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Background: One in eight men experience depression and men account for 75% of suicides. Previous
research has focused on men's reluctance to seek help and use of unhelpful coping strategies.
Method: Thematic analysis was used on transcripts from 21 focus groups and 24 in-depth interviews
focused on positive strategies men use to prevent and manage depression.
Results: In total, 168 men were recruited and the majority (63%) reported no current depression. Four
major themes were identiﬁed, where men: (1) used a broad variety of positive strategies and made clear
distinctions between prevention and management, (2) used strategies that were “typically masculine”, as
well as challenged expectations of manliness, (3) felt powerless in the face of suicide, and (4) had accumulated wisdom they felt was beneﬁcial for others. Men speciﬁcally advised others to talk about
problems. Prevention relied upon regular routines for “balance”, while management relied upon “having
a plan”.
Limitations: The majority of the men were aged over 55 years and highly educated. Younger men or
those without tertiary education may favour different strategies.
Conclusions: In contrast to using only unhelpful strategies, the men used a broad range of positive
strategies and adapted their use depending on mood, symptom or problem severity. Use of positive
strategies was sophisticated, nuanced, and often underlined by a guiding philosophy. Rather than simply
reacting to problems, men actively engaged in preventing the development of depressed moods, and
made conscious choices about when or how to take action. Clinical and public health implications are
discussed.
& 2015 Elsevier B.V. All rights reserved.
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1. Introduction
Worldwide, mental health and substance disorders are leading
contributors to non-fatal disease, accounting for 183.9 million
disability adjusted life years (Whiteford et al., 2013). Women are
more likely than men to experience depression (Angst et al., 2002),
while men are more likely to report substance use and externalising disorders (Addis, 2008). Mirroring global patterns,
Australian women report higher rates of distress, but men report
more than twice the rate of substance use problems (Australian
Bureau of Statistics, 2012), and account for 75% of suicides (Australian Bureau of Statistics, 2014).
While debate continues about speciﬁc contributing factors to
n
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these gender differences (Nolen-Hoeksema, 2001; Parker and
Brotchie, 2010; Piccinelli and Wilkinson, 2000), it is clear that men
are at greater risk of suicide, men's depression can be “hidden”
(Brownhill et al., 2005), or under-diagnosed by traditional measures (Danielsson and Johansson, 2005; Kilmartin, 2005), and men
are less likely than women to seek help (Addis and Mahalik, 2003;
Angst et al., 2002). Barriers to help-seeking include pervasive effects of personal shame and perceived stigma (Danielsson and
Johansson, 2005; Hall and Partners, 2012; Heifner, 1997; Ritchie,
1999), apprehension about health professionals or what treatment
“means” (Hoy, 2012; Mansﬁeld et al., 2003), and the inﬂuence of
masculine norms, which can limit emotional expression while
emphasising self-sufﬁciency (Addis, 2008; Addis et al., 2010; Magovcevic and Addis, 2005). For some men, help-seeking is associated with a loss of personal identity (Hall and Partners, 2012)
and may only be sought once they are “desperate” (Johnson et al.,
2012).

180

A.S. Fogarty et al. / Journal of Affective Disorders 188 (2015) 179–187

Furthermore, men use fewer coping strategies than women
(Tamres et al., 2002), with recent research emphasising that men
often cope with distress and depression using unhelpful strategies
(Nolen-Hoeksema, 2012). A recent meta-ethnographic approach
found that men expressed feelings of anger, hostility and aggression and subsequently employed strategies such as using drugs,
alcohol, over-work or taking sexual risks, as ways to numb, avoid,
or distract from depression (Addis, 2008; Brownhill et al., 2005;
Hoy, 2012). Using ineffective coping strategies thus contributes to
prolonged depression, lower detection, and treatment delays
(Brownhill et al., 2005; Hausmann et al., 2008).
Some research has identiﬁed positive strategies men use to
cope with depression, including taking time out, reframing negative events, problem solving, physical activities, meditation, and
stronger social connections (Brownhill et al., 2005; Ramirez and
Badger, 2014). However, men's maladaptive responses are a more
predominant theme in the literature (Whittle et al., 2015), where
more articles feature men's use of negative coping strategies than
adaptive (Hoy, 2012). Where positive strategies are reported, their
use is often acknowledged as occurring after a period of worsening
symptoms, reluctance to seek help, and failure of strategies that
only provided temporary relief (Chuick et al., 2009; Ramirez and
Badger, 2014; Whittle et al., 2015).
Given this context, it is essential to consider how men manage
depression naturally, or cope in the absence of clinical intervention. The present study therefore examined positive strategies
identiﬁed by men as effective for preventing and managing
depression.

2. Method
Data was collected using in-depth interviews and focus groups
with men in New South Wales and Victoria, Australia with reporting informed by the Consolidated Criteria for Reporting Qualitative Research (COREQ) (Tong et al., 2007). Focus groups were
chosen owing to their strengths in exploring how and why people
think about particular issues (Kitzinger, 1995), as well as their
ability to stimulate interactions or increase participation of people
who become engaged by group discussion (Kitzinger, 1994; Willis
et al., 2009). Interviews were also offered in recognition that some
participants may feel more comfortable discussing sensitive topics
alone (Biddle et al., 2013). At each location, we aimed to recruit
two interview participants and 12 focus group participants.
The research was led by two senior academics (JP, KW), with
extensive experience and qualiﬁcations in psychiatric research,
who provided training in risk management. All interviews and
focus groups were conducted by one of three facilitators (EW, MP,
AF), with previous research experience and academic qualiﬁcations in mental health.
2.1. Recruitment
Men were recruited from twelve metropolitan and non-metropolitan locations. The study was promoted via partner organisations, including Men's Sheds, community-based men's organisations and the lead institution's professional and digital networks. A local facilitator was employed at nine locations to publicise the study, recruit participants, arrange a venue, and identify
local mental health services.
The recruitment ﬂyer asked “What do you do when things get
tough?” and avoided the words “depression” or “suicide” in order
to attract men both with and without previous experience with
depression. This approach was taken so as to identify as broad a
range of positive strategies as possible, including: strategies used
by men not in contact with health services, strategies particularly

relevant to prevention among men who had not been depressed
and strategies speciﬁc to management among those who had. Men
were eligible if they were aged 18 years or more and could attend
the speciﬁed time.
2.2. Procedures
Men participated in face-to-face interviews or focus group
discussions with between six and eight participants and each location was attended by two facilitators. Participants were given an
information sheet and gave signed consent. A questionnaire collected demographic information, assessed current depression via
the Patient Health Questionnaire-9 (PHQ-9) (Kroenke et al., 2001),
and asked about lifestyle and history of depression.
As recommended for discussions involving sensitive topics
(Biddle et al., 2013), participant wellbeing was monitored. Men
indicated on a visual analogue scale of 1 (“as unhappy as I can be”)
to 10 (“as happy as I can be”) how they were feeling before the
discussion/interview and again afterwards. All focus groups and
interviews lasted between 45 and 90 min. The introduction emphasised conﬁdentiality and that there were no right or wrong
answers. Participants gave written feedback and were reimbursed
AU$50 for their time and travel. All discussions were digitally recorded and transcribed.
A semi-structured interview schedule included “ice-breaker”
questions to help participants talk generally about mental health,
before moving to personalised questions about how they prevent,
intervene early, and/or manage feeling down. Questions were
open-ended, with speciﬁed prompts (Table 1). It was expected that
men without previous depression experience may ﬁnd questions
about suicide confronting. As such, questions about suicide were
asked in the third person with men able to disclose personal experiences if they chose.
2.3. Risk management
“At-risk” participants were identiﬁed by: (i) indicating current
suicidal thinking (score higher than 0 on item ix of the PHQ-9); (ii)
indicating current depression (PHQ-9 score of 19 or more); (iii)
indicating worsening mood after participation (lower score on the
visual analogue scale); or (iv) exhibiting distress and/or disclosing
suicidal thinking during the discussion/interview. At-risk participants were followed up by a researcher at the close of discussion,
who remained until their distress eased. For those requiring further follow-up, permission was sought to contact a family member
and/or their GP. In rare cases of severe distress, the researcher
contacted local services and the lead clinician (KW). All incidents
were logged and reviewed.
All participants received a resources sheet for further information, referral or services and were able to choose three
wallet-sized “coping cards” to keep. The cards contained short
coping tips, or brief exercises (e.g. mindful breathing). Participants
were contacted the following week, querying whether any concerns had arisen.
2.4. Data analysis
Thematic analysis was chosen to interrogate the data, owing to
its ﬂexibility (Aronson, 1995), rigour (Fereday and Muir-Cochrane,
2006) and common use in psychology research (Healey et al.,
2009; Joffe and Yardley, 2004; Wright et al., 2012). Thematic
analysis allows for the identiﬁcation, analysis, interpretation and
reporting of patterns within qualitative data (Tuckett, 2005), as
well as recognises the reﬂexive role of the researcher in presenting
the data (Mays and Pope, 2000).
For these analyses, a primarily inductive approach was
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Table 1
Focus group and interview schedule.
Ice-breaking
Q1 What are some of the words men use to describe feeling down?
Q2 How can you tell if a man is feeling down [or use participant's words]?
Q3 Can you tell if a woman is feeling down [or use participant's words]?
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was coded line-by-line, with remaining interview transcripts read
for consistency with the ﬁndings.
The study was approved by the UNSW Human Research Ethics
Committee.

3. Results
Prevention
Q4 On a day-to-day to weekly basis, what sort of things do men do to stay
feeling positive?
Q5 Do you have any particular things that work well for you?

Early intervention
Q6 Most people have been through a rough patch or felt down [or participants' words]. How do you know when you are getting down or starting
to feel blue?
Q7 What types of things do you to nip it in the bud and make yourself feel
better?

Management
Q8 Can you think about a particular time that you, or someone you know,
has actually been very down [or use participants' words] or had a rough
patch?
Q9 How did [they/you] deal with it?
Q10 What are some of the more unhelpful things you have seen or heard
others do when they’re feeling down [or use participants' words]?
Q11 What are some of the positive or helpful things you or other men you
know have done during these times?

Suicide
Q12 So now I want to talk about some stronger feelings that some people
have when they are feeling down. If a man is really down [or use participants' words], how can he stop himself thinking that that life is not
worth living?

Advice
Q13 What advice would you give to other men who might be going through
something similar?
Q14 Turning now to a time when you have been through a rough patch –
either a big one or a small one. What aspect of how you dealt with this
situation are you most proud of?

adopted, rather than imposing a pre-existing framework. All coders (AF, EW, MP) had pre-existing familiarity with the data,
having conducted the data collection. To ensure immersion, each
coder listened to multiple recordings while editing transcripts for
errors and re-reading each transcript. Transcripts were de-identiﬁed and imported into a project ﬁle in NVivo10 (QSR International,
2014).
Initial line-by-line coding was undertaken independently by
three coders on the same two transcripts, to generate ﬁrst-stage
coding. These codes were discussed and reﬁned until all three
coders agreed upon a resultant framework to apply to a further
three transcripts. A second discussion included reﬁnement of
codes and generation of tentative thematic groupings in the data.
All coders used coding memos to record ideas about possible interpretations. Primary coding and analysis of the remaining transcripts was then completed by EW and AF, following ﬁve (nonlinear) phases of thematic analysis (Braun and Clarke, 2006). This
included identiﬁcation of similarities and differences across the
transcripts, sorting codes into themes and collating data extracts
within themes. Themes were conﬁrmed, named and deﬁned via a
process of constant comparison across individual transcripts and
emergent themes were tested against coded transcripts. Regular
meetings were held with the study team to discuss the analysis
and reﬁne the results. Transcripts from interviews and focus
groups were analysed concurrently, using the same methodological approach. Only one interview transcript from each location

3.1. Demographic and clinical proﬁle
In total, 168 men participated (Table 2) ranging in age from 19
to 92 years (mean 55.7; SD 18.5). Half were retired, and more than
half (56.5%) were married or in de-facto relationships. Two-thirds
(69.1%) were tertiary educated (Table 3).
The majority (62.7%) reported no current depression symptoms; a third (33.0%) reported mild-to-moderate depression, with
only 4.4% experiencing moderate-to-severe depression (Table 2).
Over half (52.4%) had ever been depressed, 25.9% had taken antidepressants and 36.5% had sought help from a GP or health professional (29.4%).
3.2. Thematic analysis results
A principal ﬁnding was that the positive strategies identiﬁed by
men did not vary according to previous experience with depression. There were some exceptions, for example, men without a
history of depression were unlikely to report using anti-depressant
medications as strategy. But on the whole, the positive strategies
were used by men to prevent and manage depressed moods in
similar way. As such, reporting of themes applies to the group as a
whole. In the majority of groups, there were broad levels of
agreement among the participants, with no notable contested
discussions. Where points of view differed, most participants appeared to both acknowledge and support that differences result
from individual preferences, with many providing feedback that
they had learned useful and new strategies from listening to
others. Only one discussion appeared to be negatively affected by
the opinions of a dominant participant, with group members reducing their level of engagement in the discussion. Data analyses
identiﬁed four major themes and nine related sub-themes. Where
possible, participants with different points of view are reported in
each theme.
3.3. Theme 1: A range of positive strategies on standby
Men reported using of a broad variety of adaptive coping
strategies and choosing a particular strategy depended on what
they were feeling and/or perceiving that action was needed. They
described taking steps to ensure overall health through the use of
Table 2
Location of interviews and focus groups.
State

Interview
participants
(n)

Focus group
participants
(n)

Number of focus groups
(n)

New South Wales
Metropolitan
6
Non-metro
7

36
37

6
5

Victoria
Metropolitan
Non-metro

4
7

31
40

4
6

TOTAL

24

144

21
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Men also acknowledged that while some activities had clear
physical health beneﬁts, their motivation was often in pursuit of
mental health “side beneﬁts”, for example socialising and connecting with friends through regular contact:

Table 3
Demographic and clinical characteristics of the sample.
Demographic proﬁle

Clinical proﬁle
n

%

n
%
PHQ-9 severity
None – minimal depres101 62.7
sion (0–4)
Mild depression (5–9)
41 25.5
Moderate depression (10– 12
7.5
14)
Moderately severe de4
2.5
pression (15–19)
Severe depression (20 þ )
3
1.9

Age
18–24 years

14

25–34 years
35–44 years

16
9.6
17 10.2

45–54 years

19

55–64 years
65–74 years
75 or more years

33 19.9
44 26.5
23 13.9

Employment
Full- or part-time or selfemployed
Retired, full-time home
duties
Unemployed, unemployed
due to illness or injury
Student

Fantastic lifestyle questionnaire
55 32.3 None-minimal changes
51 37.8
needed (42–50)
85 50.0 Good work, on the right
57 42.2
track (35–41)
17 10.1 Fair (30–34)
16 11.9

Marital status
Never married
Married, de facto
Separated, divorced,
widowed

Ever been depressed
43 25.6 (Self-reported)
95 56.5
30 17.9

Education
Primary, secondary

Help seeking
52 31.0 Ever seen a GP for mental
health problems
64 38.1 Ever seen another health
professional for mental
health problems
27 16.1 Ever taken medication for
depression
25 14.9

Trade, apprenticeship, certiﬁcate, diploma
Bachelor degree
Post-graduate degree

13

8.4

11.4

7.6 Somewhat low, you could
take more control (20–29)

11

8.1

88 52.4

62 36.5
50 29.4

44 25.9

preventative strategies, noticing warning signs, and taking action
when they were feeling down or depressed. A clear distinction
arose between two stages: preventing feeling down and managing
depression. Though men were asked about early-intervention, this
resonated only with a minority of men who had generally previously received professional help.
3.3.1. “Prevention”: the importance of investing in self-care
Taking preventative steps for mental health was a key concern
for many of the men, who conceptualised prevention as investing
time and energy into behaviours that directly beneﬁted overall
health. Self-care was easily articulated, with a particular emphasis
on physical health as a gateway to better mental health. Men described a variety of physical activities (e.g. running) which were
viewed as inextricably intertwined with mental health.
While nearly all agreed that maintaining good physical health
was essential for mental health, there was considerable diversity
in how they approached this. Many described individual approaches, while acknowledging that it may not have the same
effect for all men. Nevertheless, where practising these behaviours
was halted, or interfered with, men perceived immediate ﬂow-on
effects for how they were feeling:
“I think along with activity, but eating well and getting plenty of
sleep. I ﬁnd if I don't sleep well then all hell breaks loose pretty
quickly.” (FG56yrs)

“…you are taking the focus off your negative feelings and you are
also interacting with other people. So it mixes things together and
helps a lot.” (FG19yrs)
Enjoyable activities were also important to preventing worsening moods, or depression. Pleasurable activities took a variety
of forms, with some emphasising that having time to one's self
was important, while others focused on social connections as
crucial factors in not having “too much” time alone. Not having the
time or space to pursue enjoyable activities was perceived as a
threat to their mood and many emphasised the importance of
incorporating such activity into a daily routine with real protective
beneﬁts:
“I watch the sunrise over the park every morning and listen to the
birds, and then I get up and I go for a run or a ride on my bike, and
it sets me up for the day.” (FG50yrs)
Men also articulated guiding principles underpinning self-care,
for example a conception of “balance” representing ideal prevention. Where balance was maintained, it represented a smoothly
running system, while having the incorrect balance could only be
sustained for a short time before having negative effects. For some,
balance was a concrete concept, such as avoiding an over-crowded
schedule, while for others it involved balancing their own needs
with the perceived needs of others:
“I was just giving too much of myself to too many people… there
was not enough left for me. So I have said no to a lot of things, and
I have narrowed my focus and so now life is a lot more abundant…” (FG30yrs)
Of key importance is that generally men described a process of
conscious engagement with a variety of activities as a way of
maintaining mental wellbeing. However, one participant conceived of this differently, arguing that is was a “chicken and egg”
scenario and denied he speciﬁcally engaged with prevention:
“I do them because I like to keep active and interested. I donot do
them to avoid having a bad mood…” (I68yrs)
3.3.2. “Management”: tools to use, as required
Men acknowledged times when they began to feel down, or
experienced adversity that interrupted prevention. They described
the processes they used to respond to such times, often articulating management in both proactive and reactive terms. On the
whole, the men conceived of management as using additional
resources and recognising the need to solve or mitigate problems
that contributed to feeling down or depressed:
“I call it clutter removal. All the things that clutter up my life that
are unnecessary, I will remove. I will simplify my life.” (FG69yrs)
For many, mood management was characterised by a sense of
perspective – of having tried other approaches and arriving at
realisations through maturity or experience. In particular, for one
man, management shifted from being a reactive process to a proactive attempt to change his mind-set and understand his circumstances differently:
“Am I going to keep choosing to stay in this vicious circle or am I
going to choose something different and get out of this hole one
step at a time?” (I49yrs)
Management was constantly underlined by the importance of
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having a “structure” to rely upon, which helped men to retain a
sense of control and was often voiced in terms of prioritising tasks
or devising a plan to tackle stress. An essential element of this
“structure” was the need to persevere, even if they did not feel like
it:
“… you feel like you are walking through wet cement… even
though it is tough if you keep going, it is actually the path back
out.” (FG56yrs)
Others highlighted the importance of choosing to focus on
certain things in order to cope. This included practicing gratitude
exercises, where men described actively assessing their day for
positive moments. Men stressed that persistence and practice
were key elements to creating habitual behaviour, which they
associated with lasting changes in mood management. Notably,
management was sometimes described as something that they
could only skilfully practice after learning things “the hard way” or
after a “close call”. A few described a stage before management,
where they were able to detect warning signs (e.g. tiredness, losing interest in music) and intervene to take action early. However,
this was not a commonly held understanding.
3.3.3. Strategies as ﬂexible and adaptive
The ﬂexible use of the same strategy for different scenarios was
a key sub-theme, with men emphasising that their favoured
strategies adapted across prevention and management (e.g. exercise). Some described how a disciplined approach to exercise
helped prevent depression, but explained that they might exercise
more intensively, or with a friend, when they were experiencing
feelings of frustration. Others described responding to warning
signs by getting out for a run, while for others the early warning
sign itself was not wanting to exercise. In short, the use of a particular activity was adapted to speciﬁc needs or moods at speciﬁc
times.
“If I don't [exercise] for a couple of days and I start getting a bit
ratty, I think. It is also good for prevention, but it is also good for
unwinding, so after a really tough day at work it is cool. And the
tougher the day it is the harder I will ride…” (FG30yrs)
Similarly, another described how initially, starting anti-depressant medication was necessary in managing a particularly
depressed period. However, he now viewed it as a form of prevention, since incorporating it into a daily routine:
“I think [medication] is an invisible suit of armour that makes
bullets bounce off…” (FG47yrs)
3.4. Theme 2: Recurrent ideas about “manliness”
A central theme was the inﬂuence of what constituted “manly”
behaviours. Men described a shared societal understanding of a
“typical” man, which directly affected how they handle problems.
“Men are supposed to be strong when…things get tough, the
tough get going. It is put into our psyche. And I think men are
expected to perform, and I think this is probably why we have
trouble admitting when things are bad.” (FG50yrs)
However, not all men identiﬁed with this ideal, even while
describing its potential to affect others. In particular, the men
moved ﬂuidly between discussing their use of “typically masculine” strategies and those strategies characterised in the literature,
or by the men themselves, as “feminine”. Some differences did
emerge in that some positive strategies “instinctively” felt right, or
came naturally to the men (i.e. typically masculine behaviours),
while other, more feminine strategies may not have come “naturally” to begin with, but were useful now.
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3.4.1. Recurring inﬂuence of “typical masculinity”
The men referenced prevailing ideas of self-sufﬁciency and
problem solving. Relief from stress was sought through examining
the causes of problems and approaching a solution “logically”,
with the added beneﬁt that solving problems improved self-worth
and could boost motivation. Likewise, having a plan helped buoy
conﬁdence, in that ﬁnding a solution allowed them to move on.
“Isn't that such a typical man way of doing? We look for a reason;
how do we ﬁx that reason.” (FG35yrs)
Goal-setting was also strongly tied to manly pride. While this
varied considerably in terms of whether goals were short-term
(e.g. daily to-do list) or long-term (e.g. train for a marathon), they
all related to feeling accomplished, seen as essential to wellbeing.
They also described using an analytical thought process to “reframe” the way they looked at problems, in order to gain a new
and potentially useful perspective. For some this occurred naturally, while others described learning the process:
“…the thing for me that is the most effective is classic [Cognitive
Behaviour Therapy]… I think of it as challenging a negative reaction…it had to really be shown to me that you can do that, that
you can actually change your opinion about something… that
your reactions don't have to be ﬁxed and that they are quite often
wrong, and as soon as that was shown to me, it was like a light
coming on.” (FG47yrs)
Thought reframing was common, even among those who had
not received CBT. Men described asking a series of questions, with
the goal of changing their thoughts (e.g. was there was another
way to look at it, were they were overreacting). Asking questions
allowed men to consciously choose a different approach, or an
optimistic view, rather than be at the mercy of feelings.
Goal-setting, thought reframing and accomplishment were tied
to typically masculine domains and pressures to be successful,
often felt in the work place. The common factor to these strategies
was an attempt to take a new perspective, which helped to change
how problems were interpreted.
3.4.2. Challenging expectations of manliness
Discussion consistently highlighted how conforming to stereotypically male behaviours could be detrimental to mental
health. They considered an inability to talk about emotions as a
problem and openly spoke about challenging these expectations.
These positive strategies were characterised by a broad “acceptance” which could take the form of accepting their current situation, their feelings (both good and bad), being vulnerable, or
that mistakes can happen.
“This might be the wrong thing to say… but I just accept that I am
going to feel shit sometimes… and it's not going to kill you.”
(FG30yrs)
Some spoke positively about the beneﬁcial effects of crying.
One man described it as a cathartic and cleansing process, which
to him “feels wonderful, this feels amazing” (FG23yrs). Likewise,
nearly all men spoke positively about opening up, talking about
their problems and asking for help as particularly useful strategies.
For some, this had not always been the case. However, the men
emphasised the value of connecting with others, even if this was
confronting or difﬁcult.
Others described openness to using strategies not viewed as
typically masculine, including practising meditation and mindfulness, dedication to helping others, ﬁnding their life purpose and
consciously building relationships. Men also perceived that the
situation was slowly changing and that men might not always be
expected to live up to detrimental stereotypes. Some put this
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down to greater community awareness of depression in men:
“So it is changed… and I think that is probably cultural things…
Depression in men is out there. It wasn't 50 years ago…”
(FG44yrs)
3.5. Theme 3: Silence around suicide
A key ﬁnding was that the men struggled with talking about
suicide and were markedly less forthcoming with ideas about how
to prevent or manage suicide risk. Only a minority disclosed personal experiences with suicide and among those with no personal
experience, ideas were often couched with caveats that they were
not sure about what could truly help.
3.5.1. Clueless and powerless
Many men described being clueless about what led to suicide
and how this precluded them from offering suggestions, preferring
to leave that to experienced people. This was particularly evident
when men described knowing about another person's suicide or
attempt. Often they had not perceived warning signs, and were left
shocked and surprised:
“I actually had a friend that committed suicide last year… He
actually never mentioned he had a problem, to nobody. He wasn't
going to the doctor or whatever. So when I actually heard the
news, it was very shocking.” (FG22yrs)
Some described continuing bewilderment and wondered what
they should have noticed. Even where they knew a person was
struggling with their mood, men still described a lack of awareness
of what this possibly signiﬁed.
“…I had no impression that this sort of person was going to take
their own life, no inkling that he might, no idea that he was that
much down.” (I24yrs)
Cluelessness was often coupled with feelings of being powerless to act, having no idea how to recognise or address the seriousness of the situation. This prompted one man to wonder about
the potential for other people to be at-risk:
“… it did make me think that there are probably lots of people
who are having problems with things that they don't let you know
about. And it is difﬁcult for you to recognise and therefore know
how to handle it…” (I68yrs)
Some worried that intervening had the potential worsen
things, while others discussed the difﬁculty of addressing suicide
prevention in existing contexts, for example, an already-crowded
school curriculum. Some mentioned the lack of funding available
to do real work, while others stressed a desire to “do something”
and the need for society to take responsibility for the problem.
However, nearly all emphasised not knowing what to say, where
to start or what could work.
3.5.2. Suggested strategies
In this context, some proposed strategies when asked, but
emphasised they were speaking without fully understanding the
perspectives of suicidal men. Family ties were mentioned often:
“Just thinking about who’d look after my wife…” (I67yrs)
A few men had disclosed having made a previous attempt and
they strongly agreed, describing how thinking about the aftereffects of suicide on their family, particularly children, was a motivating factor during difﬁcult times. One man spoke about trying
to ﬁnd the humour in life, particularly avoiding becoming too
cynical, while another described being inspired by a biography to

ﬁnd something to live for, no matter how difﬁcult the
circumstances:
“…whenever I am feeling particularly shithouse, I look at the
photos of my kids on my phone. And that is the thing. I think it's
that one thing that you want to see the next day, and that helps.”
(FG50yrs)
3.6. Theme 4: Accumulated wisdom
Finally, a broad theme concerned wisdom that men accumulated through experience, which might be useful to others. This
emerged as a retrospective examination of things they wished
they had known earlier, or in the form of current advice to other
men who might be struggling.
3.6.1. Talk about it
By far, the most common piece of advice concerned talking to
others about problems, whether with a professional, or with a
trusted friend, mentor or family member. Men emphasised the
importance of choosing the right person, who was both trustworthy and understanding for talking to be beneﬁcial:
“Developing a network, a group of people, especially a couple I can
trust with… how I'm actually feeling, and people I feel safe with so
I can just unpack what I'm feeling…” (FG64yrs)
For some, ﬁnding peers was essential – through joining a Men's
Shed, for example – while for others, it was as simple as thinking
about who cares about them. Still others stressed the importance
of talking with a professional, even when they acknowledged men
might have reservations. While not everybody agreed with the
need to talk to a professional (one man stressed this was a measure of last resort), nearly all agreed with the need to talk to
somebody:
“Find a good doctor…You know, there are an ocean of things that
you can do that can better manage the mood or the depression,
but in the end they can't surpass the stability of seeing someone
who is looking for the warning signs and knows them…” (I38yrs)
3.6.2. This too shall pass
In keeping with some of the strategies already described, they
urged other men to remember that tough times are temporary.
They emphasised the importance of taking a long perspective, not
reacting too quickly, and learning from experience.
“…as you get older I've found that you get better at dealing with
problems, you start seeing things in better perspectives, you get a
bit smarter as to how you deal with things and you learn that this
too will pass. No matter what comes up, you'll deal with it. Now I
wish I’d known that in my 20 s…” (FG47yrs).
To do so, they advised using strategies to ride out rough patches and revisited ideas such as: distracting themselves through
hobbies, activities, helping others, doing pleasurable things, ﬁnding joy or purpose. An essential component was learning through
experience that "it's all manageable” (I38yrs). In short, the men
advised doing things that helped to shift focus from their problems to gain perspective.
3.6.3. Develop a plan
Another key piece of advice was to “have a plan”. They were not
prescriptive about the form a plan should take, just argued that it
was useful to have an idea of how they planned to respond to
problems in future. This echoes aforementioned ideas about having structure to rely upon, or guiding principles that help to prevent being down or depressed. For one man, this meant having a
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plan for his life, while for others it was more concrete, with predeﬁned steps:
“I really think that's a good thing. To have a ﬂow-chart, these are
the steps you can take. Have you tried this? Yes. All right. Did it
work? No. Go to this one. Did that work? No. And then ultimately
it's down to professional help.” (FG52yrs)
Having a plan was seen as positive self-care, in that it helped
men to feel in charge of solutions. Others agreed, especially in light
of a reluctance to seek outside help. They advised that having a
plan of attack for future problems helped them to feel prepared
and to retain a sense of self-sufﬁciency.

4. Discussion
The key ﬁnding was that far from using only unhelpful or ineffective coping strategies to deal with psychological distress and
depression, men reported the successful use of a broad range of
positive strategies and adapted their use at different times depending on mood, symptom or problem severity. The results show
that men's use of these strategies was sophisticated and nuanced,
and often underlined by a guiding philosophy or approach. That is,
rather than simply reacting to problems as they arose, the men in
this study actively engaged in attempts to prevent depressed
moods, and made conscious choices about when or how to take
action. Effective self-help strategies for prevention were characterised by having routines to keep things balanced, while selfmanagement was characterised by having a structure or plan to
rely on, which helped to relieve symptoms and support
perseverance.
Consistent with previous work, we found that men took an
active role in monitoring their overall health (Smith et al., 2008)
and favoured some strategies previously identiﬁed as adaptive
responses to feeling down, depressed or suicidal. This includes,
maintaining good physical health (Watkins and Neighbours, 2007),
having strong social connections (Emslie et al., 2006), gaining
support or sense of belonging from a community (Pringle, 2004),
and seeking professional help (Skärsäter et al., 2003), including
taking medication (Chuick et al., 2009). As with other research, we
found that strategies which emphasised problem solving
(Brownhill et al., 2005; Nolen-Hoeksema, 2012; Tamres et al.,
2002), or reframing depression in helpful ways (Addis et al., 2010;
Cleary, 2012; Hall and Partners, 2012) were particularly important,
in that men described comfort with using these strategies, which
helped them to feel in control of their problems, and these did not
conﬂict with social expectations concerning manliness (Addis
et al., 2010; Cleary, 2012). Similarly, the current results agree with
previous research, which found that men felt helpless and shocked
in the face of others' suicides (Brownhill et al., 2005), and stressed
that connections with family were important in preventing attempts (Oliffe et al., 2012).
Previous research has often focused on men's maladaptive responses to depression (Whittle et al., 2015), or on barriers to
seeking professional help (Addis and Mahalik, 2003; MollerLeimkuhler, 2002). In contrast, the present study focused on positive coping strategies used naturally as a form of self-help. The
results demonstrate that not only do men actively engage with
their mental health, they also make clear delineations between
preventing and managing the development of depressed moods.
While men's active engagement with monitoring their health has
been reported before (Smith et al., 2008), this study adds important information on how men monitor their mental health in
particular, even in the absence of being depressed, and how men
view links between optimum physical and mental health. Key
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factors in successful self-help involved openness to using different
strategies, even those that were not typically masculine, and being
ﬂexible in adapting their use according to need. Thus, prevention
and management were seen as distinct, with an ebb and ﬂow
between them that helped men to make choices and take action.
In addition, in contrast to some studies (Brownhill et al., 2005;
Chuick et al., 2009; Emslie et al., 2006; Johnson et al., 2012; Ramirez and Badger, 2014), this study incorporates insights from
men with and without experiences of depression, suicidal behaviours or accessing health services. Just under half of the sample
reported no previous depressive episodes and around a third had
sought professional help. Thus, the positive coping strategies reported here have the beneﬁt of being endorsed and used by men
who currently self-monitor and effectively manage their mental
health, rather than only representing strategies that men may
have learned through accessing treatment for depression. The
strategies reported exemplify genuinely effective strategies that
have utility and acceptability among a range of men. Taken together, these strategies thus may be more acceptable to men who
are currently depressed or developing symptoms, and who are
unlikely to seek professional help. Likewise, the study identiﬁed a
willingness to use strategies that might be seen as traditionally
“feminine” with men openly discussing how conforming to masculine norms could be detrimental to their mental health.
4.1. Limitations
The study is potentially limited in that a majority of the sample
were aged 55 years or more and were highly educated relative to
the general population (Australian Bureau of Statistics, 2008). It
may be that younger age groups, which bear a disproportionate
mental health burden, or men without tertiary education, would
conceive of prevention and management differently, or may use
different strategies. However, given that many men described accumulating wisdom through life experience, or gaining perspective with age, it may be that their insights provide useful information for early intervention among younger people. Future
research should conﬁrm whether the strategies reported here are
used and endorsed in a broader population of men, and should
also examine whether there are any important differences in use
of particular strategies according to age or level of education.
4.2. Implications
The results have several implications for clinical and public
health in suggesting viable targets for the development of
(1) health promotion and education campaigns in a wider community context or (2) individual skills development or treatment
plans for men with and without depression.
Firstly, men appear to acknowledge both the seriousness of
depression and the negative aspects of conforming to masculine
stereotypes. Future public health messaging could capitalise on
these sentiments by emphasising how men themselves report
ﬁnding relief in talking to others, being vulnerable with their
problems, accepting the experience of a wide range of emotions
and using a variety of different positive strategies as both prevention and management. Public health messaging should also
incorporate and emphasise the widely endorsed advice that has
been volunteered by men with different experiences: talking to
others is essential, distress and depression pass and having a plan
in place to respond to tough times is invaluable.
Secondly, men beneﬁt from trying a variety of strategies and
over time can develop a suite of personalised options to be reliably
used to prevent or manage symptoms. Professionals with male
clients who are not currently depressed but are interested in
maintaining positive health or who are involved in supporting
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depressed men to self-manage their mood could focus on building
skills that resonate with other men. That is, support men to: try
out new strategies, assess their usefulness, adjust use of a particular strategy according to mood, create (and maintain) a routine,
plan or structure that both prevents and manages distress and
depression, self-monitor warning signs of a worsening mood,
practice using new techniques regularly, and practice
perseverance.
Lastly, the results showed that there is still considerable room
for improvement in educating men about suicide, in terms of
understanding what can lead to, or prevent, suicide. Future public
health messages would do well to emphasise the importance of
intervention, that men at-risk would like others to notice (Player
et al., 2015), and that there are resources available. Similarly, while
family connections were cited as important to preventing suicide,
future campaigns would need to consider that alternative strategies are particularly needed for isolated men without many family
or social connections.
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