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Abstract
Background Masculinity norms play a crucial role in men’s help-seeking behaviors, service-use, and coping 
strategies for depression. While previous studies provided evidence for the association between gender role 
orientations, work related attitudes, stigmatization of men with depression and depressive symptoms, it remains 
unclear to what extent gender role orientations change over time and whether psychiatric and psychotherapeutic 
treatment have an impact on these transformations. Additionally, the role of partners in supporting depressed men 
and the impact of dyadic coping on these processes have not been explored. The aim of this study is to investigate 
how masculinity orientations and work-related attitudes change over time in men treated for depression, and to 
examine the role of their partners and dyadic coping in these transformation processes.

Methods TRANSMODE is a prospective longitudinal mixed-methods study investigating the transformation of 
masculinity orientations and work-related attitudes in men treated for depression between the ages of 18 and 65 
from different settings in Germany. The study will recruit 350 men from various settings for quantitative analysis. By 
applying a latent transition analysis, the primary outcome are changes in masculine orientations and work-related 
attitudes over time, measured at four times (t0, t1, t2, t3) with intervals of 6 months. Qualitative interview with a 
subsample of depressed men selected using latent profile analysis, will be conducted between t0 and t1 (a1) with a 
follow-up of 12 months (a2). In addition, qualitative interviews with the partners of depressed men will be conducted 
between t2 and t3 (p1). Qualitative data will be analysed using qualitative structured content analysis.

Discussion A comprehensive understanding of the transformation processes of masculinity orientations over 
time including the impact of psychiatric/psychotherapeutic treatment and the role of partners can lead to the 
development of gender-sensitive depression treatment tailored to the unique needs of men with depression. Thus, 
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Background
Masculinity norms have been identified as playing a cru-
cial role in men’s coping with depressive symptoms and 
their willingness to seek professional help [1–5]. In the 
Gotland study, conducted between 1981 and 1990, Rutz 
et al. [6, 7] found that traditional masculinity norms 
explained the paradox that men had a lower frequency of 
depression [8] but a higher rate of suicides than women 
[7, 9]. Based on this, several authors developed the con-
cept of male depression, suggesting that in men, depres-
sion occurs with different symptoms than those applied 
in psychiatric diagnosis classification systems such as 
ICD or DSM [6, 10–12]. Unlike depression in women, 
male depression is characterized by increased irritabil-
ity, aggressiveness, anger and antisocial behavior [6, 10, 
12, 13]. In addition to these differences, men were also 
found to mask classical symptoms of depression such as 
fatigue, sadness, and weariness to avoid being considered 
unmanly by their social environment [3].

Working conditions have been identified as an impor-
tant factor in the development and course of depression 
among both men and women [14–21]. However, research 
suggests that the impact of work related problems on 
symptoms of depression may differ between men and 
women [21]. A study conducted in Canada by Wang et 
al. [21] showed that job insecurity was positively associ-
ated with depression in men but not in women. Similarly, 
Pyöriä et al. [22] found that precarious employment was 
associated with an increased risk of future depression in 
men but not in women in a sample of Finish salary earn-
ers. The authors of both studies suggested that men’s 
“masculine” self-identity might be more strongly linked 
to paid work and the role as breadwinner, while women’s 
self-identity might be more rooted in their social skills 
and their role as members of social networks [21, 22]. 
This interpretation was supported by results from the 
WHO mental health surveys, which revealed that the 
gender difference in depression decreased with decreas-
ing levels of traditional masculinity orientations [8]. 
However, this interpretation was not supported by the 
results of a recent meta analyses, which suggested that 
the gender differences in major depression across coun-
tries increase with gender equity [23]. With regard to the 
male suicide rate, the gender role equity interpretation 

would be supported by a cross-country analysis of Reeves 
& Struckler [24], indicating that an increase in gender 
norm equity was associated with a decrease in the asso-
ciation between unemployment and the suicide rate in 
men but not in women.

While there is strong evidence that the adherence to 
traditional male gender norms serves as a barrier to seek-
ing informal and formal help or support for mental health 
problems, limited knowledge exists about the impact 
of masculinity norms on post-diagnostic processes and 
pathways, including depression treatment and/or psy-
chotherapy use. Findings on high drop-out rates among 
men suggest that men’s needs may not be adequately 
addressed within therapeutic settings. There is some evi-
dence that men have ambivalent or even critical attitudes 
towards psychotherapy [25] or antidepressants [26]. An 
Australian survey revealed that men dropped out due to 
a lack of therapist-client connection and dissatisfaction 
with the therapy processes, with some men reporting 
feelings of emasculation in attending therapy [27]. Eggen-
berger and colleagues found that reduced psychotherapy 
use in men with experienced psychological distress was 
associated with higher self-identified masculinity [28]. 
However, endorsement of masculinity norms exerts a 
different impact on men’s mental health treatment utili-
zation: while greater endorsement of the status norm is 
associated with increased utilization, endorsement of the 
anti-femininity norm and the toughness norm is associ-
ated with decreased service utilization [29]. From male 
service users’ perspectives, perceptions of autonomy and 
control in therapeutic interactions are crucial factors for 
treatment engagement or disengagement [30].

The growing evidence for the detrimental effects of 
men’s endorsement to traditional masculinity norms is 
mirrored in mental health professionals’ reflections on 
the impact of masculinity norms on mental health care. 
In a German qualitative study, mental health profes-
sionals described depressed male patients’ treatment 
expectations as different from females’ and character-
ized by preferences for biological explanatory models and 
“mechanical” approaches. Accordingly, mental health 
professionals reported addressing the negative effects of 
normative expectations regarding male gender on men’s 
mental health during depression treatment [31]. Based 

the study can promote more effective and successful treatment outcomes and further contribute to reducing the 
stigma surrounding mental health issues among men and encourage them for mental health service use.

Trial registration This study is registered in the German Clinical Trail Register (DRKS) and the WHO International 
Clinical Trials Registry Platform (ICTRP) under registration number DRKS00031065 (Date of registration 06 February 
2023).
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on experiences with men’s reluctance to engage in usual 
therapeutic environments favoring emotional rather 
than “problem-solving” coping approaches, Westwood & 
Black describe a specific approach to successfully engag-
ing men in the counselling process by using appropriate 
language or pro-active approaches [32]. However, despite 
the efforts to adjust concepts of depression treatment to 
the particular needs of men, the impact of psychiatric 
and psychotherapeutic treatment on changing mascu-
linity orientations or work role orientations of men with 
depression has not been investigated so far.

Beyond the potential impact of professional treatment, 
traditional gender roles can be changed or modified dur-
ing the process of couples’ coping with illness. Couples 
in which a male partner is depressed have been found 
to co-construct alternative masculinities by recalibrat-
ing gender relations [33]. Due to their partners’ failure 
to correspond to traditional male roles, female partners 
make adaptations and take on responsibilities in order 
to “protect their partners and the façade of gender nor-
malcy” [34]. Although earlier research has focused on 
women’s role as caregivers for diseased male partners [35, 
36] there is only limited research on the involvement of 
partners in coping with men’s depression and the impact 
of dyadic coping on men’s masculinity orientations and 
work role orientations.

Several of the studies mentioned above suggest that 
a masculine self-identity in combination with a tradi-
tional job role orientation, may increase men’s vulner-
ability against adverse job or economic conditions. 
However, this hypothesis has not been investigated 
any further so far. Only recently, Kilian et al. [1], in a 
mixed-method study, identified traditional masculinity 
norms in combination with a traditional job role orienta-
tion as a cognitive pattern associated with an increased 
level of psychopathological symptoms and also with an 
increased level of stigmatizing and self-stigmatizing atti-
tudes regarding depressive disorders in a sample of men 
treated for depression. In the qualitative part of the study, 
the authors found indications that some of the respon-
dents started to identify their masculinity and work role 
orientations as a cause of depression and made efforts to 
change these dysfunctional attitudes [37, 38]. Due to the 
cross-sectional character of the study, the authors were 
not able to make conclusions about the causal direction 
of the associations between masculinity orientations and 
depressive symptoms and about the role of psychiatric 
and psychotherapeutic treatment in this association.

In order to better tailor existing depression treatment 
services for male patients, we need to better under-
stand men’s experiences, attitudes and needs regarding 
depression therapy. Therefore, the authors designed a 
longitudinal mixed method study to observe men with 
depression over a period of 24 months with the purpose 

of understanding the interrelation between treatment 
and masculinity orientations.

Methods/Design
Study aim
The aim of the TRANSMODE study is to investigate the 
transformation of masculinity orientations and work-
related attitudes in a sample of men treated for depres-
sion and their partners. The main objectives are:

1.) To assess different latent classes of masculinity 
orientations and work-related attitudes of men 
treated for depression and the changes of the latent 
classes over time (transformation).

2.) To investigate the interplay between the 
transformation of masculinity orientations and 
work-related attitudes and depressive symptoms, 
stigmatizing attitudes, and the use of psychiatric or 
psychotherapeutic treatment.

3.) To investigate the subjective perspectives of men 
treated for depression on the transformation process 
and the subjective perceptions of the impact of the 
treatment on the masculinity orientations and work-
related attitudes and vice versa.

4.) To explore the subjective perspectives of depressed 
men’s parters on their partner’s depression and on 
the co-construction of masculinity orientations and 
work-related attitudes.

Study design
This protocol describes a prospective mixed-methods 
observational study consisting of three parts (subproj-
ects). The mixed-methods-design is realized through 
the combination of quantitative surveys and qualitative 
guided interviews and based on the Explanatory Sequen-
tial Design [38, 39]. In addition, due to the longitudinal 
design, quantitative and qualitative data are collected in 
parallel [40].

  • As the first part, a quantitative longitudinal 
observational study including 350 men treated for 
depression will be conducted with four measurement 
points over 24 months (subproject 1).

  • As the second part, a qualitative longitudinal 
study will be conducted including a subsample of 
approximately 60 participants with two assessement 
points over 12 months (subproject 2).

  • As the third part, a cross-sectional qualitative study 
will be conducted, involving appr. 15 partners of the 
male participants who have been selected for the 
qualitative longitudinal study (subproject 3).

Study setting
Study participants will be recruited at the following study 
sites providing in- and outpatient mental health treat-
ment and care in Germany:
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  • Department of Psychiatry and Psychotherapy II, Ulm 
University, Bezirkskrankenhaus Guenzburg.

  • Psychosomatic Medicine and Psychotherapy, 
University Hospital Ulm.

  • Department of Psychiatry, Psychotherapy and 
Psychosomatics at the University of Augsburg, 
Bezirkskrankenhaus Augsburg.

  • District Hospital Kempten, Bezirkskrankenhaus 
Kempten.

  • District Hospital Memmingen, Bezirkskrankenhaus 
Memmingen.

  • District Hospital Donauwörth, Bezirkskrankenhaus 
Donauwörth.

  • Kbo-Isar-Amper Hospital, München, Haar, 
Fürstenfeldbruck.

  • Clinic for Psychiatry, Psychotherapy and 
Psychosomatics, Heidenheim Clinic.

  • Clinic of Psychiatry, Psychotherapy and 
Psychosomatic, Imland Klinik Rendsburg.

Furthermore, participants will be recruited via social 
media (Facebook and Instagram) using paid advertise-
ments, with each advertisement shown to approximately 
10.000 men. In addition, recruitment will take place 
within self-help groups for people with depression, par-
ticularly in the south of Germany, but also nationwide.

Participants and eligibility criteria
Men between the ages 18 and 65 who have been diag-
nosed with depression and have received treatment for 
depression in the last 12 months, or are about to receive 
their first treatment, will be included in the study. Men 
with a primary diagnosis of an addiction disorder will 

be excluded. Eligibility criteria will be checked by study 
workers prior to study inclusion using a screening tool. 
For inpatients and day hospital patients, the screen-
ing will be conducted by the treating physician or 
psychotherapist.

Participant timeline
The recruitment period started in May 2022 and con-
tinues until June 2023, and the participation period for 
each participant will be 24 months. Surveys for the quan-
titative subproject will be conducted at T0 (baseline) 
and with intervals of 6 months (t0; t1 = t0 + 6months, 
t2 = t1 + 6months, t3 = t2 + 6months). The qualitative 
interviews with the participants will be conducted 
between t0 and t1 (a1) with a follow-up after 12 months 
(a2). The qualitative interviews with the partners will be 
conducted between t2 and t3 (p1). The quantitative mea-
surement, resp. qualitative assessement time points of 
the 3 subprojects are shown in Fig. 1. At the time of the 
submission of this protocol, n = 324 have been included in 
the study.

Outcomes
Subproject 1 (quantitative longitudinal observational study)
Primary outcome Primary outcome of subproject 1 is 
the transition of participants between latent class mem-
bership related to masculinity orientations (using MRNS) 
and work-related attitudes (using the AVEM) between the 
follow-ups. Data will be collected at t0, t1, t2, t3 at inter-
vals of 6 months.

Fig. 1 Participant timeline
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Secondary outcomes The secondary oucomes include 
the change in stigmatizing attitudes towards mental ill-
ness (using the DSS), the change in depressive symtoms 
(using the PHQ SADS), characteristics of the treatment 
process (using the CSSRI) and sociodemographic charac-
teristics in regard with transition between latent classes 
of masculinity orientations (using the MRNS) and work-
related attitudes (using the AVEM), measured at t0, t1, t2, 
and t3.

Subproject 2 (qualitative longitudinal study)
The qualitative study investigates the subjective percep-
tions of the transformation processes described above 
at two assessement time points (a1 and a2). Particular 
attention will be drawn to factors that might affect the 
changes and the role attributed to depression treatment, 
such as in the context of psychotherapy and psychiatric 
or other medical treatment. Furthermore, we will explore 
(a) how knowledge about depression and therapy is inte-
grated into experiential and everyday knowledge, (b) how 
this integration enables a transformation towards health-
promoting masculinity orientations and positive attitudes 
towards occupational health and (c) how this affects ill-
ness and recovery processes including self-interpretation, 
world-interpretation, and daily life. In addition, we aim at 
identifying treatment elements that are perceived as con-
ducive or obstructive for recovery, and the ways in which 
male gender norms can impact individuals experiencing 
depression and its treatment.

Subproject 3 (cross-sectional qualitative study)
The qualitative study explores the subjective perspectives 
of the partners of men treated for depression through 
problem-centered interviews between t2 and t3 (p1) 
with (female and male) partners of the participants of 
subprojects 1 and 2. Particular attention will be paid to 
the partners’ views on changes in their partner’s mascu-
linity orientations and work-related attitudes occurred 
during the therapy or recovery processes, and on the 
negotiations of gender roles within the relationship 
(co-construction of masculinity, or co-coping) within 
partnerships.

Recruitment and sample size calculation
Subproject 1 (quantitative longitudinal observational study)
A necessary sample size of n = 250 for the quantitative 
study has be calculated on the basis of simulation stud-
ies with regard to the reliability of latent class assignment 
and latent transition probabilities with a minimal power 
of 0.80 [39]. Taking into account a total dropout rate of 
30%, a sample size of 350 participants has been targeted 
for inclusion. The recruitment will be conducted from 
May 2022 to June 2023 in clinical settings, via patient 
organisations and via social media. For each inpatient 

setting, clinical staff members have been appointed as 
contact persons by the chief doctors. Clinical contact 
persons have been informed about the study details and 
the eligibility criteria. In addition, information flyers 
have been laid out at the common hospital areas. Clini-
cal staff members contacted potentially eligible patients 
and asked them for their consent to pass contact infor-
mation to research workers. Patient organisations have 
been contacted, informed about the study, and provided 
with study flyers for distribution to members by e-mail. 
Self-help groups that specialise in men’ groups have also 
been contacted. Participants have been called on to par-
ticipate at regular intervals via various media, including 
payed advertisements in social media (Facebook, Insta-
gram), local newspapers, radio and online pages of the 
BKH clinics and University Ulm.

Subproject 2 (qualitative longitudinal study)
Subproject 2 includes two assessement time points (a1, 
a2) and uses a mixed-method approach to select the sub-
sample [40]. Using the results of the interims latent class 
analysis after t0, n = 60 men will be recruited from the 
subproject 1 sample according to the explored classes. 
Based on our experience from the MenDe study [1], we 
assume a 3-class model. At least n = 20 men from each 
class (class representatives) will be interviewed, result-
ing in a total number of n = 60 qualitative interviews 
conducted between t0 and t1 (a1). This high number is 
necessary in order to ensure a sufficiently large number of 
subjects for the follow-up interview after 12 months (a2) 
in case of a maximum drop-out rate of 50%. The repre-
sentatives of each class will preferably be selected accord-
ing to being in the early stages of depression treatment 
and equally distributed in regard with age. The repeat 
survey is conducted 12 months after baseline (a1) with 
the aim of n = 30 participants agreeing for the follow-up 
interview. In summary, over the two assessment time 
points, the aim is to conduct 90 interviews in total (a1: 
n = 60, a2: n = 30). In case the drop-out number is higher 
than expected and/or additional interviews are necessary 
to reach theoretical saturation [41], the recruitment of 
participants for a2 will be expanded to the full sample of 
subproject 1.

Subproject 3 (cross-sectional qualitative study)
Participants for subproject 3 are recruited at a1 if par-
ticipants of subproject 2 indicate that they are living in 
a partnership. Depending on their consent to contact 
their partners for study participation, the partners will 
be invited to participate in the qualitative interview at 
p1. Assuming a participation rate of 50% of all partners, 
a sample size of n = 15 is targeted. If the recruitment 
does not yield enough partners, the recruitment will be 
extended to the full sample of subproject 1. The final 
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sample size will be determined by theoretical saturation 
and may be adapted based on the results of the inter-
views [41].

Data collection and study instruments
Subproject 1 (quantitative longitudinal observational study)
The quantitative data will be collected using the SoSci 
Survey online platform (SoSci Survey GmbH, Munich). 
Participants receive the access data for the questionnaire. 
If online participation is not wished or possible, the par-
ticipants receive the paper version of the questionnaires 
together with stamped and addressed return envelopes. 
The following assessments will be used:

  • Male Role Norm Scale (MRNS) is a widely used and 
validated tool for the assessment of masculine gender 
role attitudes and consists of 22 items assessing 
attitudes towards traditional masculine norms 
including self-reliance, toughness, and dominance. 
Respondents can rate their agreement on a Likert 
scale ranging from “strongly disagree” to “strongly 
agree”.

  • Work-Related Behaviour and Experience Patterns 
(AVEM) measures work-related behaviour and 
experience pattern with eleven dimensions including 
professional ambition, offensive problem solving or 
experience of success at work. Respondents can rate 
their agreement on a five level Likert scale ranging 
from “strongly disagree” to “strongly agree” [42].

  • Depression Stigma Scale (DSS) is used to measure 
stigma associated with depression. It includes two 
subscales measuring two different types of stigma: 
personal and perceived stigma. Respondents can 
rate to each item on a five-point scale ranging from 
“strongly disagree” to “strongly agree”. Higher scores 
indicate higher levels of depression stigma [43].

  • The Patient Health Questionnaire will be used to 
assess somatic and psychosocial stress [44]. The first 
question covers 12 somatic complaints in the last 4 
weeks and respondents can rate on a scale ranging 
from “not affected”, “slightly affected”, and “severely 
affected”. The following 16 points cover mental 
impairments and participants can choose between: 
“not at all”, “on individual days”, “on more than half of 
the days”, and “almost every day”. The last item assess 
difficulties to cope with work or household chores 
based on the symptoms mentioned and respondents 
can rate on a four-point scale ranging from “not 
difficult at all” to “very difficult”.

  • The Bem Sex Role Inventory (BSRI) will be used 
to assess gender role self-concept in relation to 
masculine and feminine personality traits. It consists 
of 60 items and respondents can rate each item on a 
five-point scale ranging from “strongly disagree” to 
“strongly agree” [45].

  • The Client Sociodemographic and Service Receipt 
Interview (CSSRI) assesses social and demographic 
data, the use of medication, utilisation of health care 
services and allows to estimate healthcare costs using 
a total of 83 items [46].

Subproject 2 (qualitative longitudinal study)
Selected participants of subproject 1 who consented to 
be interviewed in the qualitative study part will be con-
tacted and asked for participation. Problem-centred 
interviews will be conducted via video telephony by 
using an encrypted provider which complies with the 
requirements of the General Data Protection Regula-
tion in Germany (DSGVO) and requirements for medi-
cal data. If an online participation is not possible or not 
wished by the participant, a face-to-face interview is 
offered. The interviews will be conducted by research-
ers trained and experienced in qualitative interviewing. 
For the first interview (a1), a semi-structured interview 
guide has been developed including the following topics: 
Treatment start; context of depression; course of treat-
ment; social environment and disclosure; work, gender, 
society, and associations with depression. A pilot inter-
view will be conducted to evaluate the interview guide, 
and to modify if necessary. The interview guide is devel-
oped by the research group, based on relevant literature 
and experiences gained from the previous MenDe study 
[1, 2, 31, 47]. For further validation, the interview guide 
is discussed in qualitative research workshops including 
researchers from diverse mental health research fields. 
For the second interview (a2), an interview guide is 
developed, focusing on potential changes in regard with 
treatment and recovery processes. The topics include 
subjective perception of the therapy, changes in illness 
theory, changes in work and family situation, changes in 
disclosure and changes in self-image.

Subproject 3 (cross-sectional qualitative study)
The qualitative data will be collected using problem-cen-
tred interviews. Based on the (preliminary) findings from 
subproject 1 and 2 as well as relevant literature, we will 
develop an interview guide in order to explore partners’ 
subjective perception of changes in regard to therapy and 
recovery processes of their male partners, gender and 
work-related attitudes, masculinity orientations and its 
impact on the relationship. The interview guide covers 
various topics such as communication within the part-
nership, dealing with the partner’s depression, and the 
effects of depression on the partner and the partnership. 
The interview guide is developed similar to subproject 2. 
We will conduct a pilot interview in order to evaluate the 
interview guide and to modify if necessary.
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Promotion of study participation
In subproject 1, participants are contacted and informed 
two weeks before the next quantitative survey takes 
place. Participants receive the access data for the ques-
tionnaire by e-mail. The participants are asked to enter 
their data within four weeks, starting two weeks before 
the measurement time point. For each survey, the partici-
pants receive remuneration of 10 €.

In subproject 2, we will contact participants and inform 
them two weeks prior to the follow-up interview to make 
an appointment. Participants receive a link for a video-
call by e-mail. For each interview, participants receive 
remuneration of 30 €.

In subproject 3, participants will be contacted after 
inclusion of participants of subproject 2 for the qualita-
tive repeat survey (a2). Participants receive a link for a 
video-call by e-mail. For each interview, a remuneration 
of 30 € is provided.

Data management
Data entry into the SociSurvey data base is possible with 
any device with internet access. Data will be checked 
for completeness. The collected data will be visible to 
the study team in pseudonymised and encoded forms. 
The data manager will back up the data at regular inter-
vals as a csv file. Plausibility checks and generation of 

new variables like sum scores will be carried out with 
the statistical software SPSS version 28. The video inter-
views will be audio recorded and transcribed for analy-
sis. For the transcription, f4x will be used, an online 
service to transcript audio recordings which complies 
with the General Data Protection Regulation in Ger-
many (DSGVO) and requirements for medical data. 
Subsequently, the transcripts will be revised and pseud-
onymised by a research worker.

Data analysis
Statistical methods (subproject 1)
A latent transition analysis (LTA) is chosen as the statisti-
cal analysis model [48]. The LTA is an extension of the 
Latent Class Analysis (LCA) for longitudinal data. Using 
the LTA, transition probabilities between latent class 
assignments can be determined over several measure-
ment times and the effects of covariates on these transi-
tion probabilities can be estimated. In order to analyse 
the importance of treatment pathways and psychiatric 
/ psychotherapeutic treatment elements, the data from 
the treatment anamnesis and the CSSRI surveys are 
categorized and integrated into the analysis model. All 
regression models are controlled for sociodemographic 
characteristics and disease duration (Fig. 2).

Fig. 2 Cross-correlational longitudinal path model of latent class membership
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Qualitative data analysis (subproject 2, subproject 3)
The interviews will be analysed using both qualita-
tive structured content analysis according to Kuckartz 
[49] and reconstructive analysis according to Kruse 
[50]. For data management MAXQDA analysis soft-
ware will be used. In the first step of the content analy-
sis, the transcripts of the first interviews (10–25%) will 
be coded deductively based on the interview guide top-
ics. Iteratively, the deductive codes and categories will be 
extended, refined or modified by means of inductive cod-
ing. In the second step, the preliminary coding tree will 
be applied to the entire material and, if necessary, fur-
ther extended, refined or modified until a final category 
system is reached. Dense descriptions [51] as part of the 
transcripts will be selected for reconstructive analysis 
which is based on the inductive principle of grounded 
theory methodology [41], focusing on how participants 
describe their dealing with depression and how they 
represent themselves. Concepts of positioning [52] and 
agency [53] will be used heuristically. The reconstruc-
tive approach will ensure a deeper understanding of the 
subjective perceptions of the transformation processes. 
The interview transcripts will be coded independently by 
different research assistants. Afterwards the codes will 
be compared and any discrepancies will be discussed, in 
order to intersubjectively adjust the coding procedure. 
If necessary, codes will be clarified until a consensus is 
reached. Further quality criteria will be ensured by con-
sensual validation of the coding within the research team 
and within research workshops including researchers 
from diverse mental health research fields. For transpar-
ency, the steps of the analysis process and interims results 
will be documented in a research diary.

Data monitoring
Data monitoring is performed by study workers. For each 
participant, all surveys carried out will be documented 
in an encrypted file. Archived declarations of consent 
forms, dropouts and serious adverse events will be doc-
umented. All documents will be regularly checked for 
completeness.

Ethics
Informed consents
Each potential participant will be informed about the 
goals, the procedures and the potential risks of the study 
by means of a written document and in plain language. 
Depending on the recruitment setting, information is 
provided in person or by phone by trained study work-
ers. Potential study participants receive a copy of the 
information sheet and will have the opportunity to ask 
questions before signing the consent form. In case of 
information by phone, the written documents are send by 
e-mail in advance. Respondents will be assured that they 

can refuse to participate or withdraw consent at any time 
without any adverse consequences. After ensuring that 
the study information has been properly understood by 
the participants, they will be asked to sign the consent 
form.

Confidentiality
Signed consent forms will be kept in a locked file cabi-
net according to Guidelines from Good Clinical Practise 
E6 (R2) [54]. In addition, an electronic and password-
protected file will be created. In this file, pseudonyms 
(study ID) of the participants and the personal data are 
stored. The data for analyses will be collected only via 
the study ID. Only members of the research team have 
access to the study data and electronic files. Data of par-
ticipants who withdraw consent will be securely deleted. 
The study results will be published anonymously, without 
the possibility of drawing conclusions about individual 
participants. All data will be archived on the servers of 
the Department for Psychiatry and Psychotherapy II of 
Ulm, Germany.

Harms
This is an observational study without an intervention 
and thus, no adverse events are to expect. In the unlikely 
case of an adverse event occurring, it will documented in 
an encrypted file and reported during the next research 
meeting. The evaluation team will be trained and pro-
vided with structured instructions to recognize and 
adequately deal with suspicions or statements of suicide 
expressed by the study participants.

Auditing
There are no plans for an independent auditing. The sta-
tus and progress of the study will be discussed in weekly 
meetings of the research team. The development of 
the interview guides and the analysis of the qualitative 
results will be regularly discussed in qualitative research 
workshops.

Protocol amendments
Important changes to the protocol, such as expanding the 
inclusion criteria or additional recruitment locations, will 
only be made with the approval of the responsible eth-
ics committee. Changes are immediately updated in the 
German Clinical Trial Register (DRKS).

Discussion
While there is broad consensus on the detrimental effects 
of traditional masculinity orientations on men’s mental 
health help-seeking behaviour, less is known about male 
patients’ masculinity orientations in the context of men-
tal health treatment and if and how (possible) changes in 
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masculinity orientations effect treatment and recovery 
processes and vice versa.

This study aims to address several research gaps: First, 
investigating the interrelation between masculinity ori-
entations and treatment or recovery processes sheds light 
on depressed patients’ pathways beyond the help-seeking 
phase and thus, contributes to a fuller picture of the spe-
cific needs of depressed men under mental health treat-
ment [30]. Second, the longitudinal design allows the 
investigation of changes of masculinity orientations over 
time and the interplay between masculinity transforma-
tions and work-related attitudes on the one hand and 
mental health, stigmatizing attitudes and service use on 
the other. Third, the study explores the role of the male 
patients’ partners and the co-construction of masculin-
ity orientations in the context of depression. Finally, the 
mixed-methods approach leads to a more comprehensive 
understanding of the transformation processes by com-
bining robust statistical data on latent classes with a deep 
insight into the subjective perspectives and contextual 
factors.

A comprehensive understanding of the transformation 
processes of masculinity orientations over time includ-
ing the role of partners in co-constructing these pro-
cesses can lead to the development of gender-sensitive 
depression treatment tailored to the unique needs of men 
with depression. By investigating the partners’ perspec-
tives, the study findings can also identify opportunities 
for incorporating partners into the therapy process of 
men with depression. By shedding light on the complex 
interplay between masculinity orientations, depression, 
and treatment, this study can promote more effective and 
successful treatment outcomes and further contribute to 
reducing the stigma surrounding mental health issues 
among men and encourage them for mental health ser-
vice use.
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