports existing literature that GPs are important gatekeepers for mental 

health treatment. It would be valuable to examine the GPs‟ attitudes towards mental 

health counselling and to explore if they have sufficient knowledge and skills to 

identify mental health issues particularly given the potentially negative impact of 

masculinity ideologies. Furthermore it would be valuable to ascertain if GPs have 

adequate knowledge about mental health services in order to refer clients to appropriate 

services. Researching these themes could possibly improve the access of men to 

appropriate mental health counselling services. 

 

A number of factors which enable men to continue treatment have been identified. It 

was found that some men are ambivalent when entering the counselling process. In 

order to improve the retention rate, the study suggests that counsellors have to consider 

and work with male specific beliefs and behaviours. They must accept male 

ambivalence, acknowledge the difficulties men face in their decision process to seek 
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help and follow up treatment, and provide them with hope. For most of the study 

participants the ability to pay for the service was severely restricted. All these factors 

need to be considered in policy making and service provision for men. 

 

This study contributed to the knowledge about men‟s mental health help-seeking 

behaviour and provided a base for further research on how to encourage men to early 

help-seeking for mental health issues and adherence to treatment with male-specific 

mental health counselling approaches. The aim of qualitative research is not to reach 

conclusions, but to develop hypotheses. The hypotheses suggested by this study 

include: working class men accessing free services on referral from GPs are likely to 

delay help-seeking until their problems are extremely severe; former counselling 

experiences and attitude have no influence on help-seeking behaviour; and there is a 

need for ready access to treatment services for men. Some men are influenced by 

significant others and GPs to continue with treatment. 
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BBee  ppaarrtt  ooff  aann  iimmppoorrttaanntt  rreesseeaarrcchh  ssttuuddyy  ffoorr  

mmeenn::  

TThhee  ssttuuddyy  sseeeekkss  ttoo  eexxpplloorree  wwhhyy  mmeenn  uuttiilliissee  

MMeennttaall  HHeeaalltthh  SSeerrvviicceess..  
 

 

Are you a male client of FOCUS (former GPAHT) and over 18 years 

old? 

Do you want to share your experience why you utilised this service? 

If you answered YES to these questions, you may be eligible to 

participate in this research study. 

The purpose of this research study is to better understand if there are 

particular factors which encourage men to attend and continue or 

terminate the counselling process. 

Participate in an interview lasting 60 to 90 minutes with Peter Meister for 

his PhD study governed by Monash University. The interview will be held 

in a FOCUS office. 

You will not be identified in reports and publications and your data will 

be anonymous. 

Participants will receive a reimbursement of $ 50.00. 

Please ask your therapist for more information. 
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CONSENT TO BE CONTACTED FOR RESEARCH 

STUDY 

 
 

 

Project Title: 

Why Men utilise Mental Health Services. 
(Project number 2008000860) 

 
 

This is an expression of interest in the study. I want to be contacted in 

order to obtain enough information to decide if I want to participate in the 

study. 

I have received and read the Client Explanatory statement. 

 

 

 

 

Patient name: ____________________ Signature: 

_____________________ 

 

Tel No.: ____________________________ 

 

 

Date: ____/____/20___ 
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Explanatory Statement for Interviewees 
 

Date: 

 

Project Title: Why Men utilise Mental Health Services 

(Project number 2008000860) 
 

Introduction 

My name is Peter Meister. I am a therapist with the FOCUS. 

I am conducting research towards a Doctor of Philosophy (PhD) under the supervision 

of Ass. Prof. Chris Trotter from the Social Work Department at Monash University. 

The purpose of this research is to find out more about how men make decisions when 

seeking help and what keeps them in counselling until they decide to end the treatment. 

I expect this study will provide the opportunity to have direct feedback from the men 

who use services in a way that will allow mental health services to adapt their services 

to better serve men‟s needs. This study is designed to give male clients a voice. Your 

voice will be important! 

 

What is it all about 

The aim of the research is to better understand if there are particular factors which 

encourage men to attend and stay in the counselling process and which factors lead men 

to quit soon after they commence counselling services. 

 

What I am asking 

I am asking you to participate in a semi-structured interview with me. The interviews 

will be at a FOCUS location. The most convenient location for you will be chosen. The 

interview will be between 60 and 90 minutes. You will be asked questions about what 

you experienced before you decided to go to FOCUS, what made you decide to seek 

services and what you experienced in therapy. The interview may vary depending on 

the emerging themes. 

As a result of your valuable contribution to the research, a number of very interesting 

insights may be used to improve counselling services. 

 

The process 

Your therapist informed you in the first or second session about this research and 

handed you a consent form to be contacted. If you are interested to find out more about 

the study, provide your contact details on the consent form and deposit this in the box at 

the Reception. The box will be emptied by me, the researcher. You might then get a 

telephone call from me. I will explain the study and answer your questions, so that you 

can make an informed decision as to whether you want to participate. I will then make a 

time for an interview that is convenient for you. 



 

 

 

 

Reimbursement 

Often supporting research projects can involve some personal expense, especially if it is 

not at home and some travel or phone calls are involved. Everyone involved in the 

research will be offered fifty dollars ($50) to assist in covering any out of pocket 

expenses. 

 

Confidentiality 

Maintaining confidentiality is important if people are to be willing to participate in 

research like this. Each interview with you will be audio taped. Access to tapes will be 

restricted to me and my research supervisor. Tapes will be transcribed and any 

identifying features will be removed. The information from that interview will not be 

shared with your therapist, GP or anybody else. Questionnaires, transcripts and audio 

tapes will be stored for a period of five years as prescribed by the university‟s 

regulations. The material will then be destroyed. 

 

Your rights 

Your participation is voluntary and you may avoid answering questions which you feel 

are too personal or intrusive. You may withdraw from the research at any time simply 

by informing me directly. If you decide to withdraw, you will not be required to give 

any reason. 

If you choose not participate or withdraw this will not have a negative effect on any 

current or future involvement with the service. 

 

Need more information 

If you have any queries before or after the interview or would like to be informed of the 

aggregate research findings, please contact me (Peter Meister) on telephone 1300 880 

574. 

The aggregate findings are de-identified and anonymous. They can also be found at 

www.scdgp.org.au after completion of the study anticipated in 2010. 

 

Complaints Clause 

You can complain about this study if you don‟t like something about it. To complain 

about the study, you need to phone (03) 9905 2052. You can speak to the secretary of 

the Human Ethics Committee and tell him or her the number of the project (Project 

number 2008000860) and about your concerns. You could also write to the secretary. 

That person‟s address is: 

 

The Secretary 

The Standing Committee on Ethics in Research Involving Humans 

PO Box No 3A 

Monash University 

Victoria 3800 

Telephone (03) 9905 2052 Fax (03) 9905 1420 

E-mail: SCERH@adm.monash.edu.au 

http://www.scdgp.org.au/
mailto:SCERH@adm.monash.edu.au
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Explanatory Statement for Focus Group Members 
 

 

Date: 

 

Project Title: Why Men utilise Mental Health Services 

(Project number 2008000860) 
 

 

 

Introduction 

My name is Peter Meister. I am a therapist with the GP-Allied Health Team. 

I am doing research towards a Doctor of Philosophy (PhD) under the supervision of 

Ass. Prof. Chris Trotter from the Social Work Department at Monash University. In 

conducting this research, I hope to find out more about how men make their decisions 

when seeking help and what keeps them in counselling until they decide to end the 

treatment. I expect this study will provide the opportunity to have direct feedback from 

the men who use services in a way that will allow mental health services to adapt their 

services better to men‟s needs. This study is designed to give male clients a voice. 

 

What is it all about 

The aim of the research is to better understand if there are particular factors which 

encourage men to attend and stay in the counselling process and which factors lead men 

to quit soon after they start counselling. 

 

What I am asking 

I am asking you to participate in a focus group with me. The focus group will be held 

with therapists from FOCUS at a FOCUS location. The duration will be between 60 and 

90 minutes. 

We will discuss your views on help- seeking behaviours, attendance and follow up of 

male clients. 

I am interested in comparing the data of the focus group with the data of the interviews. 

This process provides a means of validating the data collected by considering another 

perspective on the treatment process. 

 

The process 

You received a poster and this Explanatory Statement and informed you about this 

research. If you have read the explanatory statement and are interested to participate in 

the focus group, please get in touch with me by Tel. 130 880 574. We will then make a 

time for a group discussion. 



 

 

 

 

Confidentiality 

Maintaining confidentiality is important if people are to be willing to participate in 

research like this. The focus group discussion will be audio taped. Access to tapes will 

be restricted and me and my research supervisor. Tapes will be transcribed and any 

identifying features will be removed. The information from the focus group will be 

confidential. Questionnaires, transcripts and audio tapes will be stored for a period of 

five years as prescribed by the university‟s regulations. The material will then be 

destroyed. 

 

Your responsibilities 

Focus group participants have a responsibility to maintain confidentiality. Personal 

contents of the focus group discussions are not to be discussed outside the focus group. 

You may not refer specifically to others‟ personal and health information without 

consent of the individual whose information it is. 

 

Your rights 

You may withdraw from the research at any time simply by informing me directly. If 

you decide to withdraw, you will not be required to give any reason. 

If you choose not participate or withdraw this will not have a negative effect on any 

current involvement with the service or future involvement with the service. 

 

Need more information 

If you have any queries before or after the interview or would like to be informed of the 

aggregate research findings, please contact me (Peter Meister) on telephone 1300 880 

574. 

The aggregate findings are de-identified and anonymous. They can also be found at 

www.scdgp.org.au after completion of the study which is anticipated to be in 2010. 

 

Complaints Clause 

You can complain about this study if you don‟t like something about it. To complain 

about the study, you need to phone (03) 9905 2052. You can speak to the secretary of 

the Human Ethics Committee and tell him or her that the number of the project is 

(Project number 2008000860). You could also write to the secretary. That person‟s 

address is: 

 

The Secretary 

The Standing Committee on Ethics in Research Involving Humans 

PO Box No 3A 

Monash University 

Victoria 3800 

Telephone (03) 9905 2052 Fax (03) 9905 1420 

E-mail: SCERH@adm.monash.edu.au 

 

 

 

http://www.scdgp.org.au/
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Informed Consent for Clients 
 

 
Project Title: Why Men utilise Mental Health Services. 

(Project number 2008000860) 
 
 
I agree to take part in the Monash University research project specified above. I have 

had the project explained to me, and I have read the Explanatory Statement, which I 

keep for my records. I understand that agreeing to take part means that I am willing to: 

 

- complete a questionnaire about my demographics. 

- be interviewed by the researcher. 

- allow the interview to be digitally voice-recorded understanding that the data will be 

deleted after five years. 

- permit my interview material to be written up as research results in a way that does 

not identify me for the purposes of examination, publication and presentation. 

- If I wish I can view the interview transcript. 

 

I understand that my participation is voluntary, and I may avoid answering questions 

which I feel are too personal or intrusive, that I can choose not to participate in part or 

all of the project, and that I can withdraw at any stage of the project without being 

penalised or disadvantaged in any way. 

 

 

 

 

 

 

Name: ……………………………………………………………. (please print) 

 

 

Signature: ………………………………………………… Date: ……………… 
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Informed Consent Focus for Group Participants 
 

 
Project Title: Why Men utilise Mental Health Services. 

(Project number 2008000860) 

 

 
I agree to take part in the Monash University research project specified above. I have 

had the project explained to me, and I have read the Explanatory Statement, which I 

keep for my records. I understand that agreeing to take part means that I am willing to: 

 

- take part in a focus group. 

- allow the focus group discussion to be audio-taped understanding that these tapes will 

be destroyed after five years. 

- permit the focus group discussion to be written up as research results in a way that 

does not identify me for the purposes of examination, publication and presentation. 

- I will maintain strict confidentiality about personal content of focus group discussions. 

- I am aware that I am not allowed to refer to personal and health information without 

the consent of the individual whose information it is. 

- If I wish I can view the interview transcript. 

 

I understand that my participation is voluntary, that I can choose not to participate in 

part or all of the project, and that I can withdraw at any stage of the project without 

being penalised or disadvantaged in any way. 

 

 

 

 

 

Name: ……………………………………………………………. (please print) 

 

 

Signature: ………………………………………………… Date: ……………… 
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Questionnaire Demographics for Clients 

Code Name: …………………………………………………. 

Date of birth: ………………………………………….......... 

Are you Australian citizen? Yes   

Are you Aboriginal or Torres Strait Islander? Yes; No  

Marital status: Single ; De facto; married ; divorced  

How many children do you have? ………............................. 

How old are they? 

…………………………………………………………… 

With whom do they live? 

……………………………………………………. 

Do you live on your own ; partner ; children ; other  

Education completed: level 8 ; level 9 ; secondary ; tertiary  

What is your occupation: labourer ; trade ; profession  

What is your employment status? Employed ; unemployed  

If unemployed since when? …………………....................... 

Income: below $20k ; $20k - $30k ; $30k - $40k ; $40k - $50k ; $50k 

- $60k ; over $60k  

What were the reasons/diagnosis for your GP referral 

……………………..... 

Treatment successfully completed ; Prematurely terminated  

How many sessions at FOCUS have you attended? ……….. 

Why did you discontinue: Achieved goals ; Found it unhelpful  

other reason for discontinuation: 

…………………………………………….. 

 



 

 

 

APPENDIX 9 

 

 

 

Interview Schedule for Clients 
 
Project Title: Why Men utilise Mental Health Services 

(Project number 2008000860) 

 

Research Questions: 

Mental Health Needs of Men: Why do men choose to attend mental health services 

and continue to attend for treatment? 

 

A semi-structured interview was designed to answer the research questions. Semi-

structured interviews often use interview schedules consisting of the general types of 

questions to ask, but they are not in a questionnaire format (Marlow 2005).The 

questions are informed by research and theories found in the literature. First a theme list 

was established. Then more specific questions for each theme category were developed 

in order to keep the themes focused and the questions consistent and thorough. This is a 

preferred solution if interviews need to be done in a limited timeframe (Rubin & Babbie 

2008). 

The questions are open ended. This allows the participants to elaborate and express 

their experiences. Interview questions may vary depending on the emerging themes. 

This design allows the interview to be focused on answering the research questions and 

is flexible at the same time to embrace as much of the respondents experiences as 

possible (Grinnell & Unrau 2008). 

 

Interview Questions: 
 

A. Demographics see questionnaire 

- See questionnaire 

B. Q1 Process which led to the decision to attend FOCUS 

(Rationale: Understanding men‟s mental health issues (Fletcher, Higginbotham & 

Dobson 2002; Nielsen, Katrakis & Raphael 2001). 

- Tell me about your problems that prompted you to seek help? 

- What was your life situation when you decided to seek help? 

- How did you usually solve your problems prior to the counselling? 

C. Q2 Help-seeking attitude and perception 



 

 

 

(Rationale: Alexithymia influences help-seeking (Berger 2005; Fischer & Good 1997)). 

- How did you come to believe that you had a problem? 

- In hindsight do you think you estimated the seriousness of your problem 

appropriately? Why? 

- How did you discuss your problems? 

(Rationale: gender and stigma influence help-seeking attitude(Kessler et al. 2005; 

Perlick & Manning 2007) 

- What was your attitude in terms of going to counselling? 

- How did your understanding of mental health influence you accessing a service? 

- What needed to happen to make you seek help? 

- Who did you ask for help first? 

D. Q 3 GP’s influence (Smith, Robertson & Houghton 2006) 

Tell me about the influence the GP had in your decision to access a mental health 

service. 

E. Q4 Expectations on Counselling Service 

- What where your anticipations and expectations of FOCUS? 

- What form of counselling would be most helpful for you? (group, individual) 

F. Q5 Factors influencing the therapeutic process 

- Tell me about the waiting time from referral until you had your first appointment? 

(Rationale: Post-decisional Regret (Festinger 1964)): 

- What factors or experiences influenced you in continuing counselling until 

termination? 

- How differently do you handle your problems or challenges after treatment? 

G. Q6 Previous counselling experience 

- Tell me about your experiences if you had contact with a mental health service in the 

past. 

I. Q7 Usefulness of the service 

- What did you get out of it? 

- What could be improved about this service? 

- If the service would charge a fee. What impact would that have on you? 
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Interview Schedule for Focus Group 
 

Project Title: Why Men utilise Mental Health Services 

(Project number 2008000860) 

 

Research Questions: 

Mental Health Needs of Men: Why do men choose to attend mental health services 

and continue to attend for treatment? 

 

The goal is to collect views of therapists regarding men accessing mental health 

services and adherence to therapy. 

 

The focus group consists of FOCUS therapists. The discussion will last 60 to 90 

minutes. 

Group members hear a general statement of the purpose of the session. A number of 

questions are selected for discussion. Participants are then asked to share their opinions 

with the rest of the group. 

Summary points, key phrases, consensus and points of divergence are noted to facilitate 

later analysis in the tape (Patton 2002). The discussion will be voice recorded for later 

transcription. 

In order to allow comparison with client data, similar themes will be covered. The 

questions may vary depending on the emerging themes. This design allows the focus 

group interview to be focused on answering the research questions and is flexible at the 

same time to embrace as much of the respondents experiences as possible (Grinnell & 

Unrau 2008; Patton 2002; Rubin & Babbie 2008). 

 

Focus Group Questions: 
 

A. Demographics of clients 

- What influence on therapy do the demographics of your male clients have? 

B. Q1 Process which led to the decision to attend the FOCUS 

- What main problems do your clients have when they decide to seek support? 

- How longstanding are they? 

 



 

 

 

C. Q2 Help-seeking attitude and perception 

- What are the attitudes of male clients when seeking help? 

- How difficult was it for them and for you to identify their problems? 

- Do you think male clients are reluctant to attend? 

D. Q3 GP’s influence 

- What influence do GPs‟ have in regards to referring clients? 

E. Q4 Expectations on counselling service 

- What are the client‟s expectations on the service? 

- Do they have anticipations on the length of the treatment? 

- What form of counselling would be most helpful for the male clients? (group, 

individual) 

F. Q5 Factors influencing the therapeutic process 

- Does the waiting time influence treatment or willingness of clients to attend? What 

would be an ideal waiting time? 

- Do some male clients do regret the decision that they attended? 

- Do you have an idea what influences them to continue with the treatment until 

successful termination? 

- Do many men quit prematurely in your view? 

- How many sessions do male clients usually attend at this service? 

G. Q6 Previous counselling experience 

- What do clients tell you about previous experiences with mental health services? 

I. Q7 Usefulness of the service 

- What do you think are the factors in therapy for their mental health improvement? 

- Would it make sense to provide access online-counselling or telephone counselling? 

- What could be improved about the service? 

 




